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ON  THROAT,  NOSE,  AND  EAR  DISEASES  AND  THEIR 
TREATMENT  IN  JOHN  HUNTER'S  TIME.  RESUME  OF 
A  PRESIDENTIAL  ADDRESS  DELIVERED  BEFORE  THE 
HUNTERIAN    SOCIETY   ON   OCTOBER   27,  1915. 

By  W.  H.  Kelson,  M.D.,  F.R.G.S., 
Surgeon  to  the  London  Throat  Hospital. 

The  lecturer,  after  referring  to  the  sparsity  of  the  literature  on 
this  subject,  pointed  out  that  the  treatment  of  these  diseases  was 
at  this  period  entirely  in  the  hands  of  general  physicians  and  sur- 
geons, mostly  surgeons,  and  as  regards  the  larynx  it  was  practically 
nil,  the  iarj-ngoscope  not  being  in  use  at  this  time.  Amongst 
wi-iters  on  these  subjects  the  names  of  Fothergill,  Cheselden,  Pott, 
Huxham,  Bell,  and  Sharpe,  stand  out  prominently  ;  curiously,  dis- 
eases of  the  throat,  nose  and  ear,  are  frequently  compared  with 
affections  of  the  vagina,  rectum,  and  urethra,  with  which  these 
gentlemen  seem  to  have  been  exceedingly  familiar.  As  regards 
the  throat,  enlargement  of  the  tonsils  is  termed  a  scirrhosity,  and 
should  be  treated  by  ligature,  one  being  dealt  with  at  a  time,  the 
ligature,  which  is  best  jjassed  through  the  nose,  being  gradually 
tightened  up  till  the  hypertrophy  sloughs  off.  Enlarged  uvula,  if 
.slight,  should  be  treated  with  Peruvian  or  oak  bark  infusion,  alum, 
or  vitriolic  acid  ;  if  larger,  by  amputation  with  bistoury  or  scissors  ; 
if   very   large  and   fleshy,   by  ligature.      HEemorrhage,  after  this 
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operation,  may  be  checked  by  ardent  spirits  or  lunar  caustic.  In- 
flammatory conditions  of  the  throat  should  be  treated  by  scarifica- 
tion and  fomentation,  and  a  tongue  spatula,  with  concealed  knife- 
blade,  is  figured ;  also  a  can  with  flexible  tube  attached,  for  the 
inhalation  of  steam.  About  this  period  (1747)  a  very  infectious 
disease  appears  to  have  been  imported  into  this  country  from  the 
shores  of  the  Mediterranean  termed  malignant  ulcerous  sore  throat. 
Extensive  sloughing  occurred,  and  htemorrhage  from  the  nose  or 
throat  sometimes  proved  fatal.  It  was  most  common  in  children. 
Treatment,  the  physician  says,  should  be  by  stimulants,  aromatic 
gargles,  antiseptics,  and  detergents,  and  he  mentions  sage  tea, 
vinegar,  and  tincture  of  myrrh.  Internally,  bark  and  opium  are 
recommended.  As  regards  the  nose,  the  most  important  affections 
are  said  to  be  hEemorrhages  from  the  nostrils,  ozfena,  and  imperforate 
nostrils,  and  polypus  excrescences.  To  check  haemorrhage  in 
slight  cases  cold  and  alum  are  chiefly  relied  on  ;  if  more  severe, 
pressure  from  a  dossil  of  lint,  or  better,  a  piece  of  hog's  gut  is  made 
into  a  bladder  by  tying  one  end,  and  this  having  been  inserted 
into  the  nose  is  filled  with  cold  vinegar  by  means  of  a  syringe 
through  the  end  of  the  gut  hanging  out  of  the  nostril.  This  is 
afterwards  tied  up. 

Ozpena  is  described  as  a  general  term  applied  to  foul  ulceration 
of  the  interior  of  the  nose,  discharging  a  foetid  matter.  Caries  is 
generally  present.  For  its  treatment,  decoction  of  walnut  leaves 
Peruvian  or  oak  bark,  alum,  limewater,  or  ardent  spirits,  are  recom- 
mended, applied  on  dossils  of  lint.  Also  an  ointment  of  calomel, 
zinc,  or  lapis  calaminaris  may  be  used.  Foetid  discharge  of  dark 
colour  denotes  caries.  Lues  venerea  should  always  be  thought  of 
in  these  cases,  and  if  suspected  the  patient  put  on  a  long  course 
of  mercury.  The  writer  states  that  though  "many  cases  may  be 
cured,  no  remedies  with  which  we  are  accpiainted  can  with  certainty 
be  depended  on." 

"  Should,  however,  the  running  be  produced  by  other  diseases, 
especially  matter  in  the  maxillary  antrum,  evei-y  effort  to  cure  it, 
as  above  stated,  may  be  resisted." 

This  affection  is  referred  to  by  John  Hunter  himself  in  his 
"  Practical  Treatises  on  Diseases  of  the  Teeth,"  and  it  is  advised 
that  the  matter  be  evacuated  either  through  a  tooth  socket  or  the 
canine  fossa.  The  intra-nasal  route  was,  it  is  stated,  used  by  some 
surgeons,  but  could  not  be  recommended. 

Every  part  of  the  nasal  cavity  and  back  part  of  throat  may  be 
affected  with  polypi,  which  are  of  two  kinds,  the  firm  and  the  soft; 
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the  former  are  often  painful  and  ulcerated,  and  may  become  cance- 
rous, whilst  the  latter  may  cause  perplexity  by  becoming  vei'y  large 
and  falling  down  on  to  the  lips,  also  interfering  with  deglutition 
and  respiration,  but  a  much  better  prognosis  should  be  given  with 
this  form. 

As  regards  these  latter,  their  growth  may  be  checked  by  alum 
and  ardent  spirits,  but  for  removal  a  silver  wire  passed  through  a 
double  cannula  is  recommended  in  preference  to  forceps,  which, 
however,  were  largely  used ;  other  methods  employed  were  the 
cautery  passed  through  a  metal  tube,  setons,  caustics,  and  scissors. 
Polypus  excrescences  may  also  occur  in  the  oesophagus  and  pharynx, 
and  be  removed  in  the  same  way ;  if  the  application  of  the  ligature 
threatens  to  be  difficult  and  tedious,  an  easy  open  respiration  during 
the  operation  may  be  obtained  by  previously  performing  bron- 
chotomy.  As  it  is  very  desirable  that  the  point  of  origin  of  the 
excrescence  be  accurately  discovered,  the  patient  should  be  placed, 
if  possible,  so  that  the  sun's  rays  fall  into  the  nostril.  When  the 
polypi  are  so  large  as  to  prevent  the  application  of  ligature  or 
forceps,  the  nostril  may  be  laid  open  by  a  longitudinal  incision, 
the  parts  being  afterwards  reunited  with  plaster  or  stitches. 

A  surgeon,  speaking  of  the  polypus  of  the  nose,  saj-s  it  is  "  a 
complaint  always  troublesome,  frequently  painful,  and  sometimes 
hazardous,"  and  lays  stress  on  distinguishing  between  the  red  hard 
form,  and  the  soft  grey  kind ;  and  recommends  that  the  former 
should  never  be  touched,  as  matters  will  only  be  made  worse,  and 
the  writer  states  that  he  has  seen  "  haemorrhages  which  have  been 
frightful  and  inflammations  which  have  proved  fatal  as  the  result 
of  mistaking  the  one  kind  for  the  other,"  and  he  mentions  a  case 
in  which  "an  untoward  looking  polypus  which  was  attached  to  a 
distempered  septum  nasi  came  away  with  it,  and  a  similar  thing 
happened  with  the  os  palati." 

But  little  is  stated  about  ear  diseases,  one  surgeon,  however,  says 
that  deafness  may  be  due  to  blocking  of  either  the  meatus 
auditorius  externus,  or  the  tuba  Eustachiana,  and  goes  on  to  say 
that  any  preternatural  fulness  of  the  amygdalae  or  tonsils  is  always 
attended  with  some  degree  of  deafness,  and  a  cure  will  result  from 
their  removal.  For  the  removal  of  foreign  bodies,  the  injection  of 
oil  followed  by  water  is  advised.  Polypus  excrescences  may  occur, 
and  should  be  removed  if  pedunculated  by  ligature,  if  not,  the 
obstruction  is  likened  to  what  occurs  in  the  urethra,  and  the  surgeon 
states  that  a  well-oiled  bougie  duly  persisted  in  proves  equally 
serviceable  in  both,  though  he  admits  that  at  first  "  some  uneasi- 
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ness  is  apt  to  be  created."  Also  solution  of  alum,  saccliarum  saturni, 
and  French  brandy  are  useful  in  discharges  from  both  urethra 
and  auditory  meatus. 


WHEN  SHALL  WE  OPERATE  IN  CHRONIC  MAXILLARY 
SINUSITIS  AND  WHAT  FORM  OF  OPERATION  SHALL 
WE    CHOOSE? 

By  Ross  Hall  Skillern,  M.D.Philadelphia. 

When  a  patient  presents  himself,  and  a  positive  diagnosis  of 
chronic  purulent  maxillary  sinusitis  is  made,  it  is  oftimes  a  serious 
problem  to  determine  the  appropriate  procedure  to  be  adopted  in 
order  to  rid  him  of  his  complaint  in  the  shortest  possible  time,  with 
the  least  inconvenience  to  himself.  It  is  obviously  bad  judgment 
to  immediately  subject  him  to  a  more  or  less  painful  operation  when 
persevering  conservative  treatment  will  bring  about  a  cure,  while, 
on  the  other  hand,  it  is  a  waste  of  the  surgeon's  time  and  the 
patient's  money  to  persist  in  a  long  tedious  conservative  form  of 
treatment,  when,  after  a  few  da3-s,  it  is  perfectly  evident  that  some 
form  of  radical  operation  is  indicated.  In  order  to  properly  solve 
the  first  problem  (wheu  to  operate)  many  factors  must  be  taken 
into  consideration. 

(1)  The  General  .Condition  of  the  Patient. — If  the  patient  was 
severely  affected,  unable  to  follow  his  usual  occupation,  suffering 
from,  continuous  or  intermittent  pain,  head  suffused  and  congested, 
sleep  badly  disturbed,  profuse,  purulent  discharge  from  nose  and 
posteriorly  into  throat  (sudden  suppression  and  stagnation  of  secre- 
tion is  even  worse),  intermittent  fever,  and  generally  miserable; 
immediate  evacuation  by  means  of  the  needle  puncture  should  be 
accomplished  with  sti-ict  rest  in  bed,  the  application  of  ice  bags  to 
the  affected  side  of  the  face  and  forehead,  in  conjunction  with  a 
brisk  calomel  and  soda  purge.  This  treatment  under  such  circum- 
stances would  suggest  itself,  for  it  at  once  gives  the  patient  the 
benefit  of  the  doubt,  as  it  in  all  probability  will  bring  about  an  amelio- 
ration of  the  symptoms,  and  at  the  same  time  put  the  patient  in  a 
better  condition  should  an  operation  subsequently  be  demanded. 
This  can  be  accomplished  the  following  day  or  the  following  week 
as  necessity  dictates. 

(2)  The  History  of  the  Disease. — If  a  patient  states  that  he  has 
been  troubled  for  several  years  with  his  nose,  but  only  lately  has 
the  discharge  been  profuse  and  the  headaches  severe  and  persistent. 
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we  can  be  reasonably  certain  tliat  it  has  slowly  assumed  a  chronic 
form,  and  in  all  probability  will  be  resistant  to  ordinary  treatment. 
Here,  however,  all  things  being  considered,  an  operation  in  the  very 
near  future  is  clearly   not  indicated.     The  needle  puncture  with 
lavage  should  be  instituted  and  continued  daily  as  long  as    the 
patient  shows  any  signs  of  improvement.      This  will  manifest  itself 
in  the  character  and  appearance  of  the  secretion.     If  it  begins  to 
show  changes  in  its  character,  becomes  less  foetid,  lose  its  crumbly, 
milky  appearance,  becomes  thicker  and  does  not  mix  so  intimately 
with  the  irrigating  fluid,  as  well  as   diminishing  in  quantity,  the 
conservative   treatment    should    be    persevered  in.     It  not  infre- 
quently  occurs,    however,  that  under  this  form  of  treatuient  the 
disease  becomes  checked  and  reaches  a   certain    stage  when  the 
patient  is  relatively  comfortable,  the  discharge  being  at  a  minimum 
and  the  headaches  controlled,  yet  if  tlie  time  between  the  treat- 
ments is  lengthened,  an  immediate  exacerbation  of  the  .symptoms 
occurs.     In  these  cases  other  drugs  should  be  applied  to  the  mucosa 
of  the  sinus  in  addition  to  the  normal  saline  solution  of  the  irrigating 
liquid.      Nature  niust  be  further  assisted  than  is  possible  with  mere 
evacuation  of  the  purulent  secretion  and  cleanliness  accomplished 
by   the  lavage.       The   lining  mucous  membrane  of   the    sinus  is 
evidently  in  such  a  diseased  condition  that  it  cannot  throw  off  the 
infection  with  these  means,  but  requires  asepsis  and  stimulation. 
This  can  be  accomplished  with  either  alcohol  or  a  solution  of  nitrate 
of  silver  in  varying  strengths.     After  the  normal  saline  solution 
has  been  expelled  from  the  siuus  by  causing  the  patient  to  bend  the 
head  toward  the   sound  side    and  forcibly    injecting  air  through 
the  needle  until  no  more  liquid  appears,  the  syringe  is  partially 
filled  (about  two  ounces)  with  50  per  cent,  alcohol  and  the  sinus 
slowly  tilled,  the  head  being  held  in  the  upright  position  until  the 
alcohol  begins  to  trickle  out  of  the  nose.     The  needle  is  then  with- 
drawn, leaving  the  alcohol  in  the  sinus.      This  should  be  repeated 
after  every  iirigation  until  full  strength  alcohol  is  used.     If  the 
disease  continues  to  resist  this  form  of  treatment,  a  solution    of 
nitrate  of  silver  may  be  substituted  for  the  alcohol.     The  initial 
strength  can  be  30  grains  to  the  ounce,  gradually  increasing  until 
a  2.5  per  cent,  solution  (120  grains  to  the  ounce)  is  applied.      If  this 
fails  to  biing  about  a  marked  improvement  in  a  very  short  time 
(five  irrigations),  some  form  of  a  radical  operation  must  be  con- 
sidered.    At  this  point  let  us  for  a  moment  consider  the  advisability 
of  using  a  heavier  or  more  forcible  stream  ui  liquid  than  is  possible 
with  the  ordinary  exploring  needle.      It  is,  of  course,  impossible  to 
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throw  a  stream  with  much  cleansing  strength  thi'ough  an  instrument 
with  such  a  small  lumen  as  the  needle.  On  this  account,  it  has 
been  argued  that  the  Krause  trocar  and  cannula  is  much  better  fitted 
for  this  work,  and  possesses  decided  advantages  over  the  needle  on 
account  of  the  comparatively  heavy  stream  made  possible  by  its 
use.  It  has  been  my  experience  that  where  the  needle  has  failed 
the  trocar  has  also  been  unavailing,  therefore  why  should  one 
submit  the  patient  to  the  pain  always  incident  to  the  passage  of  this 
instrument  when  the  needle  puncture  can  be  repeated  with  little  or 
no  discomfort  ? 

Recurrent  AttacJcs. — If,  on  questioning,  it  is  evident  that  the 
disease  is  of  loug  standing,  acute  exacerbations  being  frequent,  and 
one  present  at  the  inception  of  the  present  treatment,  the  indication 
for  a  radical  operation  lies  largely  with  the  patient  himself.  He 
knows  that  conservative  treatment  will  probabl}'  bring  about  an 
amelioration  of  the  symptoms,  as  it  has  done  many  times  previously^ 
at  the  same  time  he  is  cognisant  of  the  fact  that  a  cure  will  not  be 
obtained,  although  perhaps  hoping  that  this  may  actually  be  his  last 
attack.  There  the  surgeon's  duty  is  clear.  He  can  either  institute 
the  conservative  treatment,  promising  the  patient  little  in  the  hope  of 
an  ultin;ate  cure,  or  advise  a  radical  operation  at  once,  citing  other- 
wise a  continuation  of  the  attacks  in  increasing  severity  until  the 
operation  is  urgent,  running  at  the  sjmie  time  a  certain  risk  of 
orbital  and  even  cerebral  complications,  when  it  will  be  too  late  for 
surgical  interference  to  be  of  avail.  The  responsibility  in  any  event 
is  placed  entirely  with  the  patient. 

There  is  one  historj-  which,  when  present,  demands  an 
immediate  operation,  i.e.,  maxillary  sinusitis  of  dental  origin. 
Antral  suppuration  resulting  from  the  teeth  occurs  in  approxi- 
mately 20  per  cent,  of  all  cases.  It  is  always  extremely  chronic, 
being,  in  fact,  chronic  from  its  inception.  The  patliological  process 
being  an  extiemely  .slow  one  causes  a  low  grade  form  of  inflamma- 
tion along  the  floor  of  the  sinus,  in  the  alveolar  fossa.  Even  should 
the  offending  root  have  previously  been  removed,  the  disease 
remains,  showing  but  little  tendency  toward  a  spontaneous  cure 
unless  good  drainage  has  been  established.  Suppose,  however, 
nothing  had  been  done,  and  certain  symptoms  pointed  toward 
dental  iiivolvement.  One  or  two  of  the  upper  (premolar  to  wisdom) 
were  sensitive  to  heat  and  cold,  or  percussion  with  a  metal  instru- 
ment, or  felt  longer  than  their  immediate  fellows.  An  X  ray  film 
should  immediately  be  taken  to  determine  precisely  the  particular 
roots  affected,  as  well  as  the  extent  of  the  disease.     This  isparticu- 
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larly  important,  as  it  must  not  be  forgotten  that  idiopathic  antral 
disease  may  secondarily  affect  the  teeth  roots,  especially  if  little  or 
no  cancellated  bone  tissue  lies  between  their  apices  and  the  floor 
of  the  antrum.  In  this  way  it  is  often  possible  to  prevent  a  slightly 
diseased  tooth  which  is  amenable  to  treatment  from  being  need- 
lessly sacrificed.  If,  on  the  other  hand,  the  film  showed  us  that 
the  root  was  primarily  aifected,  the  corresponding  tooth  must 
immediately  be  extracted,  and  the  root  canal  sufficiently  enlarged 
with  a  suitable  borer  to  enable  one  to  irrigate  the  sinus  thoroughly 
and  to  keep  the  opening  patulous  with  a  well-fitting  prothesis  made 
by  a  dentist.  Daily  irrigation  through  this  opening  in  the  alveolus 
will  bring  about  a  cure  in  almost  every  case  of  antritis  of  dental 
origin,  provided  of  course  that  permanent  pathological  changes 
have  not  taken  place  in  the  mucosa  of  the  sinus.  The  same  form  of 
treatment  should  be  instituted  in  those  forms  of  maxillary  .sinusitis 
coupled  with  manifest  caries  in  a  tooth  where  it  is  possible  to  con- 
nect the  two  directlj'  by  passing  a  fine  sound  through  the  carious 
portion  of  tlie  tooth  directly  into  the  sinus  cavity.  The  antiquated 
treatment  of  attempting  to  favour  continuous  drainage  by  the 
installation  of  a  tube  in  the  opening  is  as  uncleanly  as  it  is 
insufficient,  and  should  be  abandoned. 

(3)  T}ie  probable  Pathological  Condition  of  the  Sinus  Mucosa 
and  the  Osseous  Walls. — When  this  can  even  approximately  be 
determined  our  indications  are,  much  clearer  than  is  otherwise  the 
case.  If  permanent  pathological  changes  in  the  form  of  polyps  or 
polypoid  hypertrophies  are  present  in  the  antrum,  we  can  irrigate 
until  Doomsday  with  no  appreciable  effect  on  the  condition.  The 
condition  of  the  mucosa  can  be  judged  in  several  ways,  (a)  By 
the  consistency  of  the  secretion.  If  it  remains  granular,  sinking  to 
the  bottom  of  the  pus  basin,  mixing  with  the  irrigating  fluid,  or 
continuing  fcEtid,  we  can  be  assured  that  such  changes  have  taken 
place  in  the  mucosa  as  to  preclude  the  possibility  of  a  cure  by  the 
irrigating  route.  (&)  If  the  irrigating  fluid  seems  to  meet  with 
continual  resistance  at  every  attempt  at  lavage  it  is  probable  that 
the  mucosa  is  so  swollen  that  the  point  of  the  needle  becomes  therein 
embedded.  (c)  When  the  X  ray  shows  little  diminution  in  the 
shadow  immediately  after  lavage  it  is  caused  by  the  swollen  mucosa 
or  polypoid  hypertrophies.  If  either  or  all  of  these  signs  and 
symptoms  are  present,  some  form  of  radical  operation  which  will 
enable  one  to  thoroughly  rid  the  cavity  of  these  pathological  pro- 
ducts is  unquestionably  called  for.  If  the  bony  walls  underlying 
the  mucosa  show  signs  of  involvement  from  the  diseased  mucosa. 
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iiiiniediately  an  indication  for  prompt  operative  interference  is 
given.  This  manifests  itself  by  tenderness,  and  in  some  cases 
oedematous  swelling  over  the  antrum.  The  pain  is  particularly 
marked  at  night.  'J'he  character  of  the  discharge  furnishes  a  clue, 
and  osseous  disease  should  be  suspected  when  it  remains  foetid  and 
crumbling,  despite  frequent  irrigations  followed  by  nitrate  of  silver 
injections. 

(4)  Occupation,  Social  Condition,  Age  and  Sex.  General  Con- 
dition of  Patient. — The  possession  of  a  chronic  purulent  maxillary 
sinusitis  is  of  far  greater  import  to  individuals  following  certain 
occupations  than  to  others  in  different  lines  of  work.  Thus  a  school 
teacher,  a  bai-ber,  a  hotel  clerk  or  others  in  similar  employment, 
who  constantly  come  into  more  or  less  personal  contact  with  a  large 
number  of  people,  find  it  very  much  to  their  disadvantage  to  be 
continually  hawking,  expectorating,  and  blowing  the  nose,  while 
masons,  drivers,  plumbers,  and  outside  workers  in  general  can 
carry  a  diseased  antrum  around  with  very  much  less  discomfort. 
In  these  separate  occupations  it  is  much  more  than  a  personal  ques- 
tion as  to  whether  they  shall  be  quickly  rid  of  their  ailment  or 
continue  treatment  for  an  indefinite  period.  In  the  former  a  disease 
of  this  character  may  mean  the  loss  of  their  position,  while  in  the 
latter  this  phase  hardly  enters  into  the  consideration.  It  is  always 
wise,  therefore,  in  considering  the  advisability  of  operating,  to  first 
bear  in  mind  the  particular  calling  of  the  individual.  The  social 
condition  of  the  patient  very  often  gives  a  decided  indication  as  to 
the  present  lines  of  treatment.  It  is  obvious  that  they  who  have 
plenty  of  time  and  means  at  their  disposal  will  prove  much  more 
favourable  subjects  for  cons'ervative  treatment  than  those  whose 
time  and  money  are  limited.  The  former  are,  as  a  rule,  not  only 
willing  to  present  themselves  at  frequent  intervals  for  treatment, 
and  to  carry  out  home  instructions,  but  are  anxious  to  avoid  any 
form  of  operation  as  long  as  they  are  made  fairly  coinfortable. 
With  the  latter  this  is  not  always  feasible.  In  the  first  place,  they 
cannot  always  present  themselves  at  certain  times,  nor  can  they 
always  give  themselves  the  proper  attention,  therefore,  the  oppor- 
tunity for  a  quick  permanent  cure  through  operative  interference 
offers  them  a  much  brighter  outlook,  even  though  it  entails  the  loss 
of  a  few  days'  time.  Young  people  wlio  are  to  be  married  in  the 
immediate  future  must  be  rid  of  their  complaint  at  the  eailiest 
possible  moment,  therefore  an  operation  is  imperative.  Age  is  an 
important  factor  which  must  not  be  overlooked.  Any  form  of  a 
purulent  maxillary  sinusitis  in  the  very  young-  (six  months  to  twelve 
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years)  wliicli  shows  a  tendency  to  become  cLronic  should  cause 
ill! mediate  surgical  intervention.  In  these  tender  ages  the  bones 
of  the  face  are  very  soft  and  are  particularly  prone  to  inflammation 
(osteitis,  osteo-myelitis,  and  periostitis).  When  the  osseous  struc- 
ture once  becomes  thoroughly  infected  the  task  of  a  complete  cure 
is  usually  hopeless.  Another  factor  is  that  the  sinuses  themselves 
are  very  small,  and  the  operation  is  usually  not  very  extensive. 
Some  authorities  consider  all  purulent  maxillary  sinusitis  in  chil- 
dren a  true  osteo-myelitis.  Generally  speaking  this  is  true  if  the 
disease  has  progressed  any  length  of  time,  but  it  is  also  true  that  the 
mucosa  of  the  sinus  was  probably  the  primary  structure  affected, 
and  the  infection  had  spread  by  contiguity  to  the  surrounding- 
osseous  structures.  Scarlet  fever  furnishes  an  exception,  in  that 
the  bone  appears  to  be  affected  simultaneously  with  the  mucosa, 
and  the  disease  runs  a  most  intractable  course,  being  often  resistant 
even  to  the  most  radical  measures. 

In  young  adults  the  general  system  is  usually  vigorous,  and 
will  respond  quicker  to  conservative  means  than  older  persons. 
Simple  daily  lavage  in  the  former,  coupled  with  appropriate  vac- 
cines, will  often  accomplish  in  a  week  what  would  require  months 
to  procure  in  those  of  riper  age,  therefore  it  is  wise  to  exercise 
patience  with  these  cases,  and  remember  that  a  cure  has  been 
accomplished  only  after  a  considerable  number  of  treatments.  (In 
cue  case  fifty-nine  irrigations.)  On  the  other  hand  we  must  bear 
in  mind,  particularly  in  girls  and  young  women,  the  possibility  of 
the  disease  making  such  headway  that  even  after  a  radical  opera- 
tion the  cure  is  not  complete.  It  is  indeed  a  great  handicap  for  a 
woman  to  be  obliged  to  carry  a  chronic  catarrh  to  her  dying  day, 
even  though  it  incommode  only  to  the  extent  of  the  necessity  of 
an  excessive  number  of  handkerchiefs. 

In  the  adult,  complications  in  the  form  of  other  diseases  in  con- 
junction with  the  sinusitis  are  not  infrequently  encountered,  and 
must  receive  due  consideration.  Thus,  in  a  case  of  chronic  Brio-ht's 
disease,  or  other  conditiou  where  a  general  ansesthetic  or  even  a 
surgical  shock  is  coutraindicated,  any  form  of  a  radical  operation 
should  be  approached  cautiously.  In  these  cases  it  is  well  to  care- 
fully weigh  the  subjective  s^nnptoms  and  the  drain  of  the  disease 
on  the  system  with  the  probably  immediate  deleterious  effects  of 
the  proposed  operation.  Local  anaesthesia  may  be  an  important 
factor  in  determining  this  question.  In  the  very  aged  any  form  of 
sinusitis  is  somewhat  of  a  rarity.  This  is  probably  due  to  the  con- 
tinued reabsorption  of  the  bone  causing  the  antra  to  become  exces- 
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sively  large,  and  the  roominess  of  the  nostrils  permitting  better 
aeration.  When  a  maxillary  sinusitis,  however,  becomes  estab- 
lished, it  is  a  question  whether  they  should  be  subjected  to  the 
shock  of  an  operation  or  whether  simple  expectant  treatment  is 
advisable.  It  would  seem  that  even  in  bad  cases,  where  in  a  younger 
individual  no  hesitation  in  operating  would  be  made,  simple  drain- 
age at  the  most  is  as  radical  a  procedure  as  advisable.  These 
patients  rarely  suffer  much  pain,  and  can  get  along  quite  comfort- 
able with  more  or  less  of  a  catarrhal  discharge  from  the  nose. 
Occasional  treatment  at  home  will  go  far  towards  minimising  this 
condition. 

Sex.— A  young  woman  with  an  occupation  is  in  a  far  dissimilar 
position  than  a  young  man  occupying  eveu  a  similar  calling.  A 
governess  or  nurse  with  a  chronic  discharge  from  the  nose  would 
be  an  object  of  disgust  and  suspicion  to  the  rest  of  the  family,  while 
in  a  tutor  or  coachman  it  would  not  be  so  conspicuous,  as  men  are 
supposed  to  be  subject  to  more  or  less  catarrh  from  smoking,  etc. 
The  female  members  of  a  household  seem  to  be  particularly  im- 
pressed with  chronic  colds  or  coughs  which  afflict  any  of  the  indi- 
viduals who  are  continually  in  contact  with  the  children.  The  fact 
that  they  are  obliged  to  regularly  visit  the  doctor  contributes  not 
a  little  to  this  dissatisfaction.  These  facts  should  be  carefully  con- 
sidered when  dealing  with  such  cases,  as  few  employers  object  to 
an  operation  with  apparent  cure,  while  many  would  not  consider 
keeping  an  employee  around  the  house  that  was  afflicted  (vith  a 
chronic  discharge. 

General  Condition  of  Patient. — This  may  play  a  very  important 
role  in  deciding  the  advisability  of  an  operation.  If  the  patient 
shows  much  anxiety  over  his  condition,  being  nervous  and  de- 
pressed, bordering  on  to  periods  of  melancholia,  it  is  wise  to  con- 
sider means  for  a  rapid  cure  rather  than  subjecting  him  to  a 
prolonged  course  of  treatment,  even  though  the  latter  gives 
encouraging  signs  for  an  ultimate  recovery.  The  delay  may  be 
worse  for  the  patient  than  the  suffering  which  the  operation 
entails.  I  shall  never  forget  the  patient  of  Hajek's  who  was  so 
impressed  by  the  pus  that  was  washed  out  of  her  antrum  on  the 
first  ii-rigation  that  she  threw  herself  into  the  Danube  and  was 
drowned. 

(5)  Uefention,  threatened  Orbital  or  Crrebral  Complications. — In 
symptoms  of  retention  with  congestion  of  face,  excessive  pain,  little 
discharge,  and  fever  despite  daily  irrigations,  some  form  of  opera- 
tion is  clearly  indicated.     Here  we  are  practically  certain  that  there 
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is  little  hope  of  an  amelioration  until  drainage  and  aeration  i 
established,  and  delay  may  only  further  complications. 

Threatened  extension  to  the  orljit  makes  an  immediate  operation 
imperative,  as  these  cases  once  established  cause  permanent  changes 
in  the  eye,  which  will  follow  the  individual  to  the  end  of  his  days. 

Cerebral  complications  from  the  antrum  have  been  singularly 
fatal,  therefore  it  is  wise  to  anticipate  such  kn  eventuality,  and  at 
the  slightest  suspicion  of  the  appearance  of  symptoms  to  err  if 
necessary  on  the  safe  side  by  an  early  and  radical  external  opera- 
tion. 

What  form  of  Operation  sltall  we  choose  ? — This  will  depend  upon 
many  exigencies  : 

(1)  The  Eetiology  of  the  disease. 

(2)  The  chronicity  of  the  disease. 

(3)  The  tendency  and  course  of  the  disease. 

(4)  The  age  of  the  patient. 

(5)  The  social  condition  of  the  patient. 

(6)  The  physical  condition  of  the  patient. 

(1)  The  origin  of  the  disease  may  furnish  decided  indications  for 
a  certain  form  of  operation.  If  it  is  of  dental  origin  the  diseased 
tooth  and  root  must  be  sacrificed,  and  it  is  better  to  enlarge  the 
bony  canal  into  which  the  root  inserted  in  order  to  remove  the  dis- 
eased bone  tissue,  which  had  been  directly  around  the  apes  of  the 
root.  'J'his  procedure  is  known  as  the  old  Cowper  method,  and 
the  technique  is  simple.  After  the  tooth  is  drawn,  a  pledget  of 
cotton,  saturated  with  a  20  per  cent,  solution  of  cocaine  in  adrenalin, 
is  inserted  into  the  cavity  and  allowed  to  remain  fifteen  minutes. 
After  that  time  a  suitable  reamer  is  used  to  enlarge  the  canal  and 
penetrate  into  the  antrum.  The  opening  is  kept  patulous  by  means 
of  a  suitable  appliance  (plug),  and  daily  irrigations  practised.  If 
the  tooth  is  merely  drawn  and  treatment  continued  with  needle 
puncture  lavage,  one  runs  the  risk  of  continued  infection  from  the 
diseased  bone  in  the  floor  of  the  sinus.  That  form  of  operation, 
which  consists  in  the  extraction  of  several  teeth  and  the  installa- 
tion of  a  large  hole  into  the  antrum,  although  still  practised  by 
some  general  surgeons,  should  be  abandoned,  as  it  is  as  unscientific 
as  it  is  barbarous. 

(2)  The  Chronicity  of  the  Disease. — The  time  given  for  a  sinusitis 
to  become  chronic  is  about  four  weeks.  As  a  matter  of  fact,  this 
depends  largely  upon  the  virulence  of  the  infection,  or  the  peculiar 
susceptibility  of  the  individual.  In  certain  cases  the  disease  may 
continue  for  many  weeks,  and  remain  to  all  intents  and  purposes 
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subacute,  i.  e.,  but  slight  pathological  changes  have  resulted  in  the 
mucosa,  while  in  others  a  few  weeks'  duration  is  sufficient  to  cause 
changes  which  are  only  met  with  in  the  most  chronic  forms.  The 
extent  of  these  changes  is  in  direct  ratio  to  the  required  extent  of 
the  operation.  The  greater  the  changes  the  greater  or  more  radical 
the  operation.  If  a  large  area  of  the  antral  mucosa  has  undergone 
polypoid  degeneration  it  can  hardly  be  expected  that  complete 
drainage  alone  will  bring  about  a  cure.  Before  this  can  be  accom- 
plished it  will  be  necessary  to  thoroughly  remove  the  diseased 
tissue  by  means  of  the  curette  in  order  that  the  remainder  can 
regenerate,  and  eventually  cover  over  the  defective  portions.  An 
incision  through  the  canine  fossa,  so  that  the  parts  can  be  brought 
under  immediate  inspection,  will  be  the  only  means  to  this  end. 
Whether  the  Caldwell-Luc  or  the  Denker  method  is  chosen  will 
depend  upon  the  fancy  of  the  operator.  Both  are  equally  effective. 
The  latter  is  perhaps  the  easier  and  the  more  extensive,  but  does 
not  give  any  better  results  than  the  former,  at  least  in  my  hands. 
There  is,  however,  a  slight  choice  between  the  two  under  certain 
circumstances,  which  will  subsefpiently  be  considered. 

(3)  Tlie  Tendency  mid  Course  of  the  Dixeaae. — Let  us  suppose  that 
we  had  followed  out  a  course  of  conservative  irrigations  in  a  male 
adult  until  we  were  convinced  that  an  operation  was  necessary  to 
effect  a  cure.  What  form  shall  we  choose  ?  If  under  our  irriga- 
tions the  disease  would  abate  only  to  continue  in  its  old  course  after 
the  treatments  weie  suspended,  we  can  take  it  for  granted  that 
something  a  little  more  pronounced  in  the  aeration  and  drainage 
will  bring  about  the  desired  result.  Obviously  a  radical  operation 
is  not  necessary,  yet  something  more  than  mere  cleansing  ii'riga- 
tions  must  be  applied.  Here  the  preturbinal  method  has  its  greatest 
indication.  It  can  be  done  under  local  anfesthesia  ;  little  tissue  is 
sacrificed  ;  the  sinus  can  be  fairly  well  inspected,  particularly  by 
the  naso-pharyngoscope,  topical  applications  can  be  made,  thorough 
drainage  installed,  and  the  patient  hardly  incapacitated.  1'he 
various  operations  under  the  inferior  turbinate  would  probably 
answer  in  this  case,  but  as  they  entail  sacrifice  of  more  or  less 
turbinal  tissue  they  are.  now  practically  discarded.  If  it  were  sub- 
sequently found  necessary  to  reoperate  (this  has  never  occurred 
after  the  preturbinal  in  our  liands)  a  considerable  portion  of  the 
radical  operation  has  already  been  done,  and  it  will  only  be  neces- 
sary to  resect  a  portion  of  the  canine  fossa  wall  and  curette,  the 
nasal  opening  having  ah-eady  been  made. 

(4)    The   Age   of  the   Patient. — Fortunately,    infants    and    very 
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young  children  are  seldom  afflicted  with  purulent  sinusitis,  due 
mainly  to  the  absence  or  partial  development  of  the  true  sinuses. 
It  must  be  remembered  that  in  a  child  one  year  old,  no  frontal  or 
sphenoidal  exists,  while  the  maxillai-y  is  about  the  size  of  a  bean  ; 
the  ethmoid  labyrinth,  however,  though  small,  is  fully  developed. 
As  ethmoiditis  far  outshadows  other  sinusitis  in  children  the 
problem  confronts  us  as  to  the  form  of  operation  indicated.  Unless 
complications  (orbital  or  external  rupture)  threaten,  or  have  super- 
vened, the  conservative  or  intra-nasal  method  is  on  the  whole  better, 
as  the  cells  can  be  fairly  well  exenterated  with  good  hope  for 
ultimate  recovery.  Under  a  general  anassthetic  and  a  good  light 
a  small  curette  is  introduced  beneatli  the  middle  turbinate,  and  all 
cells  from  the  sphenoid  anteriorly  broken  down  and  removed. 
After  this  procedure  one  finds  that  the  indications  for  an  external 
operation  rapidly  diminish,  particularly  if  the  patient  happens  to  be 
a  little  girl. 

Maxillary  sinusitis  in  the  young  will  more  frequently  require 
energetic  measures,  on  account  of  the  extreme  softness  of  the 
surrounding  bony  structures  and  their  well-known  tendency  towards 
osteo-myelitis.  If  the  nostrils  are  very  small,  making  intra-nasal 
work  both  difficult  and  uncertain,  it  is  better  to  perform  at  once  a 
modified  Denker,  with  thorough  curettage  of  the  entire  antral 
cavity.  The  result  will  often  be  a  rapid  and  complete  cure  where 
temporising  with  conservative  measures  will  allow  the  disease  to 
become  thoroughly  imbedded  in  the  bone,  with  no  ultimate  hope 
of  a  permanent  cure. 

Frontal  and  sphenoid  sinusitis  per  se  never  exist  in  children  as 
far  as  our  expeinence  teaches. 

In  the  old,  extensive  radical  operations  are  usually  not  indicated. 
As  a  rule,  a  recent  case  of  sinusitis  in  a  patient  advanced  in  years 
is  not  very  severe,  due  probably  to  the  excessive  size  of  the  drain- 
age passages.  Should  it  demand  something  more  than  conservative 
treatment,  an  intra-nasal  operation  is  usually  all  that  is  required. 
It  is  not  well  to  subject  one  of  these  patients  to  an  extensive  opera- 
tion, not  only  on  account  of  the  general  surgical  shock,  but  also 
because  of  the  enfeebled  recuperative  powers  of  the  parts  them- 
selves. The  sensibilities  of  these  old  folk  are  benumbed,  and  the 
installation  of  an  opening  sufficient  for  drainage  is  usually  more 
acceptable  to  them  than  the  trouble  incident  to  continued  treatment, 
or  the  discomfort,  not  to  say  uncertainty,  of  a  radical  operation. 

(5)  The  Social  Condition  of  the  Patient. — A  great  deal  less  can 
be  done  in  the  way  of  a  radical  operation  on  a  young  lady  of  some 
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social  standing  than,  for  example,  on  a  maid  or  waitress,  for  two 
reasons.  In  the  first  place,  in  the  former  if  the  disease  has  become 
chronic  it  is  usually  of  recent  date,  as  immediate  attention  was 
probably  given  it,  and,  secondly,  she  will  have  more  time  to  devote 
to  subsequent  treatment.  Most  of  the  female  members  of  the  better 
class  prefer  far  to  undergo  some  form  of  conservative  operation 
(when  an  operation  is  indicated)  than  to  resort  to  anything  radical, 
even  though  the  after-treatment  must  necessarily  be  continued 
over  some  length  of  time.  I  know  of  nothing  which  meets  these 
requirements  so  thoroughly  as  the  preturbinal  operation.  Here  a 
conservative  operation  gives  semi-radical  results,  and  at  the  same 
time  is  of  little  immediate  inconvenience  to  the  patient.  No  great 
swelling  of  the  cheek,  wound  in  the  mouth,  and  enforced  stay  in  a 
hospital.  For  the  working  class,  generally  speaking,  a  Caldwell- 
Luc  or  Denker  is  advisable.  These  patients  can  nearly  always  get 
off  for  a  few  days  for  hospital  purposes,  and  after  the  operation 
little  attention  is  required,  as  the  ultimate  cure  is  but  slightly 
influenced  by  treatments. 

(6)  The  Physical  Condition  of  the  Patient. — Chronic  invalids 
suffering  with  serious  internal  disorders  (kidney,  heart,  and  liver 
diseases)  sometimes  acquire  antral  trouble  of  operative  importance, 
and  a  serious  question  arises  as  to  the  procedure  to  be  adopted.  It 
may  be  that  a  general  shock  would  be  dangerous,  and  even  the 
discomfort  resulting  from  anajsthesia  and  hj'pertesthesia  of  the 
teeth,  swelling  of  the  cheek,  and  a  wound  in  the  mouth  must  be 
looked  upon  with  some  degree  of  apprehension.  Under  these  cir- 
cumstances we  always  have  a  sheet  anchor  in  local  antesthesia. 
When  the  anaesthetic  (novocain  2  per  cent.)  is  properly  injected, 
it  is  astonishing  how  little  pain  is  experienced,  even  when  the  bone 
is  being  removed.  The  preturbinal  method,  for  example,  is  a 
totally  different  proposition  under  local  antesthesia  than  under 
general.  The  patient  does  not  look  upon  it  with  the  same  degree 
of  apprehension,  and  the  post-operative  symptoms  do  not  appear  to 
be  so  marked  This  is  probably  due  to  the  less  extensive  degree 
of  traumatism  and  the  greater  gentleness  exercised  with  the  patient 
in  a  state  of  consciousness.  The  more  radical  forms  of  the  Caldwell- 
Luc  and  Denker  can  also  be  used  under  local  antesthesia,  with 
comfort  to  the  patient.  I  recall  cases  in  individuals  with  pulmonary 
tuberculosis  operated  upon  under  this  form  of  anaesthesia  with 
perfect  results,  and  no  subsequent  flaring  up  of  the  tubercular 
process. 
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PRIMARY  TUBERCULOSIS  OF  THE  PHARYNX  AND  LARYNX 
IN  A   MALE  AGED  SIXTY-NINE. 

By  James  B.  Hokgax,  M.D., 

Laryngologist  to  the  North  Infirmary,  Cork. 

The  patient,  Rev.  P.  O'H ,  consulted  me  for  hoarseness  of  two 

months'  duration,  latterly  accompanied  by  dysphagia.  He  stated 
that  the  symptoms  had  originated  after  a  period  of  exacting  work 
necessitating  severe  exposure,  and  were  accompanied  by  loss  of 
weight  and  vigour. 

Upon  examining  the  pharynx  the  right  tonsil  was  seen  to  be 
hypertrophied  and  congested, and  presented  a  septic  fissure  runninor 
in  its  vertical  axis.  The  lingual  tonsils  were  also  slightly  enlai'ged 
and  the  whole  pharynx  was  markedly  hypersensitive.  The  arv- 
tsenoids  were  pear-shaped  and  oedematous,  the  aryepiglottic  folds 
were  oedematous,  as  also  was  the  epiglottis,  which  was  swollen  to 
more  than  twice  its  normal  size,  and  presented  a  turban-like 
appearance.  The  cords  were  with  difficulty  visible  in  the  posterior 
two-thirds  of  their  extent.  They  appeared  slighth' congested,  and 
moved  feebly  on  phonation.  The  ventricular  bands  appeared  to  be 
but  slightly  altered  in  appearance.  The  right  tonsillar  lymphatic 
gland  felt  hard  and  sore,  and  there  was  some  tenderness  on  pressure 
over  the  right  side  of  the  larj-nx.  There  was  no  cough  or  expec- 
toration of  any  kind.     An  evening  rise  of  temperature  was  noted. 

I  made  the  provisional  diagnosis  of  tuberculosis  of  the  pharvnx 
and  larynx,  and  referred  the  patient  to  his  physician  to  have  his 
chest  examined.  The  latter  could  find  no  physical  signs  of  pul- 
monary disease,  and  was  emphatic  in  his  declaration  that  it  was 
absent.  I  accordingly  submitted  a  small  portion  of  the  epiglottis 
and  of  the  right  tonsil  to  the  pathologist,  whose  report  stated  that 
the  sections  made  from  the  tissue  of  each  part  showed  the  lesions 
to  be  of  a  "  typically  tubercular  nature,  showing  caseous  areas  and 
giant  cell  systems." 

As  I  had  every  reason  for  believing  the  disease  to  be  limited  to 
the  pharynx  and  larynx,  and  knowing  the  relatively  good  prognosis 
attending  laryngeal  tuberculosis  in  the  aged,  I  determined  to 
attempt  the  removal  of  the  disease  in  each  of  the  affected  parts 
separately  and  by  radical  surgical  means.  I  hoped  that  by  doing 
so  I  would  at  least  relieve  the  patient's  great  dysphagia.  To  this 
end  I  enucleated  the  right  tonsil  under  local  (cocaine  and  novocain 
infiltration)  anaesthesia.     The  operation  was  well  borne,  and  after 
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the  usual  reaction  had  subsided,  he  appeared  to  swallow  with  less 
distress.  The  patient  was  now  sent  home  to  recuperate  for  a 
couple  of  weeks. 

When  he  subsequently  reported  to  nie  the  patient's  general 
condition  had  disimproved  a  great  deal.  Upon  examination  the 
larynx  showed  no  appreciable  change  from  the  condition  above 
described,  though  he  stated  his  dysphagia  had  ngain  increased 
latterly.  The  tonsil  wound  was  almost  healed,  and  looked  healthy. 
The  patient  was  now  suffering  from  purpura  hemorrhagica,  chiefly 
evident  on  his  lower  extremities. 

From  this  period  up  to  his  de;ith,  two  weeks  later,  the  patient's 
condition  rapidly  went  from  bad  to  worse.  The  general  asthenia? 
combined  with  the  i-apid  spread  of  the  purpuric  eruption,  compelled 
me  to  forego  amputating  the  epiglottis,  which,  following  the  ex- 
ample of  Hett,  I  have  found  to  be  a  valuable  means  of  relieving  the 
dysphagia  in  such  cases.  Other  remedies,  including  an  attempt  to 
aneesthetise  the  superior  laryngeal  nerves  by  alcoholic  injection  of 
S-eucaine  (Grant),  were  powerless  to  relieve  this  symptom,  which 
was  so  severe  that  nasal  tube-feeding  had  finally  to  be  resorted  to. 
I  attributed  the  patient's  death  directly  to  the  starvation  enforced 
bj-  this  symptom. 

Apart  from  the  shortness  of  the  illness,  which  had  lasted  little 
more  than  three  months,  if  dated  from  the  onset  of  symptoms,  this 
cMse  is  interesting  because  of  the  eutiie  absence  of  pulmonary 
symptoms,  even  up  to  the  patient's  death,  and  the  unusual  com- 
bination of  tuberculosis  of  the  larynx  and  the  tonsil.  StClair 
Thomson  is  of  opinion  that  laryngeal  tuberculosis  is  met  with  in 
its  less  characteristic  forms  in  the  aged,  whilst  Moure  states  that 
iu  these  cases  it  runs  a  very  rapid  course,  both  of  which  facts  are 
well  corroborated  by  the  above  case. 


COLUMNAR  CARCINOMA  OF  THE  ETHMOID;   OPERATION 

AND    CURE. 

By  James  B.  Hoegan,  il.B., 

Larygologist  to  the  Xorth  Infirmary,  Cork. 

H.  T ,  aged  twenty -nine,  consulted  me  on  July  10,  1912,  for  nasal 

obstruction  and  excessive  purulent  discharge  from  the  right  nostril 
of  twelve  months'  duration.  Proof  puncture  revealed  the  existence 
of  a  chronic  empyema  of  the  right  antrum,  and  the  coincident  exist- 
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ence  of  suppurative  ethmoiditis  was  established  by  the  reappearance 
of  pus  iu  the  infuiidibulum  when  the  patient  was  examined  some 
hours  later. 

On  July  15,  I  performed  Banker's  modification  of  the  Luc- 
Caldwell  operation  on  the  right  antrum,  the  lining  mucous  mem- 
brane of  which  was  entirely  removed,  and  totally  exenterated  the 
right  ethmoidal  labyrinth  which  was  found  to  be  diseased  in 
exteuno.  All  this  was  done  under  morphia,  cocaine,  and  novocain 
infiltration  anaesthesia  without  unduly  distressing  the  patient.  I 
next  saw  the  patient  on  August  18,  when  the  nose  appeared  dry 
and  much  healthier,  he  stated  that  the  discharge  had  almost  ceased 
and  that  the  nose  felt  free  and  comfortable.  I  removed  a  couple 
of  small  polypoid  tags  from  upper  part  of  the  right  nostril.  Next 
.seen  on  September  23,  all  signs  of  active  suppuration  were  absent, 
and  apart  from  some  slight  crusting  in  the  previously  diseased 
area,  the  disease  was  apparently  cured. 

I  did  not  see  the  patient  again  until  December  20  of  the  same 
year,  when  he  complained  to  me  that  the  right  nostril  had  again 
become  quite  blocked,  that  latterly  he  had  been  getting  headaches 
and  had  had  a  bad  attack  of  epistaxis  lasting  two  hours.  Upon 
examination  I  was  surprised  at  the  remarkable  appearauce  pre- 
sented by  his  right  nostril,  which  was  entirely  filled  by  a  fungating 
mass,  which  bled  readily  on  probing.  A  suspicion  of  malignancy 
was  aroused,  both  by  the  appearance  of  the  growth  and  the  history 
of  headaches  and  epistaxis.  The  pathologist's  report  read  "  typical 
columnar-celled  carcinoma." 

On  January  5,  under  general  anajsthesia,  and  having  previouslv 
pluggedthenaso-pharynx,  I  approached  the  right  ethmoidal  region 
by  the  external  incision  suggested  by  Moure.  Ample  opportunity 
was  given  me  by  this  means  to  reach  the  growth  in  all  its  ramifica- 
tions. The  latter  extended  upwards  to  the  cribriform  plate  and 
externally  to  the  lamina  pajnjracea.  Haamorrhage  was  very  brisk 
during  operation,  but  was  subsecpiently  easily  controlled  by  a  gauze 
plug,  which  was  removed  about  twelve  hours  later.  The  patient 
made  an  uninterrupted  recovery,  and  has  since  remained  free  from 
any  recurrence,  a  fact  which  the  writer  has  been  able  to  verify  bv 
seeing  him  at  intervals. 

The  points  of  interest  in  this  case  are  the  age  of  the  patient,  the 
rapid  perversion  of  what  the  writer  feels  sure  was,  in  the  first  instance, 
an  ordinary  suppurative  ethmoiditis  into  a  tumour  formation  of  high 
malignancy,  and  the  comparative  ease  with  which  even  a  highly 
malignant  intra-nasal  tumour  may  be  totally  eradicated,  provided  it 
has  not  yet  exceeded  the  bony  frontiers  of  the  nose  or  its  sinuses. 
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CLINICAL     NOTE. 


BULLET  WOUND   ON   THE   NOSE. 

By  W.  Fbank  Wilson,  M.B., 
Capt.  E.A.M.C.  (T.F.)  1st  Northern  Gen.  Hosp. 

The  following  report  of  a  case  admitted  to  tLe  Throat  and  Ear  Depart- 
ment of  the  1st  Northern  General  Hospital,  Newcastle-on-Tjue,  may 
perhaps  be  of  some  interest : 


Bullet  casing  taken  from  nose. 

The  patient,  a  private  in  the  Northumberland  Fusiliers,  presented 
himself  at  Out-Patieuts  with  the  following  stor_y  : 

He  was  wounded  near  Ypres  in  April,  when  occupying  some  advanced 
trenches  in  close  contact  with  the  enemy,  who  was  only  80  yards  awaj'. 

He  was  knocked  out  by  a  bullet  which  hit  him  on  the  bridge  of  the 
nose  on  the  left  side,  and  eventually  found  himself  in  a  base  hospital  in 
Boulogne,  where  an  operation  was  performed  and  the  wound  sutured. 

After  a  few  days,  he  was  sent  home  on  sick  furlough  to  Newcastle, 
and,  while  at  home,  he  noticed  that  there  was  a  "  smelly  discharge  of 
matter  from  one  side — the  left — of  his  nose."  Because  of  this  he  re- 
ported himself  at  the  military  hospital  for  treatment.  He  was  referred 
to  me,  and,  on  hearing  the  typical  story  of  foreign  body,  I  suggested  that 
he  still  had  the  bullet  in  his  nose.  He  laughed  at  the  very  idea,  and 
promised  to  present  me  with  it  if  I  succeeded  in  producing  one  from  his 
nose,  which  was  promising  a  good  deal,  as  "  Tommy  "  treasures  nothing 
so  much  as  these  mementos  of  his  "  scrap." 

On  examining  the  nose,  swollen,  boggy  mucous  membrane  obstructed 
any  view  beyond  the  anterior  end  of  the  lower  turbinal  of  the  left  side. 
After  swabbing  out  with  a  10  per  cent,  solution  of  cocaine,  however,  and 
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using  a  fine-bladed  Killian  speculum,  the  thin,  jagged  edge  of  a  piece  of 
metal  could  be  seen  and  felt  lying  across  the  upper  part  of  the  nose  at 
the  level  of  the  middle  turbiual  body.  One  end  of  it  was  imbedded  in 
the  middle  turblnal,  and  the  other  ti-ausfixed  the  septum,  without,  as  far 
as  could  be  seen,  actually  perforating  the  mucosa  of  the  right  side.  By 
gentle  manipulation  and  compression  of  the  expanded  portion  of  the  piece 
of  metal,  it  was  easily  removed  without  more  damage  to  the  nasal  mucosa, 
and  it  turned  out  to  be  the  empty  casing  of  a  rifle  bullet,  which,  fortu- 
nately for  the  man  whom  it  struck,  had  left  the  lead  behind  before  it 
hit  him. 

The  explanation  seems  to  be  that  the  bullet  kicked  off  a  sandbag 
parapet  which  existed  on  the  intervening  ground  between  the  opposed 
trenches,  the  impact  separating  the  lead  from  the  casing,  the  photograph 
bearins;  this  out,  as  it  shows  the  nickel  casing  to  be  much  damaged  about 
its  base.  The  casing  being  of  comparatively  light  weight  and  its  velocity 
much  diminished,  it  got  no  further  than  the  interior  of  the  nose  after 
fracturing  the  nasal  bone  and  nasal  process  of  the  left  superior  maxillary. 
It  lay  point  upwards,  the  expanded  end  downwards,  and  would  have 
defied  any  attempt  at  blind  removal,  which  procedure  would  certainly 
have  been  attended  by  considerable  damage  to  both  sejitum  and  outer 
wall  of  nose. 
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[Continued  from  vol.  xxx,  p.  506.) 

Tuberculosis  of  the  Middle  Ear.— H.  H.  Briggs  (Asheville)  .— 
The  frequency  of  tuberculosis  of  the  middle  ear  in  persons  suffering 
from  tuberculosis  elsewhere  in  the  body  has  been  placed  at  2.5  per  cent. 
Of  1.500  school  chiklren  examined  by  Westmacott,  2  per  cent,  were  found 
to  have  tuberculosis  of  the  middle  ear.  The  disease  is  probably  of  far 
greater  frequency  than  statistics  show,  and  the  true  diagnosis  is  often 
mistaken  because  its  onset  is  so  insidious  that  attention  is  not  easily 
called  to  the  condition,  and  no  observation  is  made.  Moreover,  when  the 
case  presents  itself  the  condition  usually  has  passed  from  that  of  a  pure 
tuberculous  process  and  become  a  mixed  infection,  the  symptoms  of  the 
suppurative  condition  masking  the  true  nature  of  the  initial  disease.  The 
careless  manner  of  classifying  all  discharging  ears  as  suppurative  otitis 
media,  without  recourse  to  the  microscope  or  inoculation  tests,  is  unfortu- 
nate. 

The  middle  ear  must  be  regarded  as  belonging  anatomically  and 
bacteriologically  to  the  ujiper  respiratory  tract,  as  insisted  upon  by 
Groldstein,  who  considers  primary  tuberculous  infection  of  the  middle  ear 
of  respiratory  origin. 

Among  the  predisposing  factors  may  be  classed  general  debilitating 
diseases,  the   hereditary  influence   of   tuberculosis,  syphilis,  association 
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with  tuberculous  iudividuals,  uuhygieuic  euvironmeut,  overcrowding, 
poor  food,  cachexia ;  in  short,  any  condition  of  surroundings  or  constitu- 
tion which  induces  a  lowering  of  the  systemic  power  to  combat  infection. 
Among  the  predisposing  causes  of  more  immediate  influence  may  be 
regarded  (1)  the  existence  of  a  tuberculous  lesion  elsewhere  in  the  body, 
especially  pulmonary  tuberculosis  with  cavitation,  and  tuberculous  disease 
of  the  glandular  system  ;  (2)  abnormal  conditions  of  the  upper  respiratory 
tract,  including  the  presence  of  naso-pharyngeal  adenoid  growths,  which 
have  been  shown  by  microscopic  examination  and  inoculation  tests  to  be 
the  frequent  seat  of  a  latent  tuberculosis ;  (3)  infancy  and  childhood 
offer  a  predisposition  for  various  reasons. 

The  channels  of  infection  are  :  (1)  Mechanical,  through  the  Eustachian 
tube,  either  air-borne  or  introduced  into  the  tympanic  cavity  by  the  aid 
of  particles  of  mucus  or  foreign  matter  during  the  acts  of  swallowing, 
coughing,  sneezing,  or  blowing  the  nose.  (2)  Infection  along  the 
Eustachian  tube  by  other  than  mechanical  means.  (3)  Through  the 
blood-channels.  (4)  Through  the  lymphatics.  (5)  Via  the  external 
auditory  canal.  (6)  By  extension  of  an  intracranial  infection  through 
the  internal  auditory  canal.  Fallopian  canal  or  the  labyrinth.  This  is 
mentioned  as  merely  a  possibility. 

To  the  author  the  mechanical  theory  of  infection,  especially  secondary, 
seems  simplest,  easiest,  and  most  probable  in  the  great  majority  of  cases. 
The  great  number  of  eases  occur  in  early  childhood  and  advanced 
phthisis,  when  the  conditions  favourable  to  the  mechanical  passage  of 
infectious  material  through  the  Eustachian  tube  are  at  their  maximum. 

Clinically,  two  rather  distinct  forms  of  tuberculosis  of  the  middle  ear 
manifest  themselves — acute  and  chronic.  In  each  may  be  found  all  the 
changes,  from  slight  infiltration  of  the  mucous  membrane  to  extensive 
necrosis  of  the  temporal  bone.  Rapid  loss  of  tissue  is  characteristic  of 
the  acute  form,  resulting  from  ulceration  of  the  tubercles  throughout  the 
mucosa.  In  the  chronic  form  the  process  runs  an  asthenic  course,  and 
infiltration,  caseation,  and  necrosis  follow  less  rapidly  and  with  more 
characteristic  tuberculous  sequence. 

The  essential  symptom  which  differentiates  tuberculous  otitis  from 
other  forms  is  the  absence  of  pain.  Even  though  the  destructive  process 
is  rapid  and  the  appearance  of  the  membrana  jjer  se  simulates  an  acute 
purulent  otitis  there  is  seldom  any  complaint  of  pain. 

In  determining  the  diagnosis,  the  family  history  should  be  carefully 
considered  with  regard  to  tuberculosis,  and  the  patient's  habits,  resi- 
dence, and  environment  should  be  ascertained  to  determine  whether 
there  has  been  an  undue  exjiosure  to  tuberculous  persons  or  unhygienic 
surroundings.  Facial  paralysis,  especially  in  children,  occurs  in  one- 
third  of  the  cases,  against  1  to  2  per  cent,  in  non-tuberculous  comlitions, 
and  is  of  special  diagnostic  significance.  The  sauious  and  foul  condition 
of  the  discharge,  especially  when  particles  of  bone  are  incorporated, 
excites  suspicion.  Marked  impairment  of  hearing,  absence  of  headache, 
occurrence  of  haemorrhage,  are  considered  by  some  as  diagnostic  points. 
Tuberculin  injections  and  blood-pressure  changes  are  also  considered. 
The  only  positive  means  of  diagnosis,  however,  are :  (1)  Finding  micro- 
scopically in  the  discharge  or  granvilations  the  tubercle  bacillus,  or  (2) 
giant  and  epitheloid  cells  and  caseation  in  the  tissue  ;  (3)  by  experimental 
inoculation,  reproducing  tuberculosis. 

The  prognosis  is,  as  a  rule,  unfavourable. 

The  treatment  naturally  divides  itself  into  hygienic,  dietetic,  medical, 
and  surgical,  as  the  case  indicates.     The  use  of  tuberculin  has  proved  so 
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successful  iu  so  mauy  forms  of  tuberculosis  that  no  tuberculous  process 
in  any  way  localised  can  be  considered  invariably  to  contra-indicate  its 
use.  The  author  could  see  no  reason  why  it  should  not  be  indicated  and 
of  decided  value  in  properly  selected  cases  of  tuberculosis  of  the  middle 
ear. 

Frank  E.  Spencer  mentioned  a  method  of  making  the  diagnosis  of 
tuberculosis  of  the  middle  ear,  consisting  of  cleansing  the  canal  first, 
introducing  an  aspirator  which  he  had  brought  from  Berlin,  aspirating' 
and  injecting  the  pus  into  a  guinea-pig.  The  pus,  when  aspirated,  mio-ht 
not  show  tubercle  bacilli,  but  the  organisms  could  be  positively  demon- 
strated after  the  injection  into  the  guinea-pig  by  the  examination  of  the 
animal's  organs  several  weeks  later. 

CorrectiYe  Rhinoplasty.— Lee  Cohen  (Baltimore).— Where  the 
nose  has  been  partially  or  completely  destroyed  by  disease  or  trauma,  the 
individual  so  disfigured  is  not  only  an  object  of  pity,  but  is  not  accorded 
the  privileges  m  the  social  and  commercial  world  enjoyed  by  other  persons. 
Since  the  appearance  of  Tagliacozzi's  work,  in  a.d.  1597,'rhinoplasty  for 
the  relief  of  such  conditions  has  been  an  accepted  surgical  procedure. 
For  some  reason,  however,  corrective  rhinoplasty  has  not  received  the 
attention  which  it  merits.  Rhinologists  in  general  have  shown  but  little 
inclination  to  develop  this  line  of  surgery,  although  the  feasibility  and 
advisability  of  the  work  have  been  proved  by  the  e.Kcellent  results 
obtained  Ijy  Roe,  Joseph,  Berens,  and  others  for"a  number  of  years  past 
This  indifference  may  be  due  to  the  fact  that  there  has  been  absolutely 
no  systematic  treatise  on  this  work  until  the  appearance  of  Joseph's 
article  iu  the  "  German  Handbuch  "  about  a  vear  ago.  An  operator 
however  clever,  might  lack  sufficient  originality  to  develop  a  proper 
technique  along  these  lines,  in  the  absence  of  such  literature. 

Previous  to  the  appearance  of  Roe's  publications  oulv  methods  calling 
for  skin  incisions  were  described  as  applicable  to  external  nasal  deformi^ 
ties.  Credit  should  always  be  given  to  Roe  as  the  originator  of  the 
subcutaneous  method. 

The  deformities  considered  are  divided  into  two  classes  :  (1 )  idiopathic 
or  congenital ;  (2)  acquired.  To  the  former  belong  the  over-developed 
nose,  hump  nose,  congenital  saddle  and  pug  nose,  while  to  the  latter 
belong  all  sorts  of  grotesque  alterations  in  shape  and  position  of  the  nose 
caused  by  fracture  or  dislocation,  and  by  destruction  of  the  bony  or 
cartilaginous  framework  from  syphilis,  tuberculosis,  and  lupus.  "For 
practical  purposes  a  f m-ther  subdivision  is  generally  made  into  deformities 
affectmg  the  bony  and  those  affecting  the  cartilaginous  portions,  althouo-h 
both  are  frequently  involved  at  the  same  time.  The  various  types  of 
deformity  have  been  admirably  described  by  Eoe,  whose  classification 
seems  the  most  comprehensive. 

In  all  methods  of  correcting  these  deformities  the  main  object  should 
be  to  avoid  marring  the  subsequent  appearance  of  the  nose  by  scar,  or,  iu 
other  words,  to  work  entirely  from  within.  From  these  subcutaneous 
operations  incisions,  as  first  advocated  by  Roe,  should  be  made  within  the 
vestiltule  of  the  nose,  generally  above  the  lower  lateral  cartilage  of  the 
left  side,  and  subsequently,  if  necessary,  on  the  right  side,  cutting 
through  the  mucous  membrane  and  the  cartilage  to  the  under  surface  of 
the  skin.  Whether  this  incision  is  made  close  to  the  septum  or  more 
laterally  depends  on  whether  it  is  desired  to  alter  the  line  of  the  nasal 
dorsum  only,  or  whether  the  nasal  processes  are  to  be  severed  from  their 
attachment  to  the  superior  maxillary.  It  is  surprising  to  see  with  what 
ease  one  can,  with  a  very  small  straight  knife,  undermine  the  skin  over 
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the  entire  nose  througli  a  small  incision  on  one  side,  owing,  of  course,  to 
the  flexibility  of  the  cartilaginous  portion.  By  following  the  course  of 
the  knife  under  the  skin  with  the  index  finger  on  the  outside  it  is  not 
difiicult  to  avoid  injury  to  the  skin.  The  skin  having  been  undermined, 
one  proceeds  with  the  subsequent  steps  of  the  operation,  working  under 
the  skin  as  if  it  were  a  tent,  and  guiding  the  movements  of  the  various 
instruments  with  the  left  hand  over  the  outside  of  the  nose.  The 
technique  for  the  correction  of  the  various  conditions  named  is  given  in 
detail,  and  a  number  of  cases  reported. 

Dr.  John  O.  Eoe  (Eochester)  said  that  Dr.  Cohen's  paper  was  a 
verification  of  the  old  saying  that  "  imitation  is  the  siucerest  flattery," 
and  protested  that  he  had  originated  the  procedures  described. 

Dr.  Cohen  said  he  had  no  intention,  in  his  references  to  Dr.  Eoe's 
work,  of  detracting  therefrom.  He  insisted,  however,  that  there  was  no 
systematic  description  of  this  work  prior  to  that  mentioned  in  the  paper. 
He  had  operated  upon  about  ten  cases  before  he  ever  saw  Dr.  Eoe  operate. 

The  EflBcacy  of  Vaccines  in  the  Treatment  of  Chronic 
Diphtheria  Carriers. — Arthur  I.  Weil  (New  Orleans). — The  occa- 
sional persistence  of  the  Klebs-Loeffler  bacillus  in  the  throats  and  noses 
of  patients  for  weeks  and  sometimes  months  after  their  complete  clinical 
recovery  has  been  a  source  of  annoyance  and  concern  to  everyone  who 
has  had  to  deal  with  diphtheria  patients.  The  necessity  for  complete 
isolation  of  such  patients  as  long  as  the  organisms  in  virulent  form  are 
present,  self-evident  though  it  is,  entails  a  serious  loss  of  time,  and 
inconvenience  to  the  patient.  This  is  true  of  not  only  those  carriers  who 
have  just  recovered  from  an  active  diphtheria,  but  likewise  of  that  other 
class  in  whom,  though  they  have  never  had  an  active  diphtheria,  never- 
theless, either  through  contact  with  diphtheria  patients  or  otherwise,  the 
Klebs-Loeffler  bacilli  are  present.  The  necessity  for  isolation  is  just  as 
great,  and  the  presence  of  the  germ  just  as  persistent,  as  in  those  who 
have  actually  suffered  from  the  disease. 

It  is  the  eradication  of  the  diphtheria  bacilli  from  the  nose,  thi-oat, 
and  ears  of  both  classes  of  carriers,  and  the  resultant  stamping  out  of  a 
diphtheria  epidemic  in  a  public  institution — an  orphan  asylum — that  forms 
the  basis  of  this  communication. 

After  a  year  or  more  of  sporadic  outbreak  of  the  disease,  constantly 
recurring  in  spite  of  the  most  careful  isolation  of  the  diphtheria  patients, 
twenty-fotir  eases  finally  remained  in  the  isolation  wards  of  the  infirmary 
in  which  all  the  active  cases  had  been  treated.  The  patients  were 
classified  in  three  groups  :  (1 )  Those  who,  having  had  an  active  diphtheria 
infection,  had  been  clinically  well  for  a  period  of  two  weeks  or  longer, 
but  in  whom  live  diphtheria  bacilli  were  still  found  in  the  cultures.  The 
period  during  which  a  positive  culture  had  persisted  after  complete 
clinical  recovery  varied  from  three  months  to  something  over  two  weeks. 
There  were  nine  of  these  patients,  who  were  considered  chronic  active 
carriers.  (2)  Those  in  whom,  though  they  have  never  had  an  active 
dijjhtheria,  the  culture  showed  the  presence  of  diphtheria  bacilli.  It  is 
impossible  to  know  just  how  long  they  had  been  carriers,  since  the  bacilli 
were  foimd  in  routine  examinations  of  all  children  in  the  institution. 
There  were  twelve  of  these,  and  they  were  considered  chronic  passive 
carriers.  (3)  Those  who  had  an  active  diphtheria  infection,  but  in  whom 
less  than  two  weeks  had  passed  from  the  time  of  their  complete  recovery 
to  the  beginning  of  the  vaccine  treatment.  This  group  comi>rises  three 
patients  who  are  called  active  carriers.'    Of   the   three   active  carriers 
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comprising  group  3,  in  one  case  ten  days  and  in  tlie  other  two  about  nine 
luontlis.  elapsed  lietween  their  complete  clinical  cure  and  the  last  positive 
culture.  The  cases,  however,  ai'e  too  few  to  allow  any  definite  conclusions 
to  be  drawn. 

In  drawing  conclusions  as  to  the  value  of  the  vaccine  treatment  in  the 
twenty-one  chronic  carriers,  the  possibility  must  not  be  lost  sight  of  that 
many,  if  not  all,  might  have  cleai'ed  up  without  the  use  of  vaccines.  In 
view  of  the  fact,  however,  that  practically  all  the  cases  showed  a  marked 
diminution  in  the  number  of  bacilli  present  shortly  after  the  treatment 
was  begun,  and  that  all  of  them  eventually  did  clear  up  with  large  doses, 
the  belief  would  seem  to  be  justified  that  the  vaccines  are  of  some  value. 
At  any  rate  it  has  been  shown  that  large  doses  of  diphtheria  vaccines  can 
be  used  without  the  slightest  inconvenience  to  the  patient.  From  the 
author's  experience,  large  doses  give  better  results  than  smaller  ones. 
Whether  autogenous  or  stock  vaccines  are  the  more  useful  is  a  matter  of 
opinion. 
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Report  hy  Prof.  Uchermann. 


Actinomycosis. — Wetterstad  demonstrated  two  cases  of  actinomy- 
cosis. In  the  first,  a  boy,  aged  nine,  on  his  admission  into  hospital  pus 
was  found  in  the  right  auditory  meatus  with,  on  the  anterior  wall,  a 
granulation  protuberance  of  the  size  of  a  jiea.  On  the  right  cheek  there 
were  two  abscesses  of  the  size  of  a  Spanish  nut.  When  pressed,  yellow- 
matter  flowed  out  of  the  auditory  passage  through  the  said  granulation. 
Actinomycotic  granules  were  found  in  the  matter.  Healing  followed 
scraping  and  treatment  with  potassium  iodide. 

The  other  patient,  a  countryman,  aged  fifty-four,  noticed  pain,  when 
swallowing,  in  his  throat — on  the  right  side — and  some  dyspnoea.  After 
three  weeks  the  abscess  in  the  throat  broke,  and  the  trouble  ceased.  At 
the  same  time  the  patient  observed  a  lump  on  the  outside  of  his  throat 
under  the  right  angle  of  the  jaw.  This  lump  steadily  increased  in  size. 
On  admission,  there  was  a  red  thickening  of  the  skin  between  the  right 
angle  of  the  maxilla  and  the  sternum,  as  hard  as  wood,  on  some  points 
rather  prominent,  and  here  there  was  soft  infiltration.  In  the  pharynx,  near 
the  root  of  the  tongue  on  the  right  side,  a  red  infiltration  was  seen,  tui'n- 
ing  the  epiglottis  towards  the  left.  The  soft  parts  were  incised  and 
scraped.  Here  also  actinomycosis  was  demonstrated.  Upon  treatment 
with  potassium  iodide  in  increasing  doses,  only  a  small  infiltration,  of  the 
size  of  a  walnut,  remained,  in  which  no  actinomycotic  grains  were  trace- 
able.    Continuous  treatment  with  potassium  iodide. 

A  third  case,  a  grown-up  girl,  was  treated  in  the  hospital  for  the  same 
disease.  The  illness  began  with  a  swelling  in  the  right  cheek,  and  the 
patient  was  admitted  with  a  diagnosis  of  possible  malignant  tumour. 

All  the  patients  were  from  the  country  ;  all  had  carious  teeth.  Upon 
microscopical  examination  of  one  patient's  teeth,  however,  nothing 
abnormal  was  found. 
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Suppurating  Thyro-Glossal  Cyst. — Uchermann  Jeinoustiated  the 
case  of  a  •noman.  aged  thirty-live,  who  was  admitted  to  hospital  with  an 
abscess  iu  the  uiiddle  liue  of  the  neck.  The  abscess  extended  from  hyoid 
bone  to  the  sternum,  and  communicated,  in  the  middle  liue  of  the 
tongue,  with  the  cavity  of  the  mouth,  from  which  pus  was  e.xpectorated. 
The  abscess  was  said  to  have  begun  ten  days  previously,  just  above 
pomum  Adami,  with  rigors  and  fever.  From  there  it  expanded  upwards 
and  downwards.  At  the  same  time,  difficulty  in  swallowing,  but  not  in 
breathing,  supervened.  Eight  days  later  the  abscess  broke.  When  the 
patient  was  admitted,  the  portion  near  the  root  of  the  tongue  was  con- 
siderably reddened  and  swollen ;  matter  apjjeared  in  the  middle  line 
from  a  certain  spot  (foramen  cscum  ,'?).  Upon  incision  above  the 
thyroid  cartila'ge,  i-  litre  of  pus  was  discharged.  The  patient  left  cured. 
The  extraordinary  course  of  the  abscess  seemed  to  indicate  a  starting- 
point  near  the  pyramidal  process  of  the  thyroid  gland,  with  further 
breaking  through  to  the  cavity  of  the  mouth  along  or  through  a  thyro- 
glossal  duct,  which  was,  perhaps,  partly  open.  Attempts  to  introduce  a 
probe  did  not  succeed.     By  laryngoscopv,  no  opening  could  be  seen. 

Labyrinthitis.— Uchermann  demonstrated  the  cases  of  two  boys, 
aged  ten,  presenting  on  admission  more  or  less  distinct  symptoms  of 
"  labyriuthismus,"  combined  iu  the  one  case  with  an  acute  otitis  media 
suppurativa,  in  the  other  case  with  a  chronic  one.  Tlie  acute  case  had 
begun  three  weeks  previously  as  an  otitis  media  purulenta  (after  angina), 
which  disappeared  a  week  after  paracentesis.  Ten  days  later — four  days 
before  admission — the  patient  grew  so  giddy  that  lie  had  to  go  to  bed ; 
subsecpently  he  had  been  confined  to  his  bed,  and  vomited  once  or  twice 
daily.  A  repetition  of  paracentesis  gave  no  pus.  No  fever.  When 
admitted,  the  patient  could  hear  with  the  right  ear  the  whisper  at 
3  metres ;  the  left  ear  was  normal.  Rinue  - 10,  Schwabach  -)-  10. 
The  posterior  half  of  the  drum-membrane  was  somewhat  injected :  no 
perforation.  Pulse,  88 ;  temperature,  S76°  C.  There  was  rotatory  and 
horizontal  nystagmus  to  the  right.  The  patient  was  giddy  ;  could  not 
walk  or  stand  alone  ;  fell  in  the  direction  of  the  quick  eve  movement. 
The  caloric  test  gave  normal  reaction.  Otherwise  nothing  abnormal.  By 
treatment  with  pilocarpine  and  rest  in  lied  the  nystagmus  and  the  giddi- 
ness disappeared  in  eight  days,  and  the  patient  was  discharged  after 
further  pilocarpine  treatment  for  eight  days.  The  patient  could  then 
hear  the  whisper  at  5  metres.     Einne  +  25,  Schwabach  -f  5. 

In  the  second  ease,  on  admission,  there  was  in  the  left  ear  an  otitis 
media  purulenta  of  two  years'  duration.  The  patient  could  hear  the 
whisper  at  i  metre.  Einne  ~  20,  Schwabach  -f-  20.  A  perforation  of 
the  size  of  a  pea  in  the  postero-superior  Cjuadrant.  On  the  right  side 
also  the  hearing  was  reduced  (5  metres).  No  perforation.  Einne  +  25, 
Schwabach  +  7.  The  patient  had  been  brought  to  hospital  because  of 
some  tenderness  above  the  left  mastoid  process.  There  was  brisk, 
horizontal  nystagmus  to  the  left,  less  pronounced  to  the  right.  No 
giddiness.  By  caloric  test  (27°  C.)  in  the  right  ear  nystagmus  was  seen 
to  the  opposite  side,  not  to  the  same  side.  Upon  test  on  the  left  (the 
affected)  side,  nystagmus.  A  week  later  the  ear  was  dry.  The  nystaguius 
was  somewhat  less  ;  strongest  to  the  right,  possibly  somewhat  less  pro- 
nounced than  before.  Otherwise  the  patient  was  well.  The  hearing  had 
improved,  so  that  he  could  hear  the  whisper  at  6  metres  on  both  sides. 
The  case  is  interesting  because  of  the  total  absence  of  giddiness  and  dis- 
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turbances  of  movement,  iu  spite  of  the  marked  nystagmus.     The  latter 
■was  most  likely  of  old  date. 

General  Tuberculosis  simulating  Otogenic  Intracranial  Com- 
plication.—  Uchermann. — Subacute  otitis  media  puruleuta  of  two 
mouths'  duration  iu  a  workman,  apparently  strong,  who  had  been 
admitted  because  of  giddiness  and  vomiting  during  the  previous  six  days. 
Violent  headache  witli  remissions.  Normal  temperature.  The  hearing 
was  reduced  to  20  cm.  in  the  ear  mentioned.  Kiune  —  20,  Sehwabaeh 
—  10.  In  the  auditory  meatus  some  greyish-yellow  matter.  A  perfora- 
tion of  the  size  of  a  pin's  head  in  the  drum-membrane  in  front.  Mastoid 
process  normal.  Pulse,  112;  temperature,  37'20°  C.  There  was  nystag- 
mus to  the  right  looking.  Eomberg  — .  The  following  day  the  patient 
was  better.  He  had  feelings  of  giddiness  only  when  moving  in  bed. 
Nystagmus  slight  to  both  sides.  No  vomiting.  Pilocarpine,  O'Ol  grm. 
daily.  Six  days  later  vomiting.  No  evacuations  for  a  week.  Pour  days 
later  the  hearing  was  found  to  be  unchanged  ;  but  Sehwabaeh  -|-  15 
instead  of  —  as  before.  Violent  headaches  that  impeded  the  examina- 
tion. Giddiness  and  nystagmus  had  decreased.  The  middle  ear  was 
nearly  dry.  No  vomiting.  Eight  days  later  the  patient  complained  of 
seeing  badly.  Temperature  and  pulse  normal  all  the  time.  Vomiting  in 
the  evening  of  the  last  few  days.  On  ophthalmoscopic  examination,  con- 
siderable papilloedema  on  both  sides  was  demonstrated.  Pilocarpine, 
potassium  iodide.  On  partial  mastoid  resection,  some  pus  was  found  in 
the  antrum  ;  elsewhere  nothing.  Dura  and  sinus  were  normal.  Five 
days  later  the  wound  cavity  was  clean.  The  patient  now  could  see 
hardly  anything.  No  nystagmus.  Not  particularly  giddy.  Pains  in 
the  crown  and  back  of  head.  Abducens  paresis  on  tlie  riglit  (the 
healthy)  side.  Four  days  later  temperature  38-37'5°  C.  Total  re- 
section was  now  imdertaken,  and  granulations  in  the  epitympanic  recess. 
Upon  opening  the  dura  above  the  tegmen  tympani,  clear  serum  ran  out. 
On  further. opening,  cerebral  matter  emerged.  On  puncture  of  the  same, 
nothing  was  obtained.  Wassermann,  — .  After'  the  operation  the 
patient  was  fairly  well.  No  vomiting ;  no  headache ;  normal  tempera- 
ture;  but  totally  blind.  The  prolapsus  increased  somewhat.  A  few 
days  later  the  posterior  brain  cavity  was  examined  on  the  left  side  for 
possible  tumour.  Nothing  was  found.  The  wound  was  sewn  up.  On 
September  13  paresis  of  the  left  levator  palpebree  superioris  supervened, 
and  later  the  left  eye  was  found  to  be  ophthalmoplegic.  Otherwise  the 
condition  was  unchanged.  Still  later,  involuntary  urination  and  evacua- 
tion with  increasing  stupor.     September  27,  death. 

At  the  post- mortem,  recent  miliary  tuberculosis  was  found  in  the 
lungs,  the  spleen,  and  the  kidneys.  In  the  cerebrum  some  blood,  with 
scattered  miliarv  tubercles  in  the  cerebral  membranes.  No  jelly-like  coat- 
ing ;  no  tuberculous  meningitis.  In  the  cerebral  matter  itself  numerous 
scattered  solitary  tubercles,  both  in  the  great  and  the  small  brain,  of  the 
size  of  a  pea  up  to  a  beau ;  some  in  the  vermis  of  a  greater  size.  One 
single  example,  of  the  size  of  a  pea,  in  the  pons  just  under  the  aquse 
ductus.  Several,  of  the  size  of  a  pea,  in  the  central  ganglia,  especially  in 
front  in  thalamus  opticus.  In  the  ear  itself  no  tuberculosis  could  be 
discovered. 

Naso-Pharyngeal  Fibroma. — Uchermann  demonstrated  the  case 
of  a  workman,  aged  nineteen,  who,  April  3,  had  been  operated  upon 
for  a  retro-nasal  fibroma  issuing  from  the  anterior  aspect  of  the  body 


26  The  Journal  of  Laryngology,        [jammry.igie. 

of  the  sphenoid.  It  filled  the  posterior  part  of  the  right  nasal  cavity 
and  the  right  sphenoidal  sinus,  the  external  bony  lateral  wall  of  which 
was  missing,  so  that  the  sinus  cavernosus  on  this  side  lay  bare.  The 
convex  inferior  border  of  the  tumour  projected,  as  an  excrescence  the 
size  of  an  almond,  into  the  fornix.  In  the  adjacent  ethmoidal  cells  there 
was  polypoid  tissue  and  cedematous  mucous  membrane.  The  tumour 
was  very  hyjjergemic  (microscopical  diagnosis:  angio-fibroma).  Operation 
a  la  Denker.  This  is  the  seventh  case  of  fibroma  sphenoidale  that  has 
occurred  in  the  hospital  during  the  last  two  years,  all  having  been 
operated  by  the  naso-uiaxillary  route,  and  with  successful  results.  The 
patient  had  been  admitted  for  epistaxsis,  the  obstruction  of  the  right  half 
of  the  nose  having  been  observed  five  mouths  before. 

Foreign  Body  in  Bronchus  referred  to  (Esophagus. — Ucher- 
mann  demonstrated  the  case  of  a  common  iron  carpet-tack  that  had 
been  removed  fr(_)m  the  left  bronchus  of  a  girl  aged  six.  According 
to  the  anamnesis,  her  brother,  aged  five,  had  put  "  a  stone  of  a  dried 
plum"  in  her  mouth.  A  physician  had  treated  her  with  emetics  without 
success.  Upon  Eontgen  examination  "  the  stone  "  turned  out  to  be  a 
carpet-tack,  the  point  turning  upwards  and  the  head  to  the  left  on  a 
level  with  the  fifth  dorsal  vertebra  and  localised  in  the  oesophagus.  As 
by  cesophagoscopy  no  foreign  body  could  be  found  in  the  gullet,  the 
patient  was  subjected  to  renewed  skiagraphy,  and  the  tack  was  then 
localised  in  the  right  bronchus.  After  upper  bronchoscopy  proved  in- 
effectual (the  larynx  being  extraordinarily  narrow  and  the  tube  too  large), 
a  high  tracheotomy  was  undertaken,  and  two  days  later  inferior  broncho- 
scopy imder  local  ansesthesia.  The  foreign  body  was  seen  in  the  right 
bronchus,  and  caught  by  means  of  Patterson's  small  forceps.  But  when 
about  to  be  conducted  through  the  tracheal  opening,  the  hold  slipped. 
The  foreign  body  disappeared,  and  could  not  be  found  again.  The  same 
thing  happened,  strange  to  say,  at  the  next  examination  two  days  later. 
The  same  instrument  was  used.  The  foreign  body  lay  again  in  the  right 
bronchus ;  but  after  the  subsequent  Efiutgen  examination,  it  was  found 
in  the  left  bronchus.  It  was  removed  therefrom  with  a  broader  forceps 
(Guisez).  lu  the  meantime  the  mucous  membrane  had  been  injured  by 
the  larger  Patterson  forceps,  and  emphysema  had  supervened  over  neck 
and  arms.  It  caused  a  rise  in  temperature,  which,  however,  went  down 
after  a  few  days.  The  child  was  discharged  cured.  The  report  shows 
that  by  KiJntgeu  examination  for  foreign  bodies  in  the  chest  it  is  always 
necessary  to  undertake  the  examination  in  two  planes,  with  a  view  to 
avoiding  an  erroneous  projection. 

Prevention  of  Haemorrhage  after  Posterior  Turbinotomy. — 
Heidenreich  mentioned  a  method  for  preventing  after-bleeding  in 
removing  hypertropic  posterior  ends  of  the  inferior  turbinals.  A  galvano- 
caustic  f  uri'ow  is  made  upwards  and  downwards  laterally  in  the  part  that 
is  to  be  removed.  This  is  followed  by  slow  strangling  with  a  cold  snare, 
and  finally  the  galvano-cautery  on  the  whole  surface  of  the  wound. 

Professor  Uchermann,  when  the  posterior  ends  have  been  removed 
by  the  snare  (after  strangling  for  some  minutes),  generally  cauterizes  at 
once  with  chromic  acid,  sometimes  also  with  the  galvano-cautery. 

Anomalies  of  Voice.— Heidenreich  described  the  anomalies  of 
voice  resulting  from  abnormal  voice-breaking.  These  anomalies  are 
functional   without    demonstrable   morbid   changes   in   the   larvux   and 
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trachea,  and  are  found  especially  in  men  of  all  ages  after  the  age  of 
puberty  ("persistent  fistula- voice").  If  the  voice  is  too  high  (eunuch-, 
fistula-,  or  falsetto-voice),  or  if  it  is  "  ueberschuappend  " — that  is,  spring- 
ing momentarily  and  involuntarily  from  the  normal  chest-i-egister  to  the 
falsetto-voice — Bresgen  let  the  patient  recite  loudly,  slowly,  and  distinctly, 
jjressing  at  the  same  time  with  his  thumb  on  the  patient's  larynx  on  a 
level  with  pomum  Adami  in  a  direction  straight  backwards.  Schech,  with 
the  point  of  his  index  in  the  incisura  thyreoidese  superior,  pressed  the 
patient's  larynx  downwards,  the  chin  being  lowered  towards  sternum.  B3' 
this  pressure  the  crico-thyreoidei  muscles  and  the  vocal  cords  are  relaxed, 
the  voice  grows  deep,  and  the  forming  of  the  fistula-voice  (which  is  due  to 
too  strong  contraction  of  crico-thyreoidei  and  the  vocal  cords)  is  rendered 
impossible. 

As  a  rule,  one  succeeds  in  the  first  sitting  in  five  to  ten  minutes  by 
this  simple  manipulation  in  procuring  a  permanently  normal  voice  to  the 
patient  with  the  often  unhappy  and  depressing  fistula-voice  (patients  at 
the  age  of  eighteen  to  fifty). 

If  the  voice  is  too  deep — which  occurs  veiT  rarely — Bresgen  pressed 
together  with  his  thumb  and  his  index  finger  both  the  thyroid  plates. 
Schech  pressed  with  his  thumb  from  the  inferior  border  of  the  thyroid 
cartilage  the  larynx  upwards,  the  patient  stretching  his  neck  and  raising 
his  chin.  The  voice  then  grows  higlier,  the  crico-thyreoidei  and  the  vocal 
cords  being  strongly  extended. 

Professor  Uchermann  had  occasionally  used  this  grasjj,  but  only  as 
an  introduction  to  methodical  exercises  in  singing  and  speaking  in  deep 
tones.  He  could  hardly  conceive  of  a  lasting  eflect  without  such  exercises 
following,  especially  in  old  cases. 


^ib-strarts. 


PHARYNX. 

Closier,  L  . — Ulceration  of  Pharynx  in  Diphtheria.  "  Proceeds.  Paris 
Soc.  of  Laryngol.,  OtoL,  and  Ehinol.,  "  December  9,  1911. 
The  patient,  aged  twenty,  who,  after  a  severe  attack  of  diphtheria, 
which  commenced  in  the  nasal  fossae  and  extended  to  the  bronchi,  pre- 
sented a  perforation  of  the  septum  and  loss  of  substance  of  the  left 
border  of  the  epiglottis ;  the  latter  was  bound  down  by  cicatricial 
adhesions  to  the  lateral  wall  of  the  pharynx.  Wassermann's  reaction  was 
negative.  H.  Clayton  Fox. 

Cornet,  P.— Large  Adenoma  of  the  Superior  Surface  of  the  Soft  Palate 
undergoing  Epitheliomatcus  Degeneration.     Extirpation.    "  Pro- 
ceeds. Paris  Soc.  of  LarvugoL,  OtoL,  and  Ehinol.,"  December  9, 
1911. 
The  growth  was  removed  from  a  woman,  aged  twenty-seven,  in  June, 
1910.    The  history  of  this  tumour  presents  some  interesting  features  from 
clinical,  anatomical,  and  operative  points  of  view. 

On  May  31. 1910,  the  patient  related  the  following  history:  During  a 
violent  fit  of  coughing,  accompanied  by  nausea,  a  large  fleshy  mass 
suddenly  appeared  in  the  mouth.  The  coughing  subsided,  and  the  mass 
returned  into  the  throat ;    but  since  then  the  patient  was   continually 
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troubled  by  uausea,  aud  each  time  the  growth  projected  into  the  buccal 
cavity.  The  patient  had  enjoyed  excellent  health  up  to  the  present.  For 
nine  or  ten  months,  however,  she  liad  breathed  badly  by  the  nose,  but  the 
obstruction  had  never  seriously  troubled  her.  She  also  expectorated  a 
little  blood  in  the  morning.  Examination  of  the  oro-pharynx  showed 
the  presence  of  a  large  tumour  which  hung  behind  the  free  border  of  the 
soft  palate.  It  was  irregularly  rounded,  multilobate,  cauliflower-like,  and 
in  colour  raspberry-red.  In  width  it  extended  from  the  right  posterior 
pillar  to  half  the  distance  separating  the  uvula  from  the  left  posterior 
pillar.  Vertically  it  extended  downwards  to  the  base  of  the  tongue.  It 
was  firm  in  consistence,  and  did  not  bleed  when  touched.  If  nausea  were 
induced,  the  growth  became  evaginated  from  the  naso-pharynx  and  swing- 
ing from  behind  forwards,  was  propelled  into  the  mouth.  During 
this  movement  it  kept  the  soft  palate  in  the  position  which  obtains  by 
using  a  palate  retractor  (Moritz  Schmidt's). 

Digital  examination  of  the  cavum  showed  that  the  tumour  rested  on 
the  right  half  of  the  palate.  The  left  side  of  the  naso-pharynx  was  free. 
On  passing  the  finger  to  the  left  of  the  tumour,  one  came  upon  the  left 
choaua  without  encountering  any  obstacle.  lu  front  the  growth  did  not 
reach  the  right  choana ;  a  space  the  width  of  the  index-finger  intervened. 
Above  it  touched  the  vault  of  the  pharynx,  but  only  behind.  Its  anterior 
extremity  scarcely  reached  as  high  as  the  posterior  extremity  of  the  in- 
ferior turbinated  body.  It  was  inserted  by  its  anterior  extremity  on  a 
small  area  of  the  velum  to  the  right  of  the  median  line,  behind  the 
choana,  almost  as  high  as  the  tubal  orifice.  The  growth  had  developed 
in  the  naso-pharynx,  and  attained  to  the  size  of  a  small  hen's  egg  without 
the  patient  noticing  it  and  without  causing  any  nasal  obstruction.  The 
reason  being,  that  in  retro-nasal  obstruction  the  size  of  the  ol)structing  mass 
is  not  everything.  The  position  occupied  by  the  mass  is  a  factor  no  less 
important.  It  is  a  daily  observation  that  it  is  not  the  largest  mass  of 
adenoids  wdiich  always  determines  the  greatest  obstruction  to  respiration. 
Small  vegetations,  but  implanted  around  the  choause,  obstruct  the  nose 
much  more  completely  than  a  large  mass  placed  a  little  behind  the  nasal 
fossae.  In  the  case  of  this  patient,  it  is  probable  that  the  tumour  before 
prolapsing  into  the  oro-pharynx  was  more  or  less  fixed  behind  the  right 
choana,  and  that  the  left  half  of  the  cavum  was  unobstructed.  Thus  the 
nasal  obstruction  was  unilateral,  and  with  unilateral  obstruction  breathing 
is  easily  effected.  Provided  that  the  unobstructed  nasal  fossa  be  free,  the 
amount  of  air  inspired  through  a  nasal  fossa  of  normal  patency  suffices 
to  assure  hamatosis. 

According  to  the  histological  diagnosis,  the  tumour  was  an  adenoma 
in  a  state  of  epitheliomatous  degeneration.  In  most  cases  of  palatine 
adenomata  the  growths  originate  on  the  anterior  surface  of  that  structure, 
aud  are  consequently  buccal  tumours.  Here,  on  the  contrai'v,  the 
adenoma  was  imj^lauted  on  the  superior  surface,  and  had  evolved  in  the 
cavum.  On  tlie  other  hand,  the  great  majority  of  nasopharyngeal 
tumours,  fitiromata,  fibro-myxomatous  polypi,  cysts,  etc.,  have  their 
starting-point  in  the  sphenoid  or  the  posterior  portion  of  the  ethmoid. 

The  removal  of  the  growth  was  effected  through  the  mouth  without 
difficulty.  The  nature  of  the  tumour  was  discovered  on  histological 
examination.  H.  Clayton  Fox. 
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NOSE. 

Milligan.  Sir  Wm. — Rhinophyma :  its  Etiology,  Pathology,  and  Treat- 
ment. "  Lancet,"  Septemlier  18,  1915,  p.  643. 
Describes  a  case.  It  is  difficult  to  assign  a  cause  to  the  condition.  A 
relationship  to  chronic  alcoholism  has  not  been  definitely  proved ;  but  it 
presents  a  marked  similarit}'  to  aggravated  "  acne  rosacea."  Pathologi- 
cally there  is  marked  thickening  of  the  connective  tissue  of  the  corium, 
with  hyperplasia  and  cystic  dilatation  of  its  sebaceous  glands,  and  small 
deposits  of  fat  between  the  various  hypertrophied  areas.  The  best  treat- 
ment is  to  remove  by  careful  dissection,  followed  by  primary  skin  grafting. 

Macleod  Yearsley. 

Wray,   Charles. — Bony   Growth   in   Frontal   Sinus.      "Proceedings   of 
Royal  Society  of  Medicine,"  Section  of  Ojahthalmology,  p.  126. 

The  exhibitor  said  that  liony  tumours  generally  began  in  the  frontal 
sinus,  and  if  a  skiagram  were  taken  of  the  specimen  now  shown  it  would 
be  very  apparent.  The  growth  was  the  size  of  a  bean.  The  peculiarity 
of  the  growth  was  that  on  one  side  it  was  hollow  and  entered  into  the 
nose.     It  did  not  present  in  the  orbit. 

The  exhibitor  said  that  he  would  not  call  his  case  one  of  osteoma. 
He  thought  the  explanation  was  tliat  the  patient  had  had  a  chronic  in- 
ilammation  of  the  sinus,  and  it  had  led  to  a  considerable  thickening  of 
bone,  so  that  in  some  places  it  had  reached  a  diameter  of  ^  in. 

The  condition  was  only  discovered  post-mortem.  Archer  RyJand. 


LARYNX    AND    TRACHEA. 

Riddel,  D.  F. — Complete  Occlusion  of  the  Trachea  due  to  Injury  to  the 
Cricoid  Cartilage  after  Intubation  and  Tracheotomy — Operation 
and  Recovery.     ••  Brit.  Journ.  of  Children's  Diseases,"  No.  131, 
vol.  xi,  November,  1914. 
The  case  record  of  a  boy  aged  two  and  a  half  years  admitted  to 
hospital   suffering   from   diphtheria.      The   implication    of    the   larynx 
necessitated  intubation,  and  finally,  owing  to  the  failure  of  the  latter, 
a  hurried  tracheotomy,  in  which  tlie  cricoid  was  divided.     As  this  subse- 
quently led  to  complete  stenosis  of  the  larynx,  and  rendered  re-intubation 
impossible,  a  low  tracheotomy  was  performed,  and  the  trachea  then  re- 
opened at  the  site  of  the  old  tracheotomv  wound.     A  dense  cartilaginous 
mass  was  found  at  the  level  of  the  cricoid,  which  completely  closed  the 
lumen  of  the  trachea.     This  mass,  which  appeared  to  be  partly  collapsed 
cricoid  and  partly  new  growth,  was  divided  by  two  cross  incisions,  and  a 
portion  removed  from  the  centre.     The  external  wound  was  then  sutured 
and  the  child  intubated,  the  tracheotomy  tube  being  left  in.     The  latter 
was  removed  five  days  later,  but  the  intuliation  tube  was  not  finally  dis- 
pensed with  until  seven  months  had  elapsed. 

When  discharged,  the  child  was  well  and  strong,  voice  slightly  husky 
but  strong,  and  stridor  only  present  to  a  slight  extent  when  the  child  got 
excited.  The  use  of  the  intubation  tube  after  the  operation  was  purely 
mechanical,  and  served  to  prevent  collapse  of  the  trachea  and  keep  the 
stricture  patent.     In  the  later  stages  it  served  to  dilate  the  latter. 

/.  B.  Sorgan. 
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EAR. 

Closier,  L.— Bilateral  Deafness  after  "  606."     "  Proceeds.  Paris  Soc.  of 
LarjngoL,  Otol.,  and  Ehinol.,"  December  9,  1911. 

On  October  9,  1911,  a  man  aged  forty-one  presented  liimself  at  St. 
Joseph's  Hospital  complaining  of  deafness  wliicli  supervened  after  the 
injection  of  "  606."  Nothing  was  found  of  interest  in  tlie  history  from  an 
aural  point  of  view.  During  his  military  service  in  Senegal  he  had 
suffered  slight  attacks  of  malarial  fever,  and  since  his  return  to  Prance 
he  had  suffered  every  year  at  the  same  periods — May,  July,  and  August. 
In  July,  1910,  he  had  a  chancre,  which  he  treated  himself  with  boric  acid 
lotion  and  applications  of  powdered  calomel.  Having  a  slight  attack  of 
fever,  he  entered  hospital  in  May,  1911.  There  the  surgeon  noticed  the 
syphilitic  lesion,  and,  after  disappearance  of  the  fever,  administered  five 
injections  of  "606"  in  five  days.  Unfortunately,  the  dose  was  not  dis- 
covered. Two  or  three  days  after  the  last  injection  the  patient  found 
that  his  hearing  was  failing.  This  loss  of  jiower  was  progressive,  and 
especially  on  the  left  side.  Now  the  patient  complained  of  total  deafness 
on  the  left  side  and  very  marked  diminution  of  auditory  acuitv  on  the 
right  side.  At  the  onset  he  had  marked  tinnitus  of  the  left  ear ;  but  it  is 
now  more  intense  on  the  right.  He  is  sometimes  seized  witli  sudden 
crises  of  tinnitus  whilst  at  work ;  his  vision  is  affected ;  he  sees  objects 
revolve,  and  there  is  a  tendency  to  be  carried  towards  the  right  side.  The 
patient  likewise  complained  of  progressive  failure  of  vision  ;  but  an  oph- 
thalmoscopic examination  did  not  reveal  any  lesion  of  the  fundus ;  the 
troubles  were  the  result  of  hypermetropia. 

Examination  of  the  ears  and  the  auditory  and  equililiratory  functions 
gave  us  the  following  results  : 

Right  Ear.  Left  Ear. 

WTiit'e,  slightly      ")  M  mb  -  (      White,  slightly 

reti-acted,  mobile.    3  t    retracted,  mobile. 

< Weber 

+  .  Eiune  .     False  Negative  Rinne. 

8"  .  Schwabach(128°d.v.)  .  0 

O'lO  m.  .       Whispered  voice.  0 

070  m.  Loud  voice.  0 

The  test  of  walking  with  a  smart  turn  about  at  the  word  of  command 
induced  vertigo  and  very  decided  staggering  when  tlie  patient  turned 
round  to  the  right  side. 

Romberg's  test  and  those  of  Von  Stein  were  positive.  Spontaneous 
nystagmus  in  both  directions  ;  but  the  twitches  were  more  rapid  and 
accentuated  when  the  eyes  were  directed  towards  the  left  side.  Injection 
of  cold  water  (20°  C.)  into  the  left  auditory  meatus  induced  no  change 
in  the  spontaneous  nystagmus,  neither  did  it  occasion  vertigo.  By  treat- 
ing the  right  meatus  in  a  similar  manner,  vertigo  was  only  induced  after 
two  and  a  half  minutes.  The  patient  entered  hospital.  An  injection 
of  Hyd.  Biniodid  was  administered  daily  for  fifteen  days.  Fresh 
examination  October  25.  The  patient  now  heard  conversation  easily ; 
there  was  no  necessity  to  shout.  He  heard  whispering  at  1  m.  on  the 
right  side,  and  at  0'05  m.  on  the  left  side.  But  it  was  easy  to  satisfy 
oneself  that  the  voice  was  only  heard  in  the  right  ear. 

Lucse-Dennerts'  test  demonstrated  that  auditory  perception  was 
absent  on  the  left  side.     Moreover,  Weber's  test  was  lateralised  to  the 
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right,  and  Bjiriiuy"s  deafeuer  sliowed  a  false  negative  Riuuo  on  the  left 
side.     The  patient  no  longer  had  tinnitus,  staggering,  or  vertigo. 

H.  Clayton  Fox. 

Adam,  James.— Infection  of  the  Middle  Ear  with  Vincent's  Organisms.i 
"  Brit.  Journ.  of  Children's  Diseases,"  No.  134,  vol.  xii,  Februarv, 
1915. 
An  analysis  of  seven  cases  seen  by  the  writer  in  a  comparatively  brief 
space  of  time.  The  infection,  though  often  pi-esent,  is  missed,  owing  to 
the  failure  of  the  organisms  to  grow  on  ordinary  culture  media,  though 
they  may  be  readily  detected  in  smear  preparations.  The  positive  features 
common  to  these  cases  are  :  the  constant  presence  of  Vincent's  organisms, 
the  frequency  of  the  pneumococcus  as  compared  with  other  bacteria, 
chronieity,  stinking  and  profuse  discharge,  masses  of  profuse  and  verj- 
vascular  granulations  in  the  more  pronounced  cases,  slight  tendency  to 
the  formation  of  membrane  (this  is  probably  always  present  at  some 
stage,  but  is  rendered  obscure  by  the  anatomy  of  the  parts  and  the  pre- 
dominance of  granulations),  erosion  of  the  external  parts  of  the  ear  and 
slight  glandular  enlargement.  The  negative  features  are :  absence  of 
marked  disturbance  of  general  health,  absence  of  pyrexia,  absence  of  any 
history  of  throat  infection,  absence  of  special  organisms  on  throat  swabs, 
and  absence  of  special  infeetivity. 

The  affection  is  usually  amenable  to  local  treatment,  which  consists 
in  painting  the  eroded  surfaces  with  5  per  cent,  silver  nitrate  in  spt.  seth. 
nitr.,  cleansing,  instillation  of  iodine  tinct.aud  especially  with  instillation 
of  ethyl-violet  and  brilliant-green,  each  in  O'l  per  cent,  watery  solution. 
As  in  the  pharynx,  diphtheria  has  generally  to  be  excluded  in  making  the 
diagnosis.  The  affection  appears  to  be  a  graft  on  another  infection, 
generally  pneumococcal,  and  to  occur  in  cases  that  are  grossly  neglected. 
The  coincident  and  constant  occurrence  of  spirillar  and  fusiform  bacilli 
has  led  the  author  to  believe  that  this  infection  is  less  likely  to  be  a 
symbiosis  of  two  entirely  different  organisms  than  different  life-stage 
forms  of  one  organism.  J.  B.  Horgan. 


MISCELLANEOUS. 

Barton,  E.  A. — The  Condition  of  the  Larynx  and  Trachea  in  the  Still- 
born Infant,  and  its  bearing  on  Artificial  Kespiration.     "  Pro- 
ceedings of  Eoyal  Society  of  Medicine,"  Obstetrical  and  Gynaeco- 
logical Section,  p.  106. 
The  author  draws  attention  to  one  or  two  points,  the  recognition  of 
which  appears  to  be  of  prime  importance  in  the   resuscitation  of  the 
apparently  still-born  living  child. 

On  examination  of  a  number  of  still-born  childi'en  in  whom  no  air  had 
passed  the  glottis,  the  author  found,  in  the  majority  of  cases,  the  follow- 
ing condition :  For  about  A  in.  below  the  glottis,  which  is  invariably 
closed,  the  trachea  is  open,  narrowing  like  a  funnel  from  above  down  till 
the  point  is  reached  where  the  lumen  is  entirely  obliterated  by  the  folding 
in  of  the  ends  of  the  cartilaginous  rings  behind.  The  trachea  is  now 
flattened  from  before  back,  and  where  the  posterior  part  of  the  rings 
meet  one  another  on  the  dorsal  surface  is  a  vertical  groove.  The 
muscular  posterior  wall  of  the  trachea  is  folded  in  such  a  manner  that 
by  its  contraction  the  infolded  cartilage  ends  would  be  separated  and  an 
actual  lumen  be  formed  from  a  potential  one. 

'  See  Journ.  of  Laryngol.,  Ehinol.,  and  Otol.,  December,  1915,  p.  472. 
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The  first  iuspiration  of  life,  therefore,  is  a  very  complicated  process : 
the  glottis  must  be  opened,  the  posterior  wall  of  the  trachea  must  con- 
tract, and  by  its  contraction  unfold  the  curled  cartilages,  converting  a 
closed  into  an  open  tube. 

The  bearing  of  these  poiuts  on  the  judicious  use  of  artificial  respira- 
tion is  obvious.  The  glottis  must  be  opened,  the  tracheal  surfaces  sepa- 
rated, and  then  only  is  artificial  respiration  possible  by  methods  like 
Silvester's.  Archer  Mi/laiid. 

Hektoen,  L.,  and  Rappaport,  B.  (Chicago). — The  Use  of  Kaolin  to 
remove  Bacteria  from  the  Throat  and  Nose.  "Journ.  Amer. 
Med.  Assoc,"  June  12,  1915. 
From  investigations  made  with  kaolin  in  the  Durand  Hospital  for 
Infectious  Diseases,  Drs.  Hektoen  and  Rappaport  found  tliat  when  applied 
in  the  form  of  a  dry  powder  kaolin  removes  not  only  diphtheria  bacilli, 
but  practically  all  bacteria  from  the  nose  and  throat  in  the  course  of  three 
to  four  days.  The  success  of  this  treatment  is  due  to  the  great  aVisorptive 
power  of  kaolin  and  appears  to  depend  largely  on  the  free  and  thorough 
distribution  of  kaolin  over  the  mucous  surfaces.  For  this  purpose  the 
kaolin  is  blown  into  the  nose  six  or  seven  times  a  day  at  two  hour  intervals, 
and  for  application  to  the  throat  the  patient  is  instructed  to  swallow  as 
slowly  possible  one  third  teaspoonf ul  of  kaolin  four  or  five  times  an  hour 
during  the  day.  Kaolin  is  not  irritative,  and  when  taken  into  the  mouth 
it  gives  rise  to  a  feeling  of  grittiness.  Birkett  {Bogers). 

Mclntyre,  Donald. — The  Vaccine  Treatment  of  Scarlet  Fever.     "Brit. 
Journ.  of  Children's  Diseases,"  No.  131,  vol.  xi,  Novembei-,  1914. 

A  statistical  record  of  a  number  of  cases,  including  those  complicated 
by  nasal  and  aural  discharges.  In  most  cases  no  attempt  was  made  to 
isolate  all  the  organisms  present.  The  cultures  were  made  on  ordinary 
agar  and  incubated  for  twenty-four  hours.  The  organisms  were  then 
suspended  in  normal  saline  to  which  05  per  cent,  carbolic  acid  had  been 
added,  and  afterwards  heated  in  a  bath  at  60°  C.  for  an  hour. 

An  initial  dose  of  100  millions  was  given ;  this  was  repeated  at 
intervals  of  five  days,  the  number  of  organisms  being  increased  at  each 
successive  injection,  until  a  maximum  of  1600  millions  was  reached. 

The  author  is  of  opinion  that  the  success  of  vaccine  treatment  in 
scarlatinal  cases  with  nasal  and  aural  discharges  is  difiicult  to  prove ;  but 
from  his  experience  he  is  led  to  the  conclusion  that,  with  regard  to  nasal 
discharges,  a  cure  is  accelerated  by  vaccine  treatment.  Its  comparative 
failure  in  aural  cases  he  attributes  to  the  multiplicity  of  organisms — 
especially  diphtheroid  organisms — often  present  in  the  discharge. 

/.  B.  Horgan. 


NOTES  AND  QUERIES. 

The  Managers  ot  the  Royal  Infirmary,  Crlasgow,  have  appointed  Dr.  Peter 
Napier  Grant,  Glasgow,  Surgeon  to  the  Out-patient  Department  for  Diseases  of 
the  Throat  and  Nose.  , 

Bismuth  in  (Esophageal  Therapeutics. 

"I  have  noticed  that  patients  suffering  from  ulcerating  cancers  or  from  ulcers 
resulting  from  the  impaction  of  foreign  bodies  or  from  injuries,  and  from  other 
forms  of  acute  cesophagitis,  have  been  relieved  by  the  swallowing  of  bismuth  paste 
which  has  been  given  in  connection  with  a  radiographic  examination.  Bismuth 
emulsion  or  bismuth  made  into  a  paste  with  a  little  water  is  therefore  the  ideal 
medium  or  base  for  the  administration  of  analgesic  powders." — Dk.  Wm.  Hill. 
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TWO  CASES  OF   POST-OPERATIYE   INTRACRANIAL 
INFECTION   OF   OTITIC    ORIGIN. 

By  H.  Lavvson  Wuale,  F.R.C.S. 

Basal  Meningitis;    Transanteal  Drainage;  Death  on  the 
Eleventh  Day. 

Private  E ,  aged  thirty-two,  admitted  to  hospital  on  September  7, 

191."),  with  left  otorrhcea  of  several  years'  duration.  On  e.xamina- 
tion  there  was  a  total  loss  of  membrane,  granulations  tracking  down 
the  posterior  tympanic  wall  from  the  region  of  the  aditu.s,  and 
profuse  pus ;  there  was  no  trace  of  ossicles. 

Mentally  he  was  extremely  apathetic  and  dull ;  but  there  was 
nothing  else  to  suggest  intracranial  complications. 

After  his  admission  his  ear  was  dib'gently  treated  by  cleansing 
solutions  and  drojis  of  various  kinds ;  but  as  a  result  there  was  no 
change  in  his  condition,  except  that  his  apathy  rather  deepened. 

On  October  6  a  radical  mastoid  operation  was  done  ;  neither 
fistula  into  the  cranium  or  labyrinth,  nor  bare  lateral  sinus,  nor 
other  abnormality,  was  encountered. 

On  October  9  there  was  a  slight  left  facial  paresis  of  infra- 
nuclear  type;  and  tlie  meatal  draiuage-tube  was  removed.  The 
paresis  steadily  increased,  and  on  October  II  was  a  complete 
paralysis. 
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On  October  12  the  cavity  was  ve-explored.  and  a  cell  in  the 
antral  floor,  formerly  overlooked,  opened  and  drained  ;  this  cell 
was  nearly  ^  in.  distant  from  the  line  of  the  facial  ridge. 

From  this  time  the  paralysis  steadily  lessened,  and  on  October  19 
was  imperceptible. 

On  October  21  he  became  less  apathetic,  and  complained  of 
violent  universal  headache ;  the  temperature,  etc.,  and  the  discs, 
were  normal.  On  the  22nd,  24th,  and  25th,  the  temperature  varied 
from  99°  F.  to  100°  F.,  and  on  each  of  these  days  lie  vomited.  The 
vomiting  was  of  meningitic  type. 

From  the  27th  to  29th  the  temperature  was  irregular,  from 
100°  F.  to  102°  F. ;  pulse  falling  from  80  to  66;  respirations, 
20  to  24.  On  the  28th,  by  lumbar  puncture,  54  c.c.  of  turbid  fluid 
was  withdrawn  in  a  continuous  stream ;  it  was  still  alkaline,  but 
did  not  I'educe  Fehling's  solution  ;  contained  a  few  streptococci, 
and  8000  leucocytes  per  c.c.  The  caloric  reaction  was  less  active 
on  the  affected  side;  but  the  discs  were  still  normal.  The  with- 
drawal of  thecal  fluid  heralded  a  rise  of  pulse  from  66  to  128,  and 
of  respirations  from  24  to  30. 

On  the  29th  the  wound  was  reopened,  and  the  inner  antral  wall 
removed.  The  dura  bulged  markedly  without  pulsation  ;  it  was 
crucially  incised,  causing  the  escape  of  about  an  ounce  of  cerebro- 
spinal fluid;  a  spiral  silver  wire  tube  ^V  ^^-  diameter  was  passed 
towards  the  base  of  the  brain,  along  the  posterior  surface  of  the 
petrous  near  to  its  superior  border,  for  a  distance  of  2  in.  from  the 
antral  cavity  ;  25  c.c.  of  polyvalent  antistreptococcic  serum  were 
given  in  the  flank,  and  after  this  10  c.c.  every  other  day;  the 
hernia  cerebri  decreased  after  the  relief  of  pressure. 

For  two  days  after  the  meningeal  drainage,  temperature  and 
pulse  were  normal,  and  headache  much  less.  After  this,  however, 
the  temperature  hovered  between  101°|F.  and  102°  F.,  pulse  from 
80  to  108,  respirations  from  24  to  30 ;  headache  returned,  with 
occasional  muttering  delirium ;  and  he  vomited  several  times  daily. 
The  discs  remained  normal.  He  died  on  November  9.  Through- 
out there  had  been  only  slight  stiffness  of  the  neck ;  and  the 
reflexes  on  the  two  sides  had  been  so  variable  from  day  to  day,  that 
no  reliable  deductions  could  be  made. 

Post-mvrtem. — Except  for  dilated  veins,  the  vertex  of  the  brain 
was  normal.  There  was  diffuse  flocculent  pus  at  the  base,  and 
some  softening  at  the  lower  surface  of  the  left  temporo-sphenoidal 
lobe.  There  was  no  abscess  in  cerebrum  or  cerebellum.  The 
lateral    ventricles    were    normal.      The    posterior    surface    of    the 
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petrous  gave  no  clue  as  to  the  patli  of  entry  of  the  infection. 
The  silver-wire  tube  appeared  to  have  maintained  a  good  open 
passage. 

A  Case  of  Lateral  Sinqs  Thrombosis;  Operation;  Recovery. 

Private  B ,  admitted  to  hospital  on  September  22,  1915, 

with  double  otorrhoea  ;  this  had  lasted  as  long  as  he  can  remember, 
and  may  or  may  not  have  dated  from  scarlet  fever  in  1901. 

Kramiiiation. — On  the  right  side  there  was  a  large  inferior 
perforation,  and  a  constant  slight  purulent  discharge ;  on  the  left, 
a  total  loss  of  membrane,  profuse  pus,  and  no  visible  ossicles. 
Treatment  by  local  applications  for  eight  weeks  much  reduced  the 
discharge  on  the  right ;  but  that  on  the  left  remained  unaltered, 
and  frontal  and  left  temporal  headache  became  intractable. 

Operation. — On  November  19  a  left  i-adical  mastoid  was  per- 
formed. The  antrum  was  small  and  deep,  and  the  lateral  sinus 
placed  forwards  to  1  cm.  from  the  posterior  meatal  wall.  The 
sinus  was  exposed  for  1  sq.  cm.     Urotropin  gr.  x  t.  d.s.  was  given. 

From  the  21st  to  the  27th  the  temperature  was  irregular,  from 
100°  to  102°  F.,  pulse  and  respiration  corresponding  ;  headache  was 
unabated.  On  the  28th  the  temperature  rose,  with  a  rigor,  to 
103'4°  F.,  pulse  126,  respiration  24.  There  was  no  vomiting,  neck- 
stiffness,  Kernig,  or  other  abnormal  musculo-tendinous  phenomena  ; 
pupils  wei'e  equal  and  reacted,  discs  natural.  There  was  neither 
tenderness  nor  thickening  over  the  jugular  vein.  Mentally  the 
patient  was  normal,  neither  apathetic  nor  excited.  There  was 
neither  giddiness  nor  nystagmus.  Tongue  persistently  foul  for 
the  last  several  days,  despite  calomel,  etc.  On  lumbar  puncture 
no  fluid  was  obtained. 

On  November  29  and  30  the  same  clinical  picture  was  repeated, 
but  without  rigors.  Lateral  sinus  thrombosis  was  the  pi-ovisional 
diagnosis,  although  that  was,  however,  rendered  uncertain  by  the 
presence  of  several  cases  of  influenza  in  hospital. 

On  December  1  the  temperature  rose  to  104'2°  F.  ;  the  ocular 
fundi  were  still  normal.  There  were  no  signs  suggesting  that  the 
other  ear  was  at  all  responsible. 

Operatlfin. —  On  December  2  two  test-tubes  of  clear  fluid  from 
the  lumbar  theca  were  withdrawn ;  the  fluid  came  off  under 
pressure,  the  drops  nearly  merging  into  a  continuous  stream. 
The  fluid  whs  alkaline,  reduced  Fehling,  showed  forty  lymphocytes 
per   c.c,    but   no  organisms ;  and    was    sterile    on    culture.      The 
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cytological  count  was  iiotewortliy.  and  seemed  to  sugs^est,  if  any- 
thing, tuberculous  infection.  The  post-aural  wound  was  re- 
ojDened,  and  found  to  be  very  purulent.  The  bony  opening  was 
enlarged  both  horizontally  backwards  and  downwards  towards 
the  bulb,  until  healthy  sinus-wall  was  exposed  proximal  and  distal 
to  the  unhealthy  segment.  This  segment  was  half  an  inch  long, 
dark  in  colour,  covered  with  thin  granulations,  and  inelastically 
resistant  to  the  finger.     There  was  no  peri-sinous  abscess. 

In  retracting  the  scalp  it  was  noted  that  no  bleeding  occurred 
from  a  mastoid  emissary  vein ;  was  this  thrombosed  and  the 
entrance-portal  of  infection  ? 

A  strip  of  gauze  was  inserted  backwards  between  sinus  and 
skull,  loosely,  so  that  if  necessary  it  might  be  pushed  in  more 
tightly  to  control  hfeniorrhage.  The  unhealthy  sinus  was  now 
cautiously  explored  with  a  needle  and  syringe.  No  blood  was 
encountered  until  the  needle  had  gone  in  ^-in.;  presumably  there 
was  a  peripheral  mural  clot,  with  a  central  lumen. 

With  a  scalpel  the  puncture  was  enlarged  to  1  cm.  in  the  axis 
of  the  sinus.  A  small  amount  of  clot  escaped,  and  the  blood  was 
allowed  to  flow  freely  for  about  ten  seconds. 

The  posterior  plug,  between  dura  and  skull,  was  tightened ; 
and  a  second  gauze  plug  pushed  thi-ough  the  slit,  down  to  and 
occluding  the  bulb. 

Twenty  c.c.  polyvalent  anti-streptococcic  serum  were  given 
into  the  flank.  Unfortunately  the  specimen  of  blood  withdrawn 
was  lost,  and  no  culture  made. 

The  internal  jugular  vein  was  now  tied  in  the  neck;  the 
common  facial  vein  was  not  encountei-ed  nor  sought  for. 

Snhgequent  History. — The  pbigs  were  not  removed  until  the 
fourth  day;  no  bleeding  resulted.  Recovery  was  uneventful. 
Temperature,  etc.,  fell  by  lysis,  and  was  normal  on  December  11, 
nine  days  after  the  operation. 


VINCENT'S   INFECTION   OF   THE   MIDDLE   EAR   AND 
EXTERNAL   CANAL. 

By  James  Adam,  M.D. 

Dr.  Wyatt  Wingeave's  paper  on  Vincent's  Angina  in  the 
December  (1915)  number  of  the  Journal  (p.  472),  and  the  resume 
in  the  January  number  (p.  31)  of  my  paper  in  the  February  issue 
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(1915)  of  the  British  JuurnaL  of  Children's  Diseases,  tempt  me 
again  to  refer  to  the  subject.  The  latter  paper  was  founded  on 
the  observation  of  seven  cases;  since  tliat  I  have  seen  other  nine, 
all  in  children.  Of  the  sixteen  only  one  was  in  an  adult.  Dr. 
Wingrave  says  that  "  our  unbiassed  perspective  affords  sufficient 
evidence  that  it  is  a  disease  sui  generis."  My  own  experience  as 
to  the  ear  confirms  that  remark.  The  clinical  pictui-e  is  such  that 
by  simply  looking  at  an  ear  thus  infected  one  can  say  "  Vincent's 
infection."  That,  of  course,  is  not  the  same  thing  as  saying  you 
can  negative  the  })resence  of  Vincent's  organisms  because  the 
clinical  picture  is  absent  in  a  given  case.  All  that  is  meant  is 
that  infection  with  these  organisms  ultimately  produces  a  charac- 
teristic clinical  picture  in  the  ear.  This  may  be  summed  up : 
chronicily,  fcetor,  blood-stained  discharge,  erosion  of  meatus  and 
e.xtenial  canal,  the  erosion  bleeding  at  the  slightest  touch  and 
coated  here  and  there  with  a  thin  greyish  membrane,  which  later 
is  apt  to  be  hidden  by  angry,  bleeding  granulations  crowding  the 
canal.  The  patient  is  usually  a  child  in  fair  general  health.  The 
canal  is  generally  tender ;  but  there  is  no  marked  swelling,  and 
glandular  enlargement  is  not  a  common  feature.  As  Dr.  Wingrave 
says,  the  disease  is  not  markedly  infectious.  I  have  seen  chronic 
aural  discharge  in  three  children  of  one  family,  two  of  them  with 
Vincent's  organisms  ,  otherwise  I  have  been  unable  to  get  a  historj' 
of  more  than  one  case  in  any  family. 

That  the  disease  is  one  of  gross  neglect  is  obvious  not  only 
from  the  clinical  history  and  the  fact  that  all  were  in  the  hospital 
class  of  patient,  but  also  because  very  few  cases  could  be  got  to 
persist  in  treatment  beyond  two  or  three  attendances,  although 
earnestly  urged  thereto.  For  that  reason  I  am  unable  to  say 
much  about  treatment.  In  one  case,  after  improvement  by  pro- 
longed medication  of  various  sorts,  a  radical  mastoid  operation  was 
done  with  good  result.  I  am  not  prepared  to  pin  my  faith  to 
crystal  violet  and  brilliant  green. 

This  disease  seems  to  be  a  graft  on  a  prior  infection.  Other 
organisms  were  always  found,  chiefly  streptococci ;  after  these 
come  staphylococci  and  coliform  or  diphtheroid  bacilli.  In  the 
few  cases  where  swabs  were  taken  from  nose  and  throat  Vincent's 
organisms  were  not  found.  It  is  to  be  noted  that  Dr.  Wingrave 
says,  "  no  adult  mouth  or  throat  is  free  from  the  organisms  even 
in  hciilth  "  ;  but  fifteen  of  these  sixteen  cases  were  young  children. 
What  I  chiefly  wish  to  emphasise  is  that  this  infection  of  the 
middle   ear   and   external    canal   is    not    uncommon,   and    presents 
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a  clear,  easily  recognised  clinical  picture  not  given  in  any  text- 
book with  which  I  am  acquainted.  That  this  is  so  is  further 
proved  bj'  the  contrast  furnished  by  a  case  of  unmistakable  diph- 
theria of  both  ears.  It  was  a  girl  of  twenty  who  had  been 
suffering  for  three  or  four  days.  Slie  looked  pi-ofoundly  ill,  had 
enormous  swelling  around  the  meatus  of  both  ears,  and  this  was 
covered  by  a  thick  diphtheritic  membraue^ — all  features  contrasting 
with  Vincent's  infection.  B.  cliphth.  was  found,  and  slie  was 
sent  to  Belvidere  Fever  Hospital,  where  she  ultimately  recovered. 


LATERAL     SINUS     THROMBOSIS     FOLLOWED     BY 

TUBERCULOUS   ABSCESS   OF   THE    GLUTEAL 

REGION    SIMULATING    PYvEMIC   ABSCESS. 

By  Dan  McKenzie,  M.D.,  F.R.C.S.E. 

The  patient,  a  bo}^,  aged  thirteen,  of  Jewish  parentage,  was 
admitted  to  the  Central  London  Throat  and  Ear  Hospital  on 
November  20,  1914,  with  discharge  and  pain  in  the  left  ear. 
In  infancj'  he  had  suffered  from  otorrhoea  in  the  same  ear,  but  it 
lasted  for  one  year  onlj-,  and  from  that  time  until  three  weeks 
before  admission  to  hospital  the  ear  had  remained  quite  dry. 

On  admission,  some  swelling  and  oedema  over  the  mastoid 
process  were  perceptible,  and  there  was  also  slight  tenderness 
on  pressure. 

On  November  21  a  Schwartze  operation  was  performed  under 
chloroform.  The  cortex  of  the  mastoid  process  and  the  underlying- 
cells  were  removed  without  any  pus  being  encountered.  But  the 
antrum  was  full  of  granulations,  and  eventually  pus  was  found  in  a 
deep,  highly -placed  cell  which  led  to  a  deeper  layer  of  cells  full  of 
pus  and  granulations,  and  extending  down  the  apophysis  as  far  as 
the  apex.  In  opening  up  those  cells  the  lateral  sinus  was  found  to 
have  been  exposed  by  the  disease,  but,  as  far  as  we  were  aware, 
no  injury  was  inflicted  upon  the  vessel  wall  in  the  course  of  the 
operation,  an  important  point  in  view  of  subsequent  developments. 

After  the  diseased  areas  had  been  freely  laid  open  and  curetted, 
the  wound  was  packed  in  the  usual  manner,  the  lower  segment  of 
the  incision  being  left  open  for  drainage. 

Three  days  later  (November  24),  while  dressing  the  wound, 
the   house    surgeon   (Mr.  Soupei")   was  surprised  by  the  unset  of 
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free   venous  hjemorrliage,  apparently  from  the   lateral   sinus.     It 
was  quickly  controlled  by  firm  jjackiuo-. 

From  tliis  date  until  December  3  the  temperature  showed  some 
tendency  to  rise,  and  on  tlie  evening  of  December  3  it  shot  up  to 
102-8°  F.  Another  rise  (to  103-8°  F.)  took  place  on  December  5, 
and  as  the  patient  had  a  rigor  on  the  morning  of  December  6,  an 
exploratoi-y  operation  was  resolved  upon. 

On  re-opening  the  mastoid  wound  and  exposing  the  lateral  sinus 
fully  by  removal  of  its  bony  wall,  I  found  an  opening  in  the  sinus, 
the  opening  from  which  the  bleeding  had  evidently  proceeded.  On 
slitting  up  the  sinus  in  the  usual  manner,  the  vein  was  found  to  be 
patent  and  healthy  above  this  wound,  the  blood  flowing  freely  from 
the  torcular  region.  Below  the  wound,  however,  a  coagulum  was 
found,  filling  the  sinus  and  extending  inwards  towards  the  jugular 
bulb.  The  bony  wall  having  been  removed  in  an  inward  direction, 
the  vein  was  further  opened  up,  and  the  whole  of  this  coagulum 
-•enioved.  After  the  sinus  had  been  cleared,  the  jugular  vein 
in  the  neck  was  exposed,  tied,  and  resected  in  the  usual  manner. 

The  coagulum  from  the  sinus  was  found,  by  Dr.  Wj'att 
Wingrave,  to  contain  Staphijlocorcus  alius,  but  the  jugular  vein 
was  sterile. 

The  patient  stood  the  operation  well,  and  the  temperature 
came  down  during  the  next  day  oi-  two,  but  it  did  not  behave  as  if 
all  the  sources  of  sepsis  had  been  removed,  and  I  was  considerably 
exercised  in  my  mind  to  account  for  its  irregularity,  running  as  it 
did  between  98°  and  101°  F.,  until  the  patient  having  complained 
of  pain  in  the  hip,  I  found  on  December  14  definite  fullness  and 
obscure  deep  fluctuation  over  the  left  sacro-iliac  synchondrosis. 

Thinking,  naturally  enough,  that  we  had  to  deal  with  a  metas- 
tatic pysemic  abscess,  on  December  16  I  had  the  jiatieut  put  under 
chloroform,  and  after  aspiration  had  shown  the  presence  of  pus,  I 
made  an  incision  over  the  swelling  and  found  a  small  abscess  deep 
under  the  glutei  muscles.  No  evidence  of  bone  disease  was  found, 
and  the  abscess  cavity  did  not  seem  to  communicate  with  the  hip- 
joint.  But  a  narrow  track  was  discovered  leading  downwards  in 
the  direction  of  the  great  trochanter,  and  a  second  incision  was 
therefore  made  behind  the  trochanter  so  as  to  communicate  with 
the  lower  end  of  this  track  and  to  provide  counter-drainage. 

During  the  following  week  the  temperature  was  normal  for 
most  of  the  time.  Occasionally,  however,  it  rose  in  the  evening  to 
99°  F.     The  ear  and  neck  wounds  were  going  on  well. 

The  sinus  in  the  hip  continued  to  discharge  turbid  serum,  and 
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during  the  following  month  exuberant  granulations  formed  at  the 
orifice  of  the  gluteal  wound.  The  trochanter  wound  closed  about 
December  24. 

Suspicions  of  tuberculosis  uow  began  to  fill  our  minds,  and  on 
January  15,  1915,  Dr.  J.  Mackeith,  who  has  been  devoting  much 
attention  to  tuberculin  treatment  at  the  hospital,  kindly  gave  the 
boy  a  test-dose  of  O.T.  0"0005  nigrm.  hypodermically.  That  even- 
ing the  temperature  rose  to  99'2°  F.,  and  during  the  next  few  days 
the  serous  flow  from  the  wound  seemed  to  be  I'ather  more  free  than 
usual,  but  no  other  focal  reaction  appeared. 

On  January  22,  a  second  and  a  larger  test-dose  was  administered 
(O'OOOl  mgrm.  O.T.),  and  on  that  evening  the  temperature  rose  to 
101"2°  F.,  while  the  serous  discharge  from  the  wound  became 
really  copious.  But  a  more  interesting  and  conclusive  pheno- 
menon appeared.  After  a  couple  of  diiys  of  free  discharge  the 
sinus  became  dry,  the  exuberant  granulations  shrank,  and  by 
Februarj'  5  the  gluteal  wound  had  quite  cicatrized  over. 

The  mastoid  and  cervical  wounds  having  healed,  he  was  there- 
fore discharged  from  the  hospital,  but  remained  under  Dr. 
Mackeith's  care  for  tuberculin  treatment. 

In  April  a  small  cold  abscess  appeai-ed  in  the  cervical  scar,  and 
was  incised,  rapidly  healing  again,  doubtless  under  the  influence 
of  the  tuberculin. 

The  family  history  shows  some  tendency  to  the  occui'rence  of 
"  chronic  abscess." 

Presumably  the  acute  illness  predisposed  the  patient  to  the 
occurrence  of  tuberculous  abscesses.  But  I  must  admit  that  in 
the  first  instance  I  was  completely  deceived  as  to  the  nature  of 
the  abscess. 


CLINICAL     NOTE. 


THE    DANGEROUS    REPUTATION    OF    ADRENALIN. 

That  adrenalin  is  regarded  as  a  Jangei'ous  drug  by  many  pharma- 
cologists and  anaesthetists  comes  with  a  shock  of  surprise  to  oto- 
laryugologists,  accustomed  as  they  are  to  use  it,  locally,  at  all  events, 
in  a  very  lavish  manner.  For  the  general  opinion  among  throat  and 
ear  surgeons  undoubtedly  is  that  adrenalin  is  a  safe  as  well  as  a  powerful 
remedy,  particularly  in  cocaine  poisoning  and  in  conditions  of  surgical 
shock,  therein  agreeing  with  Briiuings,  who  says  : 

•'  In  the   course   of   one  or   more   minutes  ^  to  1  c.c.  of  the  usual 
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1  :  1000  solution  ''  (of  adrenalin)  "  (or,  better  still,  the  correspoudinar 
quantity  of  a  ten  times  diluted  solution)  is  injected  into  a  vein.  There- 
upon the  mucous  membranes  lose  their  colour  almost  at  once ;  an 
enormous  rise  in  blood-pressure  takes  place,  and  tlie  heart,  under  the 
influence  of  the  direct  action  of  the  adrenalin,  often  begins  again  to 
beat,  when  all  other  stimulants  had  failed  "  ("  Die  direkte  Laryugo- 
skopie,"  p.  173,  f.  n.). 

When,  however,  we  listen  to  recent  workers  upon  the  pharmacology 
of  adrenalin,  we  discover  that  a  proceeding  such  as  this  of  Briiniugs 
would  be  regarded  by  them  with  serious  misgivings. 

Injected  directly  into  a  vein,  as  Briinings  directs,  adrenalin  induces 
a  widespread  series  of  phenomena  which  Elliott  has  shown  to  be  due  to 
stimulation  of  the  sympathetic  nerves  all  over  the  body.  To  begin  with, 
there  is  a  general  contraction  of  arterioles,  save  in  the  lungs,  the  brain, 
and  the  heart,  in  consequence  of  which  a  great  rise  in  blood-pressure 
occurs.  Obviously,  if  the  heart  be  weak,  the  obstrviction  to  its  efforts 
produced  by  the  general  vaso-constriction  may  have  serious  consequences, 
unless,  as  Briinings  says,  the  action  of  the  adrenalin  upon  the  heart 
muscle  is  of  a  stimulating  character.  As  to  this,  if  we  are  to  credit  recent 
observation,  Briinings  and  the  rest  of  us  are  wrong.  Watson  points  out 
that  the  rise  in  blood-pressure  affects  the  systolic  pliase  only,  the  diastolic 
pressure  being  actually  much  lower  than  normal.  These  are  the  characters 
of  the  blood-pressure  readings  in  aortic  regurgitation.  Consequently 
Watson  suggests  that  adrenalin  prevents  the  normal  closure  of  the  aortic 
valves  bv  its  dilating  action  upon  the  muscular  tissue  of  the  root  of  the 
aorta.  If  this  be  true,  then  the  rise  in  blood-pressure  after  the  injection 
of  adrenalin  is  misleaoi'ng  as  an  indication  of  an  increase  in  the  vigour 
of  the  circulation. 

In  opposition  to  this  opinion,  however,  we  note  the  statement  of  a 
well-known  pharmacologist,  such  as  Cushny,  that  the  effect  of  the  drug 
upon  the  sympathetic  nerves  in  the  heart  leads  to  an  acceleration  and 
augmentation  of  the  beat,  which,  after  a  longer  or  shorter  period  of 
reflex  vagus  inhibition,  recurs  and  persists  until  the  action  of  the  drug 
has  passed  off'. 

Thus  opinion  does  not  seem  to  be  quite  decided  on  the  point. 

Again,  adrenalin  given  hypodermically  in  the  course  of  a  chloroform 
narcosis  has  on  several  occasions  been  followed  by  the  collapse  and 
death  of  the  patient,  an  accident  which  Levy  has  attributed  to  cardiac 
fibrillation. 

For  this  reason  Mortimer  and  others  have  uttered  warnings  against 
the  use  of  adrenalin,  not  only  intravenously,  but  even  hypodermically, 
during  chloroform  narcosis  and  in  shock. 

Watson,  indeed,  goes  so  far  as  to  say  that  "adrenalin  is  a  dangerous 
drug  which  should  always  be  used  with  caution  and  never  as  a  general 
blood-jjressure  elevator,"  which  is  exactly  opjjosite  to  Briinings'  advice 
given  above. 

Which  is  correct  ? 

Most  practising  oto-hirvngologists,  arguing  from  their  own  large 
experience  of  adrenalin  in  all  sorts  of  conditions,  will  probalily  be  inclined 
to  side  with  Briinings,  and  to  look  upon  adrenalin  as  being  not  only 
harmless,  but  also  useful  in  counteracting  and  relieving  surgical  shock. 
To  begin  with,  there  is  no  doubt  whatever  that,  when  cocaine  is  used 
for  surface  ausesthesia  in  combination  with  adrenalin,  cocaine  poisoning 
is  less  frequent  than  when  the  former  is  used  alone.  Again,  when 
adrenalin  is  combined  with  novocaine  and  eucaine  and  used  in  iufilti-atiou 
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ansestliesia,  shock   both   during   aud  aftei-  operation  is  certainly  much 
less  severe  than  when  a  general  anaesthetic  is  employed. 

It  is  true  that  when  adrenalin  is  used  in  these  ways,  the  local 
ischsemise,  which  is  at  once  induced,  sets  up  a  barrier  to  the  rapid 
absorption  of  the  di-ugs  into  the  general  circulation.  Nevertheless,  it 
is  against  the  hypodermic  use  of  adrenalin,  no  less  than  against  its 
intravenous  administration,  that  Watson  and  the  anaesthetists  Lave 
uttered  their  warniug. 

Then,  again,  there  is  the  use  of  adrenalin  hypodermieally  in  the  treat- 
ment of  asthma,  a  method  which  its  success  is  rendering  exceedingly 
popular.  The  apparent  mystery  of  the  action  of  adrenalin  in  asthma,  V)y 
the  way,  is  cleared  up  by  Cushny,  although,  curiously  enough,  he  does 
not  seem  to  mention  its  employment  in  this  complaint. 

"Adrenalin,"  he  says,  "injected  intravenously  dilates  the  bronchi 
widely,  an  effect  wliich  is  especially  noticeable  when  they  have  been  pre- 
viously contracted  by  pilocarpine  or  pliysostigmiue.  This  is  not  the  same 
as  the  dilation  caused  by  atropine,  but  arises  from  adrenalin  stimulating 
the  terminations  of  the  bronchial  sympathetic  fibres,  which  cause  relaxa- 
tion of  the  muscle."  ("  Text-book  of  Pharmacology  aud  Therapeutics," 
sixth  edition,  1915,  p.  368.) 

The  present  writer  has  a  vivid  recollection  of  a  case  in  wliich,  after  a 
nasal  operation  had  been  performed  upon  an  asthmatic  patient  under 
chloroform,  an  alarming  attack  of  asthma  set  in  as  he  was  coming  round 
from  the  anaesthetic — the  usual  time  for  such  an  event,  w^e  may  remark. 
The  breathing  became  more  and  more  laboured  in  spite  of  all  efforts 
to  relieve  it,  and  cyanosis  was  being  followed  by  the  ominous  livid  pallor 
that  signals  the  imminent  failure  of  heart  and  respiration  when  v\o  of  ad- 
renalin solution  (1  :  1000)  were  injected  hypodei-mically.  The  effect  was 
magical.  In  about  half  a  minute  the  spasm  ceased,  and  the  breathing 
became  quiet  and  peaceful,  with  a  rapid  restoration  to  the  normal  in  the 
colour  of  the  lips  and  face. 

It  is  said  that  the  habitual  use  of  adrenalin  in  asthma  is  likely  to  lead 
to  arteriosclerosis.  At  all  events,  a  German  experimenter  has  reported 
this  as  having  occurred  in  animals.  Whether  his  observation  has  ever 
been  confirmed  or  not  it  is  difficult  to  say.  The  belief  in  such  an  ending, 
nevertheless,  has  obtained  a  wide  currency.  All  the  same,  most  asthmatic 
people  seem  inclined  to  risk  the  arteriosclerosis. 

Equally  in  opposition  to  those  who  look  upon  adrenalin  as  a  dangerous 
agent  is  the  practice,  suggested  and  carried  out  by  Milian  (see  Journ. 
or  Laeyngol.,  Ehinol,  and  Otol.,  vol.  xxix,  p.  168),  of  counter- 
acting the  depressant  effects  of  salvarsan  upon  the  circulation  by  an 
intra-muscular  injection  of  1  to  2  e.c.  of  a  1  :  1000  solution  of  adrenalin, 
immediately  before  the  arsenical  compound  is  administered. 

From  the  foregoing  remarks,  then,  it  will  be  seen  that  in  this  matter 
of  the  action  of  adrenalin  upon  the  system  there  seems  to  be  considerable 
disagreement  between  the  clinician  and  the  pharmacologist,  a  by  no 
means  unpi-ecedented  occurrence,  and  one  which  is,  probably,  to  some 
extent  traceable  to  the  fact  that  the  clinician  is  an  observer  of  the  action 
of  the  drug  in  abnormal  conditions,  while  the  ]>harmacologist  records  its 
behaviour  in  normal  conditions.  Watson's  experiments,  for  example, 
were  carried  out  in  healthy  young  men  and  women,  in  whom,  of  course, 
the  blood-pressure  behaves  quite  differently  from  what  it  does  in  asthenic 
persons. 

In  chloroform  narcosis,  again,  the  occurrence  of  a  few  fatalities  after 
adrenalin  had  been  injected  may  onlv  have  been  a  coincidence.     Levy's 
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explanation,  that  death  was  thie  to  the  adrenalin  setting  up  fibrillation  of 
the  cardiac  muscle,  is  vitiated  by  the  fact  that  chloroform  itself  is  said  to 
induce  fibrillation  at  times,  and  to  cause  death  by  doing  so.  And  when 
it  is  remembered  how  frequently  adrenalin  is  employed  during  surgical 
operations  under  chloroform  without  any  apparent  ill  effects,  one  feels 
even  less  inclined  to  adopt  the  opinion  that  it  is  particularly  dangerous  to 
employ  adrenalin  under  these  conditions. 

A  survey  of  the  whole  question,  then,  in  all  its  bearings,  leads  us  to 
the  conclusion  that  the  case  against  adrenalin  is,  for  the  present,  not 
proven.  Further  investigation  on  the  part  of  the  pharmacologist  is 
needed  before  the  reliance  of  the  operating  surgeon  upon  the  safety 
of  adrenalin  can  be  broken.  At  the  same  time,  the  latter  cannot  avoid 
being  influenced  by  the  warnings  which  have  been  given,  to  the  extent  of 
keeping  a  weather-eye  open  to  the  possibility  of  trouble  arising  from  this 
source.  The  natural  tendency,  uo  doubt,  will  be  to  limit  the  application 
of  adrenalin  to  mucous  surfaces  and  to  subcutaneous  tissues,  and  to  avoid 
the  intravenous  administration  of  the  drug.  The  last-mentioned  method 
is,  of  course,  only  adopted  in  combatting  shock,  and  we  possess,  in 
pituitrin,  for  exanij^le,  an  agent  which  seems  to  be  almost,  if  not  quite,  as 
powerfid  a  remedy  for  this  disturbance  as  adrenalin  is,  without,  as  far  as 
we  know,  any  of  the  reputed  dangers  of  the  latter  substance. 

D.  M. 
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was  standing  with  his  back  to  the  parapet  when  a  bullet  eutered  below 
the  right  mastoid  and  emerged  at  the  inner  angle  of  the  left  orbit.  He 
was  unconscious  from  April  23  to  June  9.  He  has  a  hazy  remem- 
brance of  having  heard  the  nurse  say,  "  Nothing  was  being  done,  as  the 
man  could  not  live."  He  gradually  improved,  however,  and  on  August  30, 
before  being  sent  back  to  Canada,  he  visited  friends  in  the  North  of 
England.  While  there  he  suddenly  developed  left  hemiplegia.  He  rapidly 
improved  and  eutered  Moore  Barracks  Hospital  at  Shorncliffe,  and 
he  came  under  my  care.  The  notes  made  on  October  9  are  as  follows  : 
Small  sinus  at  the  inner  canthus  of  left  eye  discharging  pus.  Complete 
right  facial  paralysis.  Well-defined  weakness  of  the  left  arm  and  leg, 
especially  extensors  and  flexors,  with  wasting  of  muscles  of  left  arm 
and  leg.  Sensory  functions  undisturbed.  He  is  unable  to  balance 
himself  on  his  feet  and  walks  like  a  drunken  man.  Right  ear  quite 
deaf.  Heart  and  lungs  normal.  Left  arm :  Humerus  fractured  at  the 
middle  third  on  the  same  day  as  other  injury  ;  good  union  and  good 
alignment.     Bullet  still  in  the  triceps  muscle. 

Present  condition  :  Facial  paralysis  unimproved.  Deafness  obstruc- 
tive in  type.  Eight  middle  turbinal  and  etlimoid  partially  destroyed. 
Eight  sphenoid  contains  muco-pus.  Yellow  pus  high  up  in  the  right 
nostril,  probably  coming  from  frontal  sinus,  which  I  was  unable 
to  irrigate.  Eight  antrum  negative ;  pus  in  the  left  infundibulum  ; 
left  antrum  contains  foul  pus.  I  was  unable  to  get  into  the  left  frontal 
sinus  wound  as  the  inner  canthus  has  been  closed  for  some  weeks. 

Ophthalmoscopic  examination :  Right  eye — large  retinal  detach- 
ment, and  practically  blind  ;  when  he  blows  his  nose  he  feels  as  if 
something  moves  behind  the  right  eyeball.  Left  eye — vision  badly 
imjiaired,  due  to  large  detachment.  There  is  also  sensory  disturbance 
over  the  right  cheek-bone. 

In  civil  life  this  soldier  was  a  physician  practising  in  Ontario,  and 
enlisted  as  a  private  in  the  First  Canadian  Contingent. 

I  should  like  to  hear  opinions  as  to  the  desirability  of  ojaerating  on 
the  infected  sinuses.  I  am  not  sure  how  intimately  the  intra-ocular 
metabolism  is  related  to  that  of  the  accessory  sinuses,  but  the  work  of 
Ziem  shows  it  is  very  intimate.  If  the  clearing  ovit  of  the  sinuses  will 
lessen  the  liability  to  further  retinal  detachment  later,  I  will  do  it,  but 
I  do  not  want  to  do  anything  which  will  make  the  condition  worse  ;  the 
man's  condition  is  very  pitiable  already,  as  he  is  blind  in  one  eye  and 
has  an  extensive  detachment  of  the  retina  in  the  other. 

Traumatic  Paralysis  of  the  Yocal  Cord. — Major  Perry  Gold- 
smith, C.A.M.C. — Corporal  T- ,  3rd  Battalion,  First  Canadian  Con- 
tingent, aged  thirty-two.  Paralysis  of  left  vocal  cord,  traumatic. 
Shrapnel  wound  in  neck  on  April  22,  followed  by  immediate  loss  of 
voice  and  spitting  of  blood ;  scar  2  in.  external,  and  1  in.  above 
sterno-clavicular  joint ;  was  unconscious  for  about  an  hour,  and  hoarse 
when  he  came  to ;  forty-eight  hours  afterwards  shrapnel  was  re- 
moved. Subsequently  a  great  deal  of  muco-pus  and  blood  expectorated. 
Voice  very  rough ;  a  little  talking  tires  it.  The  recurrent  laryngeal 
nerve  was  severed  rather  low  down.  Before  the  war  such  cases  were 
rarely  seen  except  after  operations  on  the  thyroid  gland.  Laryngoscopic 
examination  :  Fixation  of  left  vocal  cord ;  right  cord  compensating  by 
over-action.  If  the  head  is  well  thrown  back  and  he  drinks  anything 
it  causes  spasms  of  coughing. 


February,  1916.]  Rhinology,  and  Otology.  45 

Dr.  W.\TSON-WiLLiAMS  :  After  a  considerable  experience  of  infected 
sphenoidal  sinuses  (and  I  have  operated  on  several  hundred  patients), 
particularly  cases  in  which  the  optic  nerve  tract  has  been  distinctly 
iuvolveil,  I  should  have  no  hesitation  in  opening  the  sinuses  in  the  first 
case  and  establishing  drainage.  If  this  be  supplemented  by  lavage  and 
appropriate  treatment,  it  promises  improvement  in  the  retinal  condition 
and  arrest  of  the  sinus  disease.  I  have  never  seen  any  untov.'ard  results 
from  that  course  in  regard  to  the  visual  or  colour  fields,  and  where  these 
are  contracted  it  often  results  in  restoration  to  the  normal. 

Dr.  DuNDAs  Grant  :  I  agree  that  the  advice  tendered  by  Dr.  Watson- 
Williams  is  the  wisest  and  safest  for  this  patient.  With  regard  to 
anastomosis  of  the  facial  nerve,  there  are  fine  descriptions  of  it  in  many 
books,  but  reports  of  end-results  are  very  sparse.  I  would  like  to  know 
from  those  who  have  seen  the  results  of  such  anastomoses  whether  they 
have  been  satisfactory. 

Dr.  JoBSON  HoRNE :  The  question  in  the  second  case  is  as  to  whether 
anything  can  be  done  to  improve  the  voice.  Similar  cases  in  men  from 
the  Front  have  come  under  my  notice,  and  in  the  light  of  these  1  think 
that  the  region  should  be  examined  with  the  X  rays,  to  make  sure  there 
is  no  cause  of  pressure,  such  as  the  presence  of  a  shrapnel  splinter,  on  the 
recurrent  laryngeal  nerve.  If  nothing  is  seen,  I  am  opposed  to  any 
exploratoiy  operation.  Experience  shows  that  in  such  cases  time  is  a 
healer. 

Mr.  Tii-LEY  :  I  agree  with  Dr.  Home's  advice.  I  have  seen  two  cases 
of  palsy  of  the  recurrent  nerve  from  neck  wounds  ;  apart  from  this  lesion 
the  patients  are  well.  The  wounds  have  healeil,  and  the  X  rays  do  not 
reveal  any  foreign  body  in  the  neck.  My  advice  is  to  leave  matters 
alone,  because  one  does  not  know  whether  the  nerve  is  cut  or  only 
bruised ;  in  the  latter  event,  time  may  show  a  recovery  ;  and  in  such 
cases,  even  if  the  cord  remained  paralysed  in  the  adducted  position, 
the  voice  becomes  quite  good  owing  to  a  compensatory  action  of  the  other 
vocal  cord. 

Dr.  Peters  :  With  regard  to  the  patient  with  nasal  trouble,  in  a 
somewhat  similar  case,  but  in  which  the  bone  was  not  so  interfered  with, 
I  took  out  the  middle  of  the  nose  and  did  a  modified  Roux's  operation. 
The  nose  in  this  case  was  a  very  long  one,  and  the  procedure  gave  a  very 
good  result,  enabling  the  nasal  passages  to  be  opened.  With  regard  to 
Major  Goldsmith's  sinus  case,  it  is  extraordinary  to  see  how  tlie  infection 
seems  to  have  developed  through  the  splienoidal  region  and  to  have 
imitated,  to  some  extent,  the  paralysis  which  is  so  common  after  cerebro- 
spinal meningitis,  though  I  do  not  know  that  the  meningococcus  is  present 
in  this  case.  The  infection,  probaljly  streptococcal  or  by  some  other  non- 
thrombosing  coccus,  has  found  its  way  through  the  sphenoidal  region. 
There  has  been  active  mischief,  and  I  recommend  draining.  In  the 
laryngeal  case  it  is  most  difficult  to  know  how  much  of  the  paralysis  is 
due  to  shock  and  how  much  to  actual  nerve  damage.  In  one  case  I  saw, 
in  which  the  paralysis  was  evidently  due  to  shock,  the  cord  had  been  in  a 
position  of  abduction  spasm,  and  the  condition  varied  from  day  to  day. 

Encapsulated  Tumour  removed  from  Region  of  Left  Tonsil, 
Soft  Palate,  etc. — J.  W.  Bond. — Patient,  aged  sixty,  was  found  by 
a  dentist  to  have  a  growth  at  the  back  of  his  mouth.  The  fauces  were 
two-thirds  obstructed  by  a  mass  on  the  left,  projectiug  from  between  the 
pillars  of  the  fauces,  upwards  into  nasopharynx,  downwards  to  base 
of  tongue,  forwards  to  mid-line  of  ramus.     The  posterior  border  could 
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not  be  reached  behind,  and,  externally,  it  presented  between  the  angle  of 
jaw  and  the  mastoid.  As  a  whole  it  was  smooth,  hard  in  parts,  with 
defined  border,  and  slightly  movable.  Operation,  five  days  later,  by 
exposing  surface  of  growth  in  fauces,  no  splitting  of  cheek  being  found 
necessary.  It  seemed  especially  attached  far  back,  internal  to  the 
mastoid  process.  A  preliminary  lai-yngotomy  was  performed.  The 
pathological  report  is  of  a  roughly  lobulated,  encapsulated  mass,  weighing 
51  grm.,  and  measuring  65  cm.  by  4'75  cm. :  "  On  section  it  is  composed 
of  alveoli  and  strings  of  cells  enclosed  in  a  stroma  of  fibrous  tissue,  with 
myxomatous  and  cartilaginous  areas.  Its  general  structure  is  that  of  an 
endothelioma,  such  as  would  arise  in  the  palate  or  in  a  salivary  gland. 
We  do  not  think  it  is  strictly  a  tonsillar  tumour." 

Tumour  of  Palate. — George  Badgerow. — Male,  aged  thirty-eight. 
The  tumour  has  been  slowly  increasing  in  size ;  there  is  slight  difiiculty 
in  swallowing  and  speaking.  The  swelling  obscures  the  faucial  arch  and 
projects  forward  on  the  base  of  the  tongue,  lying  more  to  the  right  of  the 
middle  line. 

The  President  :  I  regard  Mr.  Badgerow's  case  as  an  adenoma,  and 
I  think  it  can  be  readily  removed  by  enucleation. 

Dr.  Don  ELAN  :  I  repoi-ted  a  similar  ease  to  the  Section  several  years 
ago.  Endotheliomata  in  that  region,  the  so-called  "  potato  tumours  "  of 
Jonathan  Hutchinson,  are  supposed  to  originate  from  the  carotid  body, 
and  might,  as  in  this  case,  be  present  in  the  phai-ynx.  I  would  like  to 
know  whether  the  President  found  anything  in  his  dissection  which  sup- 
ports that  view.  The  reference  to  an  attachment  inside  the  mastoid 
would  seem  to  show  that  it  does  not  hold  in  all  cases.  In  my  own  case 
the  tumour  had  a  more  distinct  relation  to  the  carotid,  and,  growing  out- 
wards, ultimately  involved  the  skin.  A  general  surgeon  was  consulted  at 
an  early  stage,  but  as  it  even  then  involved  all  the  great  vessels  it  was 
considered  inoperable. 

Mr.  O'Malley  :  I  have  recently  seen  two  practically  identical  cases. 
The  first  was  sent  from  France  as  a  peritonsillar  abscess,  which  had  been 
opened  on  two  or  three  occasions  and  nothing  found  in  it.  I  enucleated 
the  mass,  which  was  absolutely  encapsulated,  between  the  mucous  mem- 
brane at  the  front  and  the  mucous  memlirane  at  tlie  back,  in  the  soft 
palate  tissue.  I  had  a  section  made  of  it,  and  one  pathologist  reported 
it  as  sarcoma ;  that  was  previous  to  my  operation.  Since  then  I  have 
taken  portions  to  two  authorities,  who  regard  it  as  adenoma.  In  the 
second  case  I  saw,  I  did  not  hesitate  to  attempt  enucleation.  It  shelled 
out  easily,  and  healed  up  as  well  as  a  wound  could.  Perhaps,  imder  the 
circumstances,  I  shall  not  be  able  to  see  the  patient  long  enough  to  know 
whether  there  will  be  a  recurrence,  but  I  do  not  anticipate  such  an  event. 

The  President  (in  reply)  :  I  think  the  tumour  I  removed  came  from 
the  base  of  the  slvull.  With  diificulty  I  reached  the  back  of  it  from  the 
mouth,  and  was  able  to  remove  it  after  stringing  it  with  fishing-line  ajid 
pulling  witli  gland  forceps,  twisting  one  way  and  the  other,  and  also  using 
a  raspatorv.  For  several  weeks  after  the  operation  the  patient  com- 
plained much  of  giddiness  when  he  stooped,  but  that  has  passed  off,  and 
he  is  now  increasing  in  weight  at  the  rate  of  1  lb.  per  week. 

Intrinsic  Cancer  of  the  Larynx,  One  Year  after  Operation 
by  Laryngo-flssure. — Sir  StClair  Thomson. — This  gentleman,  aged 
seventy,  '"'as  shown  to  the   Section  on  November  6,  1914,  before  opera- 
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tiou,'  and  again  on  December  4,  1914,  after  the  operation  of  laryngo- 
fissure  on  November  12. 

It  will  be  remembered  that  doubt  was  thrown  on  tlie  diagnosis  by 
some  members  at  the  first  meeting,  as  the  cord  was  mobile  and  no  portion 
had  been  examined  under  the  microscope.  A  section  of  the  growth 
removed  at  the  operation  was  sliowu  before  the  Section  on  February  5, 
1915,  and  was  reported  on  by  Prof.  Shattock  to  be  an  early  squamous- 
oelled  carcinoma.  It  will  also  be  remembered  that  the  microscopic 
e.vamiuatiou  of  the  growth  removed  liy  laryngo-fissure  on  November  12 
suggested  tliat  the  growth  had  spread  right  up  to  the  line  of  excision  in 
tlie  posterior  subglottic  region,  A  second  laryngo-fissure  was  therefore 
performed  on  November  20,  and  the  patient  was  shown  to  the  Section  a 
fortniglit  later.  The  case  is  shown  for  the  following  reasons:  (1)  The 
diagnosis  was  made  in  the  absence  of  any  microscopic  report  and  in  a 
case  wliere  the  cord  preserved  its  mobility.  (2)  Although  the  patient 
had  reached  the  age  of  three  score  years  and  ten,  he  was  able  to  support 
two  operations  for  laryngo-fissure  within  ten  days  of  one  another.  (8)  He 
has  passed  the  first,  i.  e.  the  important,  year  of  probation  without  any 
suspicion  of  recurrence.  (4)  He  has  a  good  strong  voice  and  enjoys 
excellent  health. 

The  President  :  It  seems  to  be  a  very  successful  case ;  on  the 
whole,  one  expects  these  cases  to  be  successful,  as  the  operation  performed 
has  become  a  regular  and  stamlard  one,  and  that  fact  does  credit  to  the 
various  past  presidents  of  the  Section.  To  me  the  particular  case  is  not 
so  interesting  as  the  difficulties  of  operation,  and  I  would  like  to  know 
from  Sir  StClair  Thomson  what  he  finds  to  be  the  chief  difficulties. 
My  own  difficulty  consists  chiefly  in  seeing  properly  the  area  of  operation. 

Mr.  Herbert  Tillet:  I  note  the  words,  "  He  has  passed  the  first — 
i.  e.  the  important — year  of  probation  without  any  suspicion  of  recur- 
rence." I  think  one  should  be  very  careful  in  these  cases,  because  there 
is  a  feeling  abroad  that  if  there  be  no  recurrence  in  the  first  year,  one  is 
warranted  in  speaking  of  the  ease  as  cured.  Here  is  a  photograph  of  a 
recurrence  nine  years  after  the  primary  operation,  this  i-ecurrence  causing 
death  from  re-growth  in  the  other  cord,  ending  in  sudden  suffocation.  I 
have  had  another  patient,  originally  under  the  care  of  Sir  Felix  Semon, 
who  suffered  from  recurrence  thirteen  years  after  removal  of  carcinoma. 
Two  months  ago  I  saw  a  third  case  on  whom  I  operated  seven  years  ago  ; 
lie  came  because  his  voice  was  not  so  good,  and  a  recuri'ence  of  typical 
epithelioma  was  seen,  for  which  half  the  larynx  was  removed.  Last  week 
I  saw  a  fourth  case,  which  was  shown  at  this  Section  two  years  ago,  and 
there  is  uovr  a  granular-looking  recurrence.  The  time  has  come  for 
revision  of  the  view  that  absence  of  recurrence  for  a  year  is  tantamount 
to  cure.  With  regard  to  the  operation,  my  custom  is  to  use  a  strong 
headlight,  which  overcomes  all  the  difficulty  of  which  the  President 
has  spoken. 

Dr.  JoBSON  Horne  :  As  one  who  threw  doubt  on  the  diagnosis  of  the 
case  when  it  was  first  shown  to  the  Section,  I  still  feel,  from  a  clinical 
]>oint  of  view,  that  it  must  have  been  a  very  earlv  case  indeed  of 
epithelioma.  The  early  diagnosis  strengthens,  of  course,  a  favourable 
prognosis.  With  regard  to  the  control  of  lisemorrhage  and  the  movement 
of  the  parts  during  the  operation,  some  years  ago  I  adopted  the  use  of 
cocaine.  A  pledget  of  cotton  wool  soaked  with  a  10  per  cent,  solution 
of  cocaine  is  placed  within  the  larynx  immediately  after   the  thyroid 

'  See  JoijRN.  oi!-  Larvngul.,  Rhinol.,  and  Otol.,  vol.  xxxj  pp.  13:*,  161. 
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cartilage  has  been  opened.  That  causes  much  bhiuchiug  of  the  area 
of  operation,  but  bleeding  from  a  small  vessel  in  the  arvtsenoi<l  region  at 
times  give  trouble.     Cocaine,  in  my  opinion,  is  preferable  to  adrenalin. 

Dr.  DuNDAs  Grant  :  I  think  it  important,  in  order  to  get  a  good 
view,  to  make  a  clean  section  between  the  vocal  cords,  at  the  anterior 
part  of  the  larvnx.  I  have  seen  a  very  experienced  surgeon  get  only 
a  confused  and  diificult  view  after  opening  the  thyroid  cartilage  from 
without.  I  make  the  incision  from  within  outwards,  passing  the  Isistourv 
from  the  thyi-oid  notch  inwards  and  downwards,  afterwards  cutting 
outwards.  That  cannot  be  done  very  well  if  the  cartilages  are  already 
ossified,  but  much  the  same  effect  is  produced  by  using  Waggett's  forceps 
for  splitting  the  thyroid  cartilage.  The  occurrence  of  htemorrhage  is 
another  difficulty,  this  taking  place  after  the  cutting  away  of  the  cord  ;  I 
have  used  the  galvano-cautery  in  these  cases,  even  the  Facjuelin,  and  that 
seems  to  be  excellent  also  in  preventing  recurrence  ;  its  use  is  strongly 
insisted  on  by  mauv  American  operators.  The  only  objection  to  the  cauterv 
seems  to  be  that  the  voice  is  not  quite  so  good  afterwards  as  if  it  had  not 
been  used.  We  feel  indebted  to  the  exhibitor  lor  having  had  tlie  coolness 
to  do  a  second  opei'ation  ;  it  was  much  better  than  anxiously  waiting  to 
see  what  would  happen. 

The  President  ;  I  think  some  of  the  cases  of  recurrence  are  really 
due  to  inoculation  of  diseased  cells.  It  is  well  known  that  these  cells 
cannot  live  outside  the  body. 

Sii-  StClair  Thomson  (in  reply)  :  I  cut  off  the  patient's  tobacco  and 
alcohol  for  a  week  before  the  operation,  have  the  mouth  purified,  and  any 
tooth  stumps  extracted.  I  am  also  very  particular  whom  I  have  as  anaes- 
thetist, so  that  there  is  no  risk  of  air-starvation.  An  hour  before 
operation  I  inject  the  skin  with  eudrenine,  which  renders  the  area  prac- 
tically bloodless  until  the  trachea  is  reached.  Then  I  stab  the  trachea 
with  a  hypodermic  syringe  containing  16  drops  of  2i  per  cent,  cocaine. 
That  makes  tracheotomies  as  peaceful  a  performance  as  opening  mastoids. 
After  this  stabbing  of  the  trachea  witii  the  local  anaesthetic,  I  wait  ten 
minutes  ;  then  the  sudden  rush  of  air  which  follows  the  introduction  of 
the  tracheotomy  cannula  does  not  cause  the  reflex  cough  which  so  often 
splashes  the  operator  and  surroundings.  After  splitting  the  larynx  I  put 
in  a  pledget  of  wool  soaked  with  cocaine  aud  adrenalin.  The  removal  of 
the  growth  is  done  l)v  submucous  resection.  I  try  to  raise  the  vocal  cord 
with  its  tumour  by  dissecting  up  the  perichondrium,  so  as  to  leave  the  inner 
surface  of  the  thyroid  cartilage  bare.  Tears  ago,  before  submucous  resec- 
tion came  in,  hsemori-hage  was  a  great  trouble,  but  that  does  not  now  come 
on  until  the  undermined  growth  is  removed.  Then  I  divideabove  and  lielow, 
lea^ang  the  worst  until  the  last,  namely,  separation  round  the  arytajuoid. 
Here  there  are  many  muscles  and  attachments,  and  a  little  vessel  which 
sometimes  spouts.  That  can  be  pinched  for  a  short  time  with  pressure 
forceps.  I  agree  as  to  the  ditficulty  of  seeing  properly  in  these  cases ;  quite 
ap.art  from  the  light,  one  only  gets  an  oblique  view,  aud  the  tbvroid  wings 
cannot  be  foi-cibly  separated.  I  have  tried  to  overcome  that  difficulty  by 
semi-dislocating  the  larynx  on  the  spinal  column.  With  regard  to  recur- 
rences, I  think  our  views  may  be  summed  up  by  saying  that  if  a  case 
comes  back  with  disease  within  a  year,  it  is  incomplete  removal ;  if  it 
comes  back  after  that  time,  it  is  recurrence.  It  is  the  first  year  which  is 
the  anxious  time,  and  especially  the  first  three  months.  Recurrences 
at  the  long  periods  mentioned  by  Mr.  Tilley  are  a  matter  which  the 
Cancer  Research  may  well  take  up,  because  the  recurrence  of  disease  is 
not  always  at  the  original  area.     I  have  had  a  case  in  which  the  recur- 
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rence  was  at  the  liase  of  the  tongue  on  the  opposite  side ;  yet  tliere  is  but 
little  direct  lymphatic  connection  between  the  two  sites,  namely,  the 
rigiit  cord  and  the  opposite  lingual  tonsil.  This  morning  I  suffered  one 
t)t'  my  disappointments — a  patient  on  whom  I  did  laryugo-fissure 
followed  by  a  complete  Liryngectomy  six  years  ago.  It  was  one  of  mv 
show  cases  ;  the  patient  wore  a  Yim  Brun's  instrument,  and  spoke 
well.  Now  there  is  a  very  hard  gland  attached  to  the  carotid,  and  I 
feel  sure  it  is  malignant ;  yet  there  has  been  no  recurrence  in  his 
throat  meanwdiile.  I  agree  with  Dr.  Grant's  remarks  as  to  cutting 
from  within  outward.  If  there  is  ossifica*^ion,  I  use  a  saw.  I  use 
Waggett's  shears,  which  have  been  cousideraoly  improved  by  Dr.  Irwin 
Moore. 

Congenital  Fistula  of  the  Nose.— Hunter  Tod. — Male  adult.  At 
birth  a  small  opening  was  noticed  at  the  lower  part  of  the  liridge  of  the 
nose.  As  long  as  the  patient  can  remember,  a  slight  secretion  could  be 
squeezed  out  on  pressure.  During  the  last  two  or  three  years  an  inflam- 
matory swelling  has  occurred  interinitteutly  over  the  bridge  of  the  nose 
which  appears  to  be  due  to  retention  of  the  secretion.  Opinions  are 
invited  with  regard  to  treatment. 

Dr.  Kelson:  I  have  had  two  similar  cases:  one  a  girl,  whom  I 
showed  in  1904,  whose  photograph  I  now  exhibit.  Botli  the  cases  were 
vei'v  obstinate,  and  Ijoth  were  operated  upon  several  times.  One  finallv 
healed,  but  the  other  disappeared  from  my  view.  I  expect  Mr.  Tod 
will  find  some  difficulty  in  this  case.  Fortunately  his  patient  is  a  man, 
to  whom  the  question  of  after-a[ipearance  is  not  so  vital  as  to  a  female. 

Mr.  EosE  :  I  have  had  one  such  case.  Before  I  saw  the  patient  for 
the  first  time,  the  external  opening  had  been  closed  by  a  previous 
operation.  A  cyst  had  formed,  converting  the  end  of  the  nose  into  what 
looked  like  a  red  cherry.  On  opening  the  cyst,  pus  and  clear  glairy 
fluid  exuded.  The  pressure  of  the  cyst  had  caused  absorption  of 
part  of  the  nasal  bones  and  a  considerable  area  of  the  triangular  curtilage. 
1  tried  several  times  to  destroy  the  lining  of  the  cyst :  it  could  not  be 
dissected  out  without  removing  a  considerable  part  of  the  external  skin 
of  the  nose.  It  was  scraped  on  several  occasions  and  various  caustics 
were  applied,  Init  when  the  opening  was  allowed  to  close,  the  swelling 
returned  and  burst  or  had  to  be  opened.  The  most  I'ecent  efforts  have 
taken  the  form  of  electrical  treatment — rather  powerful  ionisation. 
Recently  I  heard  that  the  fistula  is  miw  closed  and  that  there  is  no 
sign  of  recurrence.  To  rely  upon  scraping  is,  in  my  experience, 
unfavourable. 

Mr.  Hunter  Tod  (in  rejily)  :  I  brought  the  case  because  I  foresaw 
difficulties.  I  consider  this  is  a  true  congenital  cyst  of  the  nose,  owing 
to  lack  of  fusion  of  the  globular  processes  with  the  fronto-uasal  process. 
The  patient  complained  bitterly  because  his  nose  swelled  up  at  intervals 
and  was  unsightly.  I  told  the  patient  that  operation  probably  would 
be  successful,  but  might  be  a  failure,  and  therefore  the  patient  should 
himself  decide  whether  he  would  submit  to  it  or  not.  I  am  indebted  to 
Mr.  Eose  for  his  opinion. 

Malignant  Papillomatous  Growth  of  Left  Inferior  Turbinate 

and  Ethmoidal  Region. — Hunter  Tod.— Mis.  L ,  aged  sixty-two, 

Avas  first  seen  in  January,  1911,  complaining  of  left  nasal  obstruction 
and  epistaxis.  On  examination,  the  lelt  side  of  the  nose  was  found 
to  be  occupied  by  a  soft,  papillomatous  growth,  attached  by  a  broad 
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base  to  the  inferior  turbinate.  The  growth  was  removed,  but  recurred 
in  three  months.  It  was  then  removed  again.  Microscopical  examina- 
tion of  portions  of  the  growth  on  each  occasion  proved  it  to  be  a  jiro- 
liferating  papilloma. 

In  December,  1911,'  the  patient  was  shown  to  this  section  by 
Mr.  E.  W.  Bain.  There  was  an  interesting  discussion  with  regard 
to  the  nature  of  the  growth,  it  being  considered  of  rare  occurrence.  A 
portion  of  the  growth  was  then  sent  to  the  Morbid  Growths  Comraittee, 
who  subsequently  reported  as  follows  :  "  All  agree  that  it  shows  the 
structure  of  an  innocent  papilloma." 

Shortly  afterwards  the  patient   ceased  attending  the  hospital,  and 
oulv  returned  in  October,  1914.  complaining  of  pain  over  the  left  side 
of  the  face.     Intra-uasal  examination   showed  the  left  side  to  be  filled 
with   the   growth,  which  appeared  more  friable  and  hsemorrhagic  than 
w^heu  seen  two   years   previously.     Thei-e   was   also   much  purulent   dis- 
charge.    The  antrum  was  dark  on  transillumination  and  was  punctured 
through  the  inferior  meatus  of  the  nose.     A  small  quantity  of  pus  was 
washed  out.     A  portion  of  the  growth  was  removed  and  sent  to  the 
pathologist  for  microscopical  examination.     His  report  was  "  papillary 
columnar  and  polygonal-celled  carcinoma  of  mucosa  of  inferior  turbinate." 
The  patient  was  admitted  into  the  hospital  and  operated  upon  on 
October  29,  1914.     The   external   carotid   was  first  tied   in    the    neck. 
An  incision  was  made  from  the  level  of  the  inner  cauthus  of  the  left 
eye  and  continued  downwards  along  the  junction  of  nose  and  cheek, 
curving   round   the  ala  nasi   until  it  entered  the  lower  margin  of  the 
nostril.     On  the  soft  parts  being  retracted  and  well  separated,  a  clear 
view    of    the    interior   of    the    nose    could    be   obtained.       The    anterior 
alveolar  and  nasal  portion  of  the  superior  maxilla  was  removed,  exposing 
the  growth,  which  could  be  seen  to  have  pushed  the  nasal  wall  of  the 
antrum  outwards,  so  that  the  antrum  itself  was  quite  a  small  cavity  and 
was  filled  with  pus.     An  attempt  was  made  to  shell  out  the  growth,  but 
it  was  too  friable  and    had    to   be   removed   piecemeal.     The  whole  of 
the  antro-nasal  wall,  including   the   inferior   turbinate  and   ethmoidal 
region,  was   completely   removed   and   the   sphenoidal   cavity  curetted. 
A.t  the  end  of  the  operation  the  interior  of  the  nose  appeared  as  a  large 
smooth  cavity.     Owing  to  the  tying  of  the  external  carotid,  there  was 
very  little  bleeding.     The  external  wound  was  sutured  and  the  nasal 
cavity  plugged  with  strips  of  gauze  smeared  with  sterilised  oil,  which 
were   removed   two   days    later.     The   patient   made   an   nninterrupted 
recovery. 

In  March,  1915,  some  granulations  appeared  in  the  sphenoidal  and 
post-ethmoidal  regions.  A  microscopical  section  of  a  portion  removed 
showed  '•  solid  trabecular  columnar  and  polygonal-celled  carcinoma  of 
the  mucosa."'  The  patient  was  admitted  to  the  hospital.  The  area  of 
growth  was  removed  liy  means  of  cui-ettiug  and  punch  forcejis.  A  tube 
of  radium  was  then  applied  directly  to  this  area  and  left  within  the  nose 
for  twenty-four  hours. 

On  October  5,  1915  (one  month  ago),  a  few  granulations  appeared 
at  the  margin  of  the  sphenoidal  opening.  As  a  precautionary  measure, 
a  tube  of  radium  was  again  applied  locally  for  twelve  hours  and  the 
granulations  subsequently  disappeared.  The  nasal  cavity  now  appears 
quite  free  from  growth,  the  only  inconvenience  being  that  owing  to  the 
size  of  the  cavity  it  becomes  lined  with  crusts  if  the  patient  is  at  all 
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neglectful    with   regard   to    keeping    it   thoroughly  clean.     Microscopic 
sections  are  shown. 

The  President  :  Here  again  the  question  of  recurrence  clue  to 
inoculation  occurs.     The  result  seems  to  be  very  good. 

Mr.  EosE :  I  regard  the  specimen  as  of  unusual  interest,  and  I  am 
glad  it  has  lieen  brought  forward.  I  have 'had  two  similar  cases,  but 
have  lost  siglit  of  them.  A  recurrence  occurred  in  each  case,  and  the 
growth  was  removed,  and  as  long  as  the  patients  were  kept  imder 
observation  ther.-  was  no  further  recurrence.  If  anything  further  happens 
in  this  case  I  hope  Mr.  Tod  will  report  it. 

Dr.  Pegler  :  The  original  specimen  shown  by  Mr.  Bain  is  now  in  the 
Museum  of  the  Roval  College  of  Surgeons,  and  is  highly  interesting  as 
an  example  of  what  was  then  considered  to  be  an  unusually  large  papil- 
loma. A  microscopic  section  of  it  is  in  the  cabinet,  and  I  hope  Mr.  Tod 
will  forward  a  section  of  the  present  growth,  which,  if  malignant,  makes 
a  comparison  of  the  two  a  point  of  special  interest. 

Mr.  Hunter  Tod  (in  reply)  :  Since  the  case  was  put  on  the  agenda. 
Dr.  Turubull,  Pathologist  at  the  London  Hospital,  has  again  examined 
the  section  very  carefully,  and  is  not  now  so  certain  that  the  case  is  a 
true  carcinoma.  He  now  reports  as  follows  :  "  The  specimens  show  a 
villous,  fibro-epithelia!.  transitional  celleil  growth.  The  proof  of  malitr- 
nancy  in  such  a  growth  depends  upon  invasion  of  the  subjacent  tissues 
by  the  epithelium  ;  of  this  there  is  no  evidence  except  in  one  spot  in 
specimen  1.  The  formation  of  atypical  cells  in  the  epithelium  is,  how- 
ever, so  frequently  the  precursor  or  accompaniment  of  invasion  that  the 
appearances  in  specimens  1  and  3  justify,  I  think,  a  diagnosis  of  malig- 
nant tendency."  Though  the  diagnosis  was  that  the  growth  was  of 
malignant  tendency,  1  think  the  operation  which  has  been  performed  is 
the  correct  one.  I  should  like  the  Morbid  Growths  Committee  to  express 
an  opinion  about  the  growth,  as  I  regard  it  as  an  important  case. 

Chronic  Suppuration  of  the  Left  Frontal  Ethmoidal  and 
Maxillary  Sinuses.—  J.  L.  Irwin  Moore. — This  case,  a  fenialc.  uow 
aged  fifty-four,  was  shown  at  the  Section  meeting  on  May  5.  1911,'  to 
illustrate  the  satisfactory  results  of  a  complete  Kiliian  operation  on  the 
left  frontal  sinus.  An  intranasal  operation  had  also  been  performed  at 
the  same  time  on  the  left  maxillary  antrum.  Previouslv  to  the  operation 
patient  had  suffered  for  eic'ht  years  from  .severe  pain  over  the  left  frontal 
sinus  shooting  down  the  face  and  neck,  witli  constant  discharge  of  pus 
from  the  left  naris.     She  used  six  handkerchiefs  a  dav. 

When  operated  upon  in  March,  1911,  the  left  frontal  sinus  was  full 
of  pus  and  degenerated  mucous  membrane.  A  complete  Kiliian  opera- 
tion was  performed,  and  it  was  necessary  to  remove  the  roof  of  the  orbit 
in  order  to  obliterate  the  sinus.  The  ethmoid  cells,  which  were  exten- 
sively diseased,  were  removed  together  with  many  polvpi  and  much 
degenerated  mucosa  from  the  left  maxillarv  antrum. 

When  shown  in  May,  1911,  the  left  frontal  sinus  was  completely 
obliterated,  there  had  been  no  nasal  discharge  since  the  operation,  all 
headache  had  disappeared,  and  ihe  patient's  health  had  greatly  improved. 

Patient  is  now  suffering  from  atrophic  rhinitis  of  the  left  nasal  fossa 
with  great  pain  over  the  left  maxillary  antrum  extending  to  the  ear  and 
side  of  neck.  Three  months  after  operation  the  left  nasal  fossa  again 
began  to  secrete  pus  in  considerable  quantity,  which  appeared  to  come 
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from  the  maxillary  autruiii.  A  Caldwell-Luc  operation  was  tlierefore 
]ierforined  ou  this  left  antrum  and  some  rmbealthy  polypoid  mucosa 
removed.  Improvement  followed  for  six  months  till  June.  1912,  when 
the  discharge  of  pus  again  became  considerable,  accompanied  by  crusts. 
The  pain  over  cheek  became  n.ore  severe.  Examination  of  the  pus  showed 
the  presence  of  the  Friedliinder  liacillus.  Two  months'  treatment  by 
vaccine  diminished  both  the  discharge  and  pain  for  six  months,  patient 
at  this  time  using  only  one  haudkei'chief  a  day. 

In  January,  1913,  discharge  again  increased,  and  became  more 
atrophic  in  character,  with  fishy  smell,  accompanied  by  exacerbations  of 
pain.  Vaccine  treatment  foi-  six  months  residted  ngain  in  great  improve- 
ment, there  being  scarcely  any  discharge,  the  patient  "  hardly  knowing 
what  it  was  to  use  a  handkerchief." 

In  consequence  of  intense  infra -orbital  neuralgia  from  June  to 
October,  1913,  the  left  maxillary  antrum  was  reopened  through  the 
canine  fossa,  and  the  bony  canal  surrounding  the  infraorbital  nerve  was 
partiallv  removed,  with  great  relief  of  pain. 

From  January  to  June,  1914,  discharge  again  increased.  A  three- 
months"  course  of  vHccine  gave  no  result.  Since  this  date  the  discharge 
and  pain  have  continued  with  only  slight  variation  from  day  to  day,  and 
no  treatment  gives  any  relief. 

Although  troubled  with  this  atrophic  condition  and  severe  pain, 
patient's  health  is  much  better  than  when  first  seen  in  1911.  Any 
suggestions  as  to  treatment  would  be  most  acceptable. 

Mr.  TiLLEY:  I  have  had  one  or  two  cases  of  sinus  suppuration  in 
which  the  radical  operations  were  performed  and  the  sinuses  cured,  but 
afterwards  the  patients  had  typical  atrophic  rhinitis  with  crusts.  I 
cannot  explain  the  reason  for  this.  If  Dr.  Moore  can  cure  the  headache 
accompanying  atrophic  rhinitis — a  very  common  sym]>toni — he  will  earn 
my  thanks. 

Mr.  O'Malley  :  I  recently  operated  upon  a  case  in  which  the  antrum 
had  previouslv  been  opened  and  had  closed.  Though  the  opening  is  now 
jiatent,  the  patient  still  complains  of  pain  in  the  cheek.  There  is  nothing 
the  matter  with  the  frontal  sinus  in  this  case,  and  I  wondered  what  was 
the  explanation.  I  have  looked  up  a  dry  skull,  and  have  seen  that  an 
ethmoidal  cell  passes  as  far  out  as  the  infra-orbital  canal,  and  there  seems 
no  reason  why  structures  in  that  canal  should  not  be  involwd,  just  as 
sphenoidal  sinus  disease  involves  the  optic  nerve.  In  doing  an  extensive^ 
frontal  sinus  operation  it  is  very  difficult  to  approach  that  regi<jn  unless 
one  proceeds  upwards  from  the  antrum  under  the  floor  of  the  orbit.  I 
do  not  think  the  recurrence  in  Dr.  Moore's  case  can  be  due  to  atrophic 
rhinitis,  which  is  a  continuous  and  not  an  intermittent  affection,  and 
thei-e  is  probably  a  cell  under  the  floor  of  the  orbit  which  from  time  to 
time  causes  these  recurrences,  implicating  the  infra-orbital  nerve. 

Dr.  Pbgler  :  I  consider  it  a  mistake  to  call  this  condition  "  atrophic 
rhinitis,"  the  true  pathology  of  which  is  so  little  known.  These  traumatic 
cases  shoidd  be  distinguished  from  the  idiopathic  disease.  Few  authori- 
ties will  agree  that  the  local  pain  is  due  to  neuritis,  but  most  will  have 
found  that  the  headache  in  atrophic  conditions  can  be  much  relieved  by 
careful  lavage ;  at  least,  that  is  my  own  experience. 

Dr.  Dan  McKenzie  :  In  my  experience,  cases  of  the  kind  are  not 
uncommon.  There  is  a  drying  up  in  the  process  of  getting  well,  and 
what  is  called  atrophic  rhinitis  occurs.  If  Dr.  Moore  were  to  leave  this 
case  alone  without  further  treatment  I  think  it  would  get  well.  There 
conies  a  time  in  such  cases  when,  as  far  as  intranasal  operating  is  con- 
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cerned,  discretion  is  the  lietter  part  of  valour.     Tlie  paiu  I  consider  to  be 
due  to  neuritis,  winch  will  also  disappear  in  time. 

Dr.  MooEE  :  I  consider  that  the  condition  is  due  to  atrophic  rhinitis. 
I  cannot  iind  any  ethmoid  cells  to  account  for  the  discliar^e,  for  they 
were  thorouu-hly  removed  at  the  time  of  the  original  operation.  There  is 
no  doubt  that  the  frontal  sinus  cannot  account  for  it,  for  this  was  com- 
pletely oliliterated.  No  sphenoid  sinus  can  be  found ;  this  w^as  apparently 
obliterated  at  the  same  time  as  the  ethmoid  cells.  The  patient  washes 
out  her  nose  daily,  but  is  much  troubled  at  times  with  large  atrophic 
scabs  in  the  post  nasal  space.  She  is  anxious  to  be  relieved  of  this,  also 
of  the  paiu.     1  ask  for  suggestions  as  to  further  treatment. 

A  Nasopharyngeal  Polypus  (Choanal  Polypus)  originating  in 
the  Right  Maxillary  Antrum. — J.  L.  Irwin  Moore. — The  patient, 
a  male,  aged  forty-lwo,  was  sliown  at  the  meeting  on  May  7,  1915. 
He  had  a  growth  in  the  right  maxillar}'  antrum  extending  through  the 
middle  meatus  into  the  nasopharynx,  where  a  dependent  portion  could 
be  seen.  FoUowmg  the  introduction  of  the  radium  emanation  tube  on 
April  20  into  the  maxillary  antrum,  the  swelling  over  the  outer  antral 
wall,  which  involved  a  portion  of  the  soft  parts,  gradually  subsided. 
A  fcetid  purulent  discharge  followed  from  the  naris  and  the  opening  in 
the  canine  fossa. 

On  June  15  patient  complained  of  a  recurrence — during  the  previous 
five  days — of  the  lirawny  swelling  over  the  right  maxillary  antrum, 
accompanied  by  marked  oedema  of  the  right  lower  eyelid. 

On  June  :.;4  under  chloroform  an  attempt  was  made  to  pass  a  wire 
snare  through  the  right  naris  in  order  to  encircle  the  post-nasal  depen- 
dent portion  of  the  growth,  with  a  view  to  evulsion.  From  a  post- 
rhinoscopic  examination  this  appeared  to  be  quite  simple,  but  it  was  found 
to  be  impossilile  on  account  of  the  growth  obstructing  the  choaua 
and  being  tirndy  attached  to  the  choanal  margin.  No  forceps  would 
pass  along  the  naris  past  the  growth,  the  aperture  only  admitting 
instruments  the  size  ot  the  snare  tube.  With  the  patient's  head  in 
the  dependent  position,  the  protruding  post-nasal  extension  of  the  growth 
was  removed  piecemeal  through  the  mouth  l)y  means  of  Luc's  forceps, 
guided  by  the  index  linger  of  the  left  hand  in  the  nasopharynx.  This 
portion  (.if  the  growth  was  of  a  hard  consistence  and  firmly  attached  to 
the  choanal  margin  and  the  spheno-ethmoidal  recess,  and  it  had  absorbed 
a  portion  of  the  posterior  edge  of  the  vomer.  The  removal  of  the  intra- 
nasal portion  of  the  growth  was  carried  out  in  a  similar  way  by  the 
forceps.  The  opening  into  the  maxillary  antrum  through  the  canine 
fossa  was  next  enlarged,  and  the  antral  portion  of  the  growth,  which 
filled  nearly  the  entire  cavity,  was  found  to  be  soft  and  necrosed.  This 
was  removed,  together  with  the  antro-nasal  wall,  which  had  been 
partially  absorbed  by  the  growth.  The  turbiuals  and  ethmoidal  cells 
had  also  been  absorbed,  so  that  the  operation  converted  the  left  nasal 
fossa  into  one  large  cavity.  There  was  no  post-operative  haemorrhage 
and  no  packing  was  required.  The  patient  made  a  speedy  recovery  and 
left  the  hospital  in  a  week. 

The  case  is  interesting  in  that  (1)  it  confirms  the  view  that  the 
maxillarv  antrum  may  be  the  seat  of  origin  of  these  naso|iharyngeal 
polypi  (choanal  polypi).  (2)  It  shows  that  these  polypi  are  subject 
to  inflammatory  changes,  and  may  cause  extensive  adhesions  and 
absorption  of  bone,  e.  ij.  in  this  case  there  were  found  necrosis  and 
absorption  of  portions  of  the  outer  antral  wall  involving  skin  of  the 
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cheek,  uasal  wall,  sphenoidal  sinus,  ethmoidal  cells,  and  vomer.  (3)  The 
rapid  removal  of  such  a  growth  with  the  forceps  makes  the  bleediug 
negligible.  (4)  The  dependent  position  of  the  head  does  away  with  the 
danger  and  risk  of  blood  being  drawn  into  the  laryu.x,  and  hence  avoids 
the  necessity  of  a  preliminary  tracheotomy.  (5)  The  growth  could  not 
have  been  removed  en  masse  by  evulsion  with  forceps  or  snare.  By 
these  three  routes  it  was  possible  to  remove  piecemeal  the  whole  of  a  very 
extensive  growth,  so  that  more  formidable  procedures — e.  y.  Moure's  or 
Rouge's  external  operations — were  unnecessary. 

The  skiagrams  by  Dr.  Finzi  show  both  maxillary  antra  to  be  some- 
what opaque,  the  right  more  so  than  the  left.  This  is  well  seen  iu  the 
oblique  views.  The  right  sphenoidal  sinus  is  very  opaque,  and  also  the 
ethmoidal  cells  on  the  right  side.  The  photograph  of  patient  taken 
before  operation  shows  the  marked  swelling  over  the  right  maxillary 
antrum.     Microscopic  sections  of  the  growth  are  shown. 

Report  hij  Profess'ir  S.  G.  SJiattock. —  (A)  From  the  maxUlary  antrvm. 
— The  pedicle:  This  consists  of  loose,  connective  tissue,  of  an  open  felt- 
work  of  slightly  wavy  fibrils,  fairly  well  provided  with  proper  cells. 
Tliat  the  material  is  not  a  mere  coagulum  appears  from  the  fact  that 
the  fibrils  are  arranged  more  or  less  iu  intersecting  bundles,  and  so 
present  the  usual  differences  according  as  the  bundles  are  divided 
longitudinally  or  transversely,  and  the  cells  exhibit  corresponding 
variations  in  form.  The  vessels  are  comparatively  few  and  of  incon- 
sideralile  size ;  the  hyaline  condition  of  their  walls  may  be  ascribed  to 
the  imbibition  of  fluid,  the  open  character  of  the  fibrous  tissue  being 
indicative  of  an  oedematous  infiltration. 

(B)  From  the  nasal  cavity. — This  exhibits  the  typical  structure  of  a 
soft  fibroma,  and  consists  of  loosely  arranged  wavy  fibres,  amongst  which 
there  is  a  fair  abundance  of  proper  lamellar  cells.  The  investing 
epithelium  is  in  places  intact. 

(C)  From  the  nasopharynx. — This  portion  of  the  tumour  consists  of 
a  particularly  open  feltwork  of  very  delicate  fibres  arising  from  coarser 
strands  of  connective  tissue,  the  appearances  being  attributable  to  oedema 
of  a  connective  tissue  basis,  arising  probably  from  pressure  constriction. 
The  proper  lamellar  cells  are  relatively  few,  but  their  nuclei  are  well 
stained.  Polymorphonuclear  leucocytes  and  plasma  cells  occur  in  the 
meshes.  The  vessels  are  filled  with  normal  blood ;  here  and  there  the 
tissue  is  necrotic*  The  investing  epithelium  is  in  places  intact.  The 
histological  diagnosis  of  the  neoplasm  is  a  soft  fibroma  in  which  oedema 
has  occurred. 

The  President  :  I  consider  that  in  many  of  these  cases  there  is  no 
necessity  to  think  of  doing  a  laryugotomy  or  tracheotomy.  It  is  unusual 
for  these  growths  to  involve  the  skin  of  the  cheek.  1  have  never  seen 
a  choanal  polypus  do  so  :  such  involvement  is  seen  oftener  in  the  case  of 
sarcoma. 

Final  Notes  on  a  Case  of  Malignant  Stricture  of  the  (Esophagus, 
situated   |  in.  above    the  Sternal  Motch.— J.  L.  Irwin   Moore. — 

Shown  at  the  Section  meetings  on  November  6.  1914,  and  May  7,  1915,  to 
illustrate  the  benefits  of  Dr.  William  Hill's  stvletted  orocesophago-gastric 
feeding-tube.  The  patient  was  so  comfortable  with  the  tube  that  he  could 
not  be  persuaded  to  return  and  have  a  new  one  inserted.     A  few  days 

'  In  the  necrotic  tissue  specially  prepared  sections  show  the  presence  of  short 
streptococci  and  fusiform  Gram  negative  bacilli  (Dr.  Eastes'  Lahoratory  cf  Patho- 
logy and  Public  Health), 
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after  the  last  report  on  the  case  the  tube  became  blocked,  and  all  attempts 
to  unblock  it  failed  :  it  was  therefore  removed.  The  rubber  was  found  to 
have  perished,  the  tube  liad  been  flattened  by  the  pressure  of  the  growth, 
and  the  wire  stylet  broken  aud  corroded.  Three  days  later  the  patient 
came  to  town,  but  it  was  found  impossible  to  insert  another  tube  through 
tlie  stricture,  uor  could  even  the  smallest  bougie  be  passed.  Gastrostomy 
was  therefore  performed  two  days  later,  but  the  patient  only  survived 
eighteen  days. 

This  case  is  interesting  in  showuig  that:  (1)  A  patient  suffering 
from  malignant  stricture  of  the  oesophagus,  which  would  ouW  admit  a 
small  catheter,  may  be  kept  alive  for  eight  mouths  aud  satisfactorily  fed 
on  semi-solid  foods,  per  vias  nafurales.  by  means  of  this  tube  passed 
through  the  stricture  with  the  aid  of  the  oesophagoscope.  The  loss  of 
weight  was  slow,  being  only  1  st.  8  lb.  during  the  eight  months,  comjiared 
with  2  st.  9  lb.  during  the  two  months  preceding  the  intubation. 

(2)  The  operation  of  gastrostomy,  which  would  otherwise  have  been 
necessary  when  the  jKitieut  was  first  seen  in  September,  1914,  was  post- 
poned for  eight  months,  during  which  time  he  was  able  to  lead  a  cheerful 
life,  enjoy  his  food,  attend  to  his  business  as  a  traveller,  and  lay  by  some 
money  for  his  family. 

(3 )  As  l)r.  Hill  points  out,  the  tube  has  a  gradual  mechanical  dilating 
effect  on  a  stricture.  In  this  case,  after  insertion  for  a  few  days,  the 
patient  was  alile  to  swallow  liquids  and  even  semi-solid  foods  alongside 
the  tube.  After  tlie  tube  had  been  inserted  for  seven  weeks  and  then 
removed,  he  was  able  to  swallow  food  without  any  tube  for  nine  days. 
Again,  the  copious  secretion  of  saliva  and  mucus,  which  in  these  cases 
causes  such  disti-ess  to  the  patient,  was  greatly  reduced  and  relieved  by 
this  method  of  intubation. 

(4)  The  tube  should  not  be  left  in  situ  too  long  before  a  fresh  one  is 
inserted.     A  change  every  three  months  appears  to  be  advisable. 

Bullet  Wounds  of  Face  and  Neck. — W.  Stuart-Low. — Case  I. 
A  soldier  who  was  wounded  <m  June  1,  1915,  at  the  battle  of  Ypres  by  a 
bullet  which  entered  over  the  right  side  of  the  nasal  bridge,  passing 
through  tlie  right  maxillary  antrum,  the  roof  of  the  mouth,  the  tongue, 
and  the  left  ramus  oi  the  lower  jaw,  and  out  at  the  left  side  of  the  larynx. 
The  jaw  was  fractured,  and  having  been  very  skilfully  wired  by  Dr. 
James,  has  united  firmly.  The  ri-^ht  antrum  was  quite  dark  on  trans- 
illumination for  some  weeks,  no  doubt  due  to  a  blood-clot,  but  it  is  now 
clearer. 

Case  II. — A  soldier  wounded  in  Flanders  by  a  bullet  which  entered 
on  the  right  side  of  the  neck  and  passed  out  on  the  left  side.  It  must 
have  injured  the  larynx,  as  he  now  has  a  web  occupying  nearly  half  the 
glottis  and  greatly  impairing  his  respiration  and  vocalisation.  An 
expression  of  opinion  as  to  the  best  method  of  removing  this  membrane 
is  desired. 

Notes  of  the  case. — While  kneeling  and  firing  in  a  trench  during  a 
charge  he  felt  a  sudden  pain  in  the  right  side  of  his  neck,  which  he  at 
first  thought  was  nothing  but  a  blow  from  a  flying  piece  of  earth  or 
stone.  Shortly  after  he  felt  the  blood  trickling  down  the  neck,  and 
found  that  he  was  speechless,  being  unable  to  reply  to  the  questions 
asked  by  his  corporal.  Stretcher-bearers  found  him,  and  applied  a  first- 
aid  dressing,  aud  he  was  able  to  walk  back  about  four  miles  to  the 
casualty  station,  where  his  wound  was  more  carefully  examined.  The 
bullet  wound  of  entrance  was  found  to  be  in  the  neck,  about  2+  in.  below 


56  The  journal  of  Laryngology,      [February,  wie. 

the  riwht  ear,  passiut;  through  just  anterior  to  the  border  of  the  steruo- 
mastoid  muscle,  probably  through  the  larynx,  and  emerging  from  the 
neck  on  the  other  side  at  a  slightly  lower  level.  At  the  casualty  station 
he  was  inoculated  with  anti-tetanic  serum  soon  after  admission,  but  on 
the  second  day  it  was  necessary  to  perform  a  tracheotomy.  He  was  kept 
in  the  hospital  in  France  for  about  a  month,  and  then  sent  over  to  Fort 
Pitt  Military  Hospital.  Shortly  before  leaving  France  the  tracheotomy 
tube  was  removed.  He  was  admitted  at  the  Central  Loudon  Throat, 
Nose,  and  Ear  Hospital  on  October  19,  1915. 

The  Pkesident  :  I  consider  that  these  are  extremely  difficult  cases, 
and  that  some  operation  will  be  needed.  My  choice  would  lie  laryugo- 
fissure. 

Dr.  Peteks  :  I  think  the  second  case  should  be  left  alone.  Probably 
the  web  will  tliin  out  considerably,  and  if,  later,  removal  become  neces- 
sary, it  will  then  be  a  simple  matter. 

Dr.  Dan  McKenzie  :  I  think  diathermy  will  get  rid  of  the  web. 

Paralysis  of  Left  Vocal  Cord  from  Bullet  Wound  of  Neck.— 
Dan  McKenzie. — The  patient,  an  officer,  received  his  wound  in  May  of 
this  year  in  Gallipoli.  Immediately  after  receiving  it  he  became  aware 
that  he  could  only  speak  in  a  whisper.  The  wound  healed  up  in  three 
weeks  and  the  voice  has  returned,  so  that  he  can  now  converse  comfort- 
ably, although  shouting  soon  tires  it.  Laryngoscopy  shows  the  left  cord 
to  be  paralysed. 

There  are  two  questions  of  interest  in  the  case.  First,  the  cause  of  the 
paralysis.  The  bullet  (from  a  rifle)  entered  the  neck  in  the  middle  line 
behind,  opposite  the  fourth  cevvical  vertebra  (as  nearly  as  1  can  make 
out),  and  emerged  in  front  at  the  anterior  border  of  the  sternomastoid, 
at  a  spot  midway  between  the  upper  edge  of  the  thyroid  cartilage  and 
the  hyoid  bone.  At  this  level  obviously  it  must  have  been  the  left  vagus 
itself  which  was  severed,  and  that  without  any  apparent  injury  either  to 
the  carotid  vessels,  to  the  internal  jugular  vein,  or  to  the  sympathetic 
cord.     The  pulse  is  normal  in  rate  and  rhythm. 

The  second  question  was  put  to  me  by  the  patient.  In  civil  life  he  is 
a  barrister,  and  he  is  anxious  to  know  whether,  when  he  returns  to 
ordinary  life,  he  will  be  able  to  use  his  voice  in  court.  In  other  words, 
what  is  the  prognosis  as  regards  the  strength  of  the  voice  after  the  onset 
of  paralysis  of  one  vocal  cord  ? 

It  has  been  proposed  that  the  vagus  should  be  cut  down  upon  and 
re-united. 

The  President  ;  I  think  an  exploratory  operation  is  needed  in  order 
to  see  if  the  vagus  has  been  cut  across.  Where  there  is  possilily  only 
bruising  and  susjjension  of  function,  perhaps  for  a  long  time,  that  is  the 
first  course  to  think  of  before  deciding  on  further  measures. 

Closure  of  Nasal  Fistula  by  Grafting  over  a  Displaced  Middle 
Turbinal. — Andrew  Wylie. — Patient  was  injured  by  a  bullet  which 
entered  near  the  outer  angle  of  the  eye  and  made  its  exit  by  tearing  through 
the  right  nasal  bone,  leaving  a  large  opening.  Several  opei-ations  were 
performed  to  close  this  opening  without  success.  I  cut  the  middle 
turbinal  at  the  posterior  end  and  pushed  it  upwards  into  the  opening, 
leaving  a  small  part  attached.  The  outside  was  covered  by  a  skin  graft 
from  the  arm.     This  plan  proved  a  complete  success. 
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Shrapnel  Wound  of   Nose    and    Cheek.— L.  H.   Pegler.— The 

patient  is  a  suldier,  aged  twenty,  who  received  tlie  iujurv  last  Juue. 
Tlie  fragment  passed  across  the  face  from  behind  forwards,  throwing 
down  a  flap  of  tissue  below  the  right  lower  evelid  and  passing  through 
tlie  nose,  carrying  away  much  of  the  central  part.  Plastic  operations 
have  been  performed  at  a  provincial  military  hospital.  The  sight  of  the 
right  eve' is  lost.  Both  ears  were  suppurating  when  the  patient  came 
to  London  ;  this  has  now  ceased.  The  right  nasal  fossa  is  obstructed, 
but  the  patient  refuses  any  operation. 

The  President  :  I  think  improvement  can  be  brought  about  l>y 
forcible  dilatation  under  au  anesthetic  and  making  some  cuts,  a  jdug 
being  passed  daily,  as  has  been  done  in  some  cases  of  congenital 
syphilis. 

Dr.  Pegler  (in  reply)  :  Two  or  three  plastic  operations  have  been 
done  by  the  surgeons  at  Netley,  a  flap  having  lieen  turned  in  from  the 
cheek,  but  the  patient  pleaded  that  he  was  tired  of  operations,  and 
positively  refused  even  the  restoration  of  free  nasal  breathing,  which 
I  was  anxious  to  give  him,  and  for  which  he  had  been  sent  to  hospital. 

Empyema  of  Right  Frontal  Sinus.— L.  H.  Pegler. — The  patient 

is  a  soldier,  aged  twenty,  with  suppuration  of  anterior  ethmoidal  cells 
and  frontal  sinus  on  the  right  side  of  twelve  mouths'  duration.  It  had 
been  obscured  by  an  extreme  vomerine  deflection  of  the  septum.  The 
disease  was  not  diagnosed  till  sub-mucous  resection  had  been  performed, 
though  some  discharge  had  been  noticed  b_v  the  patient.  The  jiain 
complained  of  around  and  over  the  riglit  eye  is  slight.  The  principal 
subjective  symptom  is  giddiness.  Patient  is  subject  to  fainting  fits  on 
slight  provocation.  Irrigation  brings  away  a  formed  mass  of  purulent 
material  about  th^  size  of  the  right  frontal  sinus  space.  The  right 
antrum  is  not  involved.     A  skiagram  is  shown. 

The  President  :  I  should  be  inclined  to  make  a  larger  opening  into 
the  frontal  sinus,  and  with  washing  out  and  drainage,  improvement  ought 
to  follow. 

Postserij)t  hij  Br.  Peghr. — The  fronto-nasal  canal  has,  since  exhi- 
bition, been  enlarged  by  Dr.  P.  Watson-Williams'  method,  and  the 
patient  has  thereby  been  enabled  to  wash  out  his  sinus  himself  with 
corresponding  benefit,  though  some  discharge  continues. 


PROCEEDINGS     OF    THE    AMERICAN     LARYNGO- 
LOGICAL    ASSOCIATION. 

Held  in  Atlantic  City,  New  Jersey,  May  2o-'2~,  1914. 


(Continued  from  Vol.  XXX,  p.  496.) 

Recurrent  Lymphomata  of  the  Laryngo-pharynx— Presence 
of  Streptococcus  Haemolyticus  in  the  Growths  Excised  and  in 
an  Associated  Spheno-ethmoidal  Discharge— Autogenous  Vacci- 
nation—Arrest of  Recurrence— Recovery.— W.  E.  Casselberry.— 

A    causal    relationsliip   lietween    nasal    sinus    disease    and   tonsillar  and 
other  lymphoid  enlargements  of  a  certain  type,  prone  to  affect  parts 
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over  which  the  discharge  flows,  is  substantiated,  to  the  extent  at  least 
that  manifokl  extreme  enlargements  of  isolated  lymphoid  glands  of  the 
lar3'ngo-phaiTUx  were  found  to  have  been  excited  and  maintained  in 
chronic  form  by  infection  with  Sfrejitococcus  Jneniohjticus  derived  from 
a  spheno-ethnioidal  discharge  which  contained  the  same  organism.  The 
fact  is  significant  in  connection  with  the  modern  conviction  that  rheuma- 
toid, cardiac,  and  pyajmic  diseases  lead  out  from  local  foci  of  infection, 
as  it  shows  the  necessity  of  searching  for  the  focus  "  higher  up  "  than 
the  tonsils,  since  tonsillar  infection  itself  may  be  seeondarv  to  nasal 
sinus  disease.  It  supports  also  the  conviction  that  secondary  infection 
is  the  cause  of  the  gross  hyperplasia  of  the  follicles  in  the  fossa  of 
Rosenmiiller,  and  of  the  lymphoid  infiltration  of  the  folds  of  tissue 
about  the  Eustachian  tube,  which  are  observed  in  connection  with  sinus 
discharge,  and  which  lead  to  deafness  by  obstruction. 

The  term  lymphoma  is  used  synonymously  with  infectious  lymphoid 
swelliug.  In  size  and  shape  they  were  not  unlike  clusters  of  large  white 
grapes,  ranged  on  each  side  of  the  lai'vngo-pharynx,  where  they  filled 
the  pyriform  sinuses,  overrode  the  arytgenoids  and  encroached  upon  the 
lumen  of  the  laxynx.  There  were  in  all  six  separate  and  distinct  growths 
arranged  in  three  pairs.  Each  of  the  upper  pair  consisted  of  two  lobes, 
one  above,  the  other  below  the  side  of  the  epiglottis,  and  was  attached 
to  the  pharyngo-epiglottic  fold.  The  middle  pair,  somewhat  smaller, 
was  attached  to  the  aryepiglottic  folds,  and  the  lower  still  smaller  pair 
to  the  arytienoids ;  the  latter  suggests  that  other  instances  of  slighter 
degrees  of  hyperplasia  about  the  arytaenoids,  observed  in  sinus  suppura- 
tion, and  classed  as  chronic  lar_vugitis,  really  represent  secondary  infection 
of  the  lymphoid  glands  by  the  sinus  discharge  which  gravitates  to  that 
situation. 

The  faucial  tonsils  having  been  totally  enucleated  years  before, 
would  have  caused  the  upper  pair  of  lymphomata,  only  their  upper 
lobes  at  first  being  visible,  to  have  been  mistaken  for  compensatory 
growths,  were  it  not  unprecedented  for  the  isolated  follicles  iu  the 
laryngo-pharynx  so  late  in  life  as  fifty-four  years  of  age,  to  develop 
spontaneously  without  definite  cause  into  overgrowths  so  unusual  iu 
multiplicity,  size  and  situation. 

Meanwhile  the  mieroscopist  reported :  "  A  simple  hyperplasia  of 
lympluiid  tissue  corresponding  to  that  of  the  tonsil.  No  evidence 
of  malignancy."  And  the  bacteriologist  reported  the  presence  iu  the 
tissue,  iu  large  numbers  and  almost  pure  culture,  of  Streptococcus 
Jnemoljjticus,  the  same  organism  which  recently  had  caused  endemics 
of  severe  acute  infection  of  the  throat  and  cervical  lymphatic  glands, 
and  reported  also  that  the  spheno-ethmoidal  discharge  contained,  among 
others,  the  same  organism. 

Nine  months  from  the  start  the  dyspnoea,  choking  spells,  and 
impairment  of  voice  required  surgical  relief,  and  all  but  the  right  one 
of  the  middle  pair  of  growths  were  removed.  But  they  soon  re-developed, 
despite  external  exjiosures  to  the  X  rays. 

It  was  in  face  of  this  discouraging  prospect  that  hopes  were  centred 
upon  autogenous  vaccination.  All  other  treatment  was  suspended,  and 
despite  the  fact  that  one  of  the  middle  pair  had  not  yet  been  removed 
surgically,  it  was  now  left  to  serve  as  a  gauge  by  which  to  mark  the 
efficacy  of  the  vaccine.  Its  successful  effect  furnished  practical  con- 
firmation of  the  infective  origin  of  the  growths.  The  result  of  the  first 
dose  was  comparable  only  to  that  at  which  one  marvelled  in  the  early 
days  of    dijihtheria  antit(->xin.      The  change   commenced  within  twelve 
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liours,  with  relief  from  irritation  in  the  throat,  and  was  marked  within  two 
days  by  a  visible  diminution  in  size  of  the  lymphoma  which  had  been 
let  remain  as  a  gauge,  and  of  the  large  recurrent  growth  at  the  site  of 
the  first  one  removed.  The  further  recession  under  bi-weekly  doses  was 
uninterrupted  down  to  a  practical  and  permanent  disappearance  of  all 
the  growths  in  about  six  weeks. 

Joseph  L.  Goodale  :  I  am  very  much  interested  in  this  case,  as 
1  am  reminded  of  one  I  saw  several  years  ago,  which  I  reported  the 
lollowing  winter  in  Philadelphia,  and  which  bears  certain  resemblances 
in  this  respect.  A  woman  I  was  asked  to  see  showed  an  enormous 
enlargement  with  induration  of  the  left  tonsil,  the  induration  continuing 
behind  tl>e  tonsil  and  without  any  sharp  line  of  demarcation  to  the  base 
of  the  tongue  and  down  the  vault  to  the  larynx,  rapidly  increasing  so 
that  from  the  beginning  of  the  symptoms  to  the  time  when  I  saw  her 
it  had  produced  actual  dysphagia,  and  the  question  was  whether  we 
should  do  a  tracheotomy  or  remove  the  growth,  and  in  examination 
under  ether  the  growth  was  found  so  extensive  that  we  decided  to  let 
her  come  out.  During  the  next  week,  although  we  had  practically 
decided  the  condition  was  hopeless,  we  endeavoured  to  excite  an  auto- 
genous vaccination  by  the  injection  of  turpentine  under  the  skin.  That 
was  perhaps  the  wrong  thing  to  do.  At  the  same  time  we  gave  her 
the  Stajihyhjcocciis  aureus.  The  result  was  that  within  three  davs  she 
was  able  to  swallow.  Within  a  week  she  could  tireatlie  perfectly.  This 
was  in  May  :  when  I  went  away  the  last  of  June  she  had  left  the  hospital, 
and  examination  showed  nothing  in  the  situation  of  the  former  growth. 
When  I  saw  her  again  in  the  autumn  the  site  of  the  growth  was  repre- 
sented by  a  stellate  cicatrix.  She  then  disappeared  from  oljseivation  ;  I 
saw  her  last  spring;  she  has  been  in  perfect  health,  no  diihculty  of  any 
sort,  but  at  present  there  is  not  the  slightest  sign  of  lymphoid  tissue 
in  the  tonsil  fossa.  It  looks  as  though  a  complete  and  beautiful 
enucleation  had  been  performed. 

William  E.  Casselbeeby  (in  closing)  :  The  spheno-ethmoidal  dis- 
charge during  the  course  of  the  treatment  diminished  tenfold.  It  never 
was  entirely  eradicated,  but  it  is  now  so  slight  in  comparison  that 
the  jiatient  esteems  it  as  not  one-tenth  of  its  previous  quantitv.  There 
has  been  no  further  treatment.  Witli  regard  to  the  removal  of  the 
growths,  the  upper  ones  were  done  without  a  mirror,  liy  extreme  depres- 
sion of  the  tongue  with  the  patient's  head  directed  upward,  getting  hold 
of  the  growth  with  a  volsellum  and  pulling  it  up  and  getting  the  snare 
up.  The  fourth  was  done  in  much  the  same  manner,  but  under  the 
mirror.  Grasped  first  with  the  volsellum  under  laryngoscopic  observa- 
tion, and  then  the  snare  put  over  it,  also  with  laryngoscopy.  The  patient 
started  to  gag,  the  mirror  was  removed,  and  under  traction  the  snare  was 
drawn  home.  The  others  were  simple  enough  to  do  without  traction 
under  laryngoscopic  observation. 

Radium  in  Papilloma  of  the  Larynx  in  Adults.— F.  E.  Hopkins 

(Springfield,  Mass.). — Dr.  Clark's  paper,  read  before  the  Association  in 
IflOS,  brought  out  very  clearly  the  tendency  to  spontaneous  disappearance 
of  papilloma  of  the  larynx  in  children  when  the  age  of  active  growth  has 
passed  ;  but  the  tendency  toward  recvu'rence  is  more  persistent,  and  is  a 
more  desperate  one  in  the  adult.  Eadium  has  been  applied  directly  to 
the  larynx  in  no  great  number  of  cases  as  yet.  but  with  some  positive 
cures  reported.  More  than  a  single  application  may  be  necessary,  and 
burns  from  too  long  exposure  with  consequent  adhesions  and  contractions 
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are  possible.  Caution  is  advised  as  to  the  length  of  exposure  when  a 
powerful  tube  is  used,  and  a  necessity  for  more  than  one  application  is 
to  be  borne  in  mind. 

Henry  L.  JSwain  :  Dr.  Abbe  stated  in  New  Haven  recently,  in 
speaking  of  the  treatment  of  tumours  bv  radium,  that  he  had  one 
case  without  recurrence  after  live  years.  It  has  occurred  to  me  since 
I  have  been  using  suspension  laryngoscopy,  that  we  have  in  it  an 
admirable  method  of  exposing  these  paiiillomata  over  long  periods 
to  radium.  The  patient  is  hung  up  with  an  anajsthetic,  and  kept 
so  comfortably  for  so  long  a  period  that  we  can  radiate  them  at  our 
pleasure.  Dr.  Mayer  e.vhibited  patients  under  suspension  laryngoscopy. 
The  other  day  I  had  a  case  hung  up  for  over  an  hour  with  insufflation 
anaesthesia  through  the  nose,  breathing  perfectly  and  without  any  after- 
disComfort. 

D.  Bryson  Delavan  :  Eadium  is  especially  applicable  to  super- 
ficial growths,  and  papillomata  of  the  larynx  are  very  frequently  of  this 
class,  and  should  be  susceptible  to  relief  from  the  use  of  radium. 
Without  some  such  help  as  suspension  laryngoscopy,  it  is  practically 
impossible  to  make  an  exposure  of  the  radium  for  sufBcieut  time  to 
answer  the  purpose.  I  have  liad  under  observation  for  six  or  seven 
years  a  little  girl,  a  case  of  Dr.  Abbes,  whom  I  began  to  treat  with 
him  when  she  was  about  five  years  of  age.  I  refer  to  the  case,  not 
because  it  has  been  an  inveterate  case  of  papilloma,  but  because  the 
radium  has  not  been  as  effective  in  this  instance  as  in  almost  every 
other  case  I  have  seen,  and  I  would  particularly  refer  to  one  result  — not 
of  the  radium  treatment,  but  one  which  has  followed  in  the  case  perhaps 
from  influences  due  to  the  growth  itself — tliat  is,  the  distinct  contraction, 
especially  of  the  epiglottis ;  a  contraction  so  marked  as  to  be  quite 
unusual.  There  still  remains  a  large  mass  of  papillomatous  tissue  at 
the  base  of  the  epiglottis,  and  the  child  is  still  able  to  breathe  most 
of  the  time  through  the  mouth,  but  is  occasionally  forced  to  resort  to 
the  laryngeal  opening,  which  is  kept  packed.  The  contractures  which 
have  arisen  are  worthy  of  attention. 

Frederick  E.  Hopkins  (in  closing)  :  I  think  I  may  fairly  say 
that  my  conversation  with  Dr.  Abbe  makes  me  feel  one  can  speak 
much  more  positively  about  the  eflicacy  of  radium  than  I  felt  warranted 
in  stating  from  mv  own  e.xperience  in  my  one  case.  He  has  used  it 
for  fully  ten  years,  and  has  many  cases  of  undoubted  cure.  The  woman 
referred  to,  who  was  treated  so  long,  has  since  died,  but  she  lived  for 
three  years  after  the  application  of  radium,  dying  with  pneumonia, 
I  believe,  and  <luring  that  period  of  three  years  she  breathed  comfortably, 
with  no  recurrence  of  tlie  growth. 

Septic  Infection  of  Parotid  Glands. — F.  E.  Hopkins.— Structure 

and  anatomic  relations  account  for  the  prominent  symptoms  attending 
great  swelling  of  the  parotid  gland.  Each  intra-lobular  duct  is  a  branch 
of  a  subdivision  of  the  main  duct,  so  that  if  a  sejitic  infection  results 
in  closure  of  these  ducts,  drainage  is  impossible,  and  dissection  of  the 
gland  becomes  necessary.  Many  important  vessels  and  nerves,  including 
the  facial,  traverse  or  originate  within  the  substance  of  the  gland, 
making  dissection  difficult  and  dangerous.  The  gland  lies  in  contact 
with  internal  jugular  vein  and  internal  carotid  artery,  and  the  pueumo- 
gastric,  glossopharyngeal,  and  hypoglossal  nerves  ;  and  pressure  of  the 
distended  gland  causes  corresponding  functional  disturbance.     Sugges- 
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ti(ms    for    treat ineut  are  early    pmliiug   of   Steno's  duct   aud   efforts   to 
reduce  iutiammatiou,  which,  failiui;',  dissection  of  glaud  becomes  necessary. 

A  Case  of  Bilateral  Blindness  and  One  of  Unilateral  Scin- 
tillating Scotoma  Cured  by  Operations  on  the  Ethmoid  Cells. — 
Hanau  W.  Loeb.  -  Case  1  was  that  of  a  boy  who  was  practically  blind, 
the  vision  being  reiluced  to  yja-  on  the  right  side  and  yIo  on  the  left 
side.  The  sight  had  been  gradually  failing  for  three  weeks.  This  was 
accompanied  by  severe  supraorbital  headache.  Exenteration  of  both 
ethmoids  was  followed  by  complete  restoration  of  vision  within  one  week, 
improvement  being  gradual  from  the  time  of  operation. 

Case  2  was  that  of  a  girl,  sixteen  years  of  age,  who  had  been 
suffering  for  two  years  from  daily  attacks  of  severe  left-sided  head- 
ache, with  what  she  described  as  Hashes  appearing  iu  her  left  eye. 
These  attacks  lasted  for  about  five  minutes,  coming  on  without  any 
apparent  regularity  during  the  day,  and  without  any  cause  ascer- 
tainable on  the  patient.  Exenteration  of  the  left  ethmoid  resulted  in 
complete  cure,  the  patient  having  suffered  only  a  mild  attack  on  the 
day  of  the  operation. 

Dr.  Loeb  thinks  that  these  cases,  in  which  the  ethmoid  and  not  the 
sphenoid  was  at  fault,  may  confirm  his  investigations  on  the  anatomy 
of  this  region,  to  the  effect  that  under  ordinary  circumstances  the  optic 
nerve  is  in  close  relation  with  the  ethmoid  labyrinth  only  at  the  postero- 
external angle  of  the  last  posterior  cell.  Where  this  relation  exists, 
there  is  only  the  slightest  possibility  of  any  danger  to  the  optic  nerve 
in  suppuration  confined  to  the  ethmoid  cells.  But  when  the  last 
posterior  ethmoid  cell  replaces  the  sphenoid,  the  optic  nerve  runs  close 
to  and  along  the  external  wall  of  this  ethmoid  cell  (as  in  two  out  of 
thirtv  specimens  studied),  and  the  vulnerability  of  the  nerve  is  corre- 
spondinglv  heightened  iu  view  of  the  greatly  increased  portion  ex[)osed. 

Dr.  Joseph  H.  Bryan  :  In  my  experience  it  is  the  posterior  ethmoid 
cells  which  are  most  at  fault  at  the  juncture  of  the  sphenoid,  or  the 
posterior  ethmoid  cell  acting  on  the  optic  nerve  as  it  comes  through  rhe 
canal.  These  cases  where  the  wall  between  the  sinus  and  the  orbital 
cavity  is  very  thin,  naturally  may  be  due  to  some  pressure  effect,  but 
when  distantly  situated,  with  considerable  bone  between  the  cavity  aud 
the  nerve,  it  is  rather  difficult  to  explain,  unless  due  to  toxins,  aud 
it  is  my  belief  that  there  is  some  transmission  of  the  septic  matter 
to  the  nerve  tissues  which  bring  about  these  changes. 

Dr.  John  H.  Barnhill  :  In  a  study  of  this  question  I  came  across  a 
specimen  which  was  uuicjue.  I  could  well  believe  that  anything  could 
happen  to  the  optic  nerve  in  a  case  of  ethmoiditis  posterior  in  such 
an  instance.  The  specimen  shows  that  the  whole  optic  canal  runs 
entirely  through  one  of  the  posterior  ethmoidal  cells  much  as  would 
a  sewer  drain  run  through  tlie  ground.  It  is  attached  at  the  base  of  the 
cell,  and  three-quarters  of  the  circumference  of  that  osseous  tube  runs 
directly  through.  It  seems  incredible,  looking  at  the  very  thin  bone 
which  surrounds  the  bones  thi'oughout  this  half  inch  in  length,  that 
if  this  cell  were  filled  with  pus  and  the  drainage  impeded,  such  an  eye 
would  not  be  aifected  in  some  way,  as  Dr.  Loeb  has  explained. 

Dr.  B.  Alexander  Randall  :  I  have  seen  a  good  many  of  these 
cases,  some  of  them  of  great  interest ;  but  all  of  these  where  the  scotoma 
was  scintillating,  I  have  seen  to  be  distinctly  toxic  in  type  and  not 
dependent  on  anatomic  relations.  I  have  seen  the  blindness  and  fixed 
scotoma  quite  marked,  with  marked  swelling  of  the  optic  nerve. 
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Dr.  Hanatj  W.  Loeb  (St.  Louis),  iu  closing  :  Ethmoid  disease  is  more 
eommou  than  spheuoid  disease,  aud  wlieu  the  latter  siuus  is  affected  the 
ethmoid  is  also,  especially  in  the  acute  conditions.  I  found  iu  these 
anatomic  studies  that  the  last  posterior  ethmoidal  cell  at  its  postero- 
external angle  came  the  nearest  to  the  optic  nerve.  Knowing,  as  we  do, 
that  the  orifice  of  that  is  low  down  aud  almost  always  empty  of  pus,  with 
that  slight  relation  it  would  not  affect  the  nerve  to  any  considerable 
extent,  even  if  it  is  possible  for  the  nerve  to  be  affected  by  nearness. 
However,  in  two  cases  out  of  the  thirty  specimens,  this  nerve,  instead  of 
having  that  relation  on  account  of  the  ethmoid  cells  being  pushed  back 
over  the  sphenoid,  ran  along  the  posterior  ethmoid  cell  and  along  its 
lower  portion,  and  was  in  a  far  more  vulnerable  position  than  before. 
Onodi  has  ascribed  to  the  toxic  condition  the  cause  of  optic  troubles,  or 
to  the  veins.  Toxic  conditions  can  act  more  accurately  under  these 
conditions  than  when  distant.  The  anatomic  relations  of  these  structures 
have  shown  that  this  condition  obtains. 

Too  Optimistic  Rhinology.— B.  Alexander  Randall  (Phila- 
delphia).— Important,  often  essential,  as  is  rhinology  to  laryngology  aud 
otology,  it  is  often  inadequate,  and  must  be  supplemented  by  strictly  ear 
treatment  in  ear  cases,  where  exhaustive  diagnosis  may  show  other 
conditions,  such  as  nerve  deafness,  outweighing  the  catarrhal  phases. 
The  aurist  sees  many  cases  harmed  rather  thau  heljied  by  rhinologic 
ti'eatment  alone.  "  It  is  a  narrow  and  distant  view  of  the  ear  that  is 
gained  with  the  thi'oat  mirror  only."  The  catarrhal  jjrocess  originating 
in  the  nose  and  naso-pharynx  may  be  impossible  to  cure  unless  these  be 
put  in  order  ;  but  may  progress  unchecked,  or  at  least  persist,  despite  the 
best  work  here.  Deafness  sometimes  clears  up  after  adenoid  removal; 
but  "  signing  the  pledge  will  not  cure  a  hobnail  liver." 

Intrinsic  Cancer  of  the  Larynx;  Complete  Excision  Apparently 
Effected    by    Endolaryngeal    Operation. — Sir    StClair    Thomson 

(London). — The  treatment  of  intrinsic  cancer  of  the  larynx  liy  laryugo- 
fissure  is  remarkably  satisfactory.  The  writer  never  lost  a  patient  i)y 
operation,  and  80  per  cent,  have  remained  free  from  recurrence ;  similar 
results  were  secured  bv  Semon  aud  Butlin.  Thomson  records  his  first 
case  of  endolaryngeal  cancer  that  he  has  treated  iu  a  woman,  aged  fifty- 
three,  hoarse  for  eiglit  months.  The  right  vocal  cord,  from  the  anterior 
commissure  back  to  the  vocal  process,  was  replaced  liy  a  reddish  cauli- 
flower growth,  interfering  somewhat  with  the  movement  of  the  cord. 
Under  cocaine,  with  a  large  Mackenzie  forceps  and  the  indirect  method,  as 
large  a  piece  of  the  cord  as  possible  was  evulsed.  It  proved  to  be  epitlie- 
lioma.  Some  time  later  anaesthesia  was  induced  by  intravenous  infusion  of 
ether  and  hedonal.  Laryngo-fissure;  removal  of  the  right  cord  ventricular 
band  with  their  perichrondrin,  together  with  the  vocal  process  of  the 
arytaenoid  cartilage.  Examination  of  this  mass  showed  no  evidence  of 
epithelioma,  indicating  that  the  entire  diseased  mass  had  been  removed 
at  the  first  operation. 
This  writer  concludes : 

(1)  Cancer  of  the  vocal  cords  in  the  early  stages  is  strictly  limited 
and  very  slowly  progressive. 

(2)  Diagnosis  is  based  chiefly  on  inspection  of  tlie  larynx.  Where 
the  growth  is  sujaerficial  and  not  infiltrating  it  can  be  confirmed  by 
microscopic  examination. 
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(3)  The  growth  may  be  completely  removed  endolaryngeally,  even 
when  it  occupies  the  entire  length  of  a  vocal  cord. 

(4)  Larvngo-fissure  is  the  operation  of  choice  in  all  cases  of  endo- 
larvngeal  cancer,  is  not  a  dangerous  operation,  and  offers  the  best 
prospects,  because  the  disease  remains  superficial  and  limited  for  a  time, 
and  finallv  there  is  a  lasting  cure  in  80  per  cent,  of  the  cases.  The  value 
of  indirect  laryngoscopy  is  strongly  insisted  upon  as  being  far  gentler 
than  the  direct  method,  and  it  is  hoped  that  the  rising  generation  of 
throat  surgeons  will  continue  to  practise  the  indirect  method. 

The  anaesthesia  given  in  the  case  cited,  while  perfectly  ideal  from  the 
operator's  point  of  view,  gave  much  anxiety  subsequently,  as  it  was 
difficult  to  rouse  her  for  twenty-four  hours  after.  In  recent  cases  he  has 
retiu'ned  to  chloroform. 

Dr.  Charles  W.  Eichardson  :  The  laryugo-fissure  claims  to  have 
its  origin  from  Dr.  Sanger  of  Berlin,  but  the  first  I  heard  to  mention  that 
manner  of  removal  of  larvngeal  growth  was  Dr.  J.  Solis-Cohen.  Whether 
he  is  the  originator  of  it  he  can  tell  us.  One  case  which  I  have  had  is 
now  five  or  six  years  without  any  recurrence.  Most  of  my  others  have 
had  recurrence,  but,  singular  to  say,  only  one  of  recurrence  in  sifu. 
There  were  secondary  developments  in  other  portions  of  the  body  to 
which  they  have  succumbed.  I  have  had  two  this  winter — one  that  I 
operated  on  in  the  latter  part  of  November  or  December — and  as  I  hail 
to  go  down  quite  far  into  the  cricothyroid  membrane  in  order  to  insure 
absolute  removal  into  normal  tissue,  there  has  resulted  some  stenosis. 
This  has  been  intensified  by  the  fact  that  I  had  a  hfemori-hage  at  the  end 
of  operation  ;  not  a  very  severe  one,  but  a  persistent  ooziug  in  the  lower 
corner  between  the  arytienoid  aud  the  lateral  wall  of  the  thyroid  cartilage 
requiring  opening  up  of  the  wound  and  watching  of  the  hsemorrhage 
for  some  little  time.  As  a  last  resort,  I  had  to  use  chromic  acid,  which 
also  produced  considerable  softening  aud  necrosis  of  the  left  wing 
of  the  thyroid  cartilage,  which  no  doubt  has  produced  this  stenosis. 
He  is  wearing  an  intubation  tube,  aud  is  perfectly  comfortable  without  any 
recurrence,  but  is  so  distressed  at  his  inability  to  get  rid  of  the  tube 
that  he  has  gone  to  consult  some  of  my  colleagues  at  Johns  Hopkins. 
The  second  case  of  this  year  was  identical  with  the  first,  and  there 
was  an  identical  hemorrhage  which  was  controlled  much  earlier  than 
in  the  first  ease.  After  I  had  controlled  the  hsemorrhage  and  waited 
about  half  an  hour,  I  returned  to  the  man  to  see  if  he  was  perfectly 
safe  to  leave,  and  I  found  that  he  did  not  seem  to  recognise  me,  or  show 
anv  interest  in  anything.  In  picking  up  his  hand  to  feel  his  pulse 
I  noticed  the  left  arm  was  appai'ently  inactive,  and  testing  further  I 
found  the  left  arm  aud  leg  Ijoth  inactive;  the  right  side  was  free! 
Three  or  four  days  later  he  died  from  his  hemiplegia  ;  no  pod-mnrtein 
was  obtained.  He  was  a  man  of  seventy  years,  and  probalily  this  was 
a  natural  sequence  in  such  a  case.  All  of  my  cases  I  have  operated  on 
without  primary  tracheotomy,  simply  laryngo-fissure  according  to  the 
technique  suggested  by  Cohen,  splitting  the  larynx  and  making  the 
muco-perichondrial  separation  so  far  back  as  the  growth  extends  in  every 
direction  and  cutting  off  the  mass. 

Dr.  J.  Soi.is-CoHEN  (Philadelphia)  :  I  have  done  a  number  of  these 
operations  and  have  never  seen  a  recurrence.  I  learned  to  split  the 
larynx  from  our  old  member,  Ephniim  Cutter.  I  saw  him  in  Boston 
take  out  a  large  epithelioma  in  1867.  This  man  lived  for  twenty-five 
years  and  died  of  apoplexy.  My  operation  differs  a  little  from  his.  I  cut 
down,  make  the  incision  through  the  perichondrium  all  around  the  growth. 
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and  then  with  a  blunt  elevator  lift  the  parts  up.  Then  with  a  curved 
serrated  scissors  the  whole  mass  is  taken  up,  perichondrium,  mucous 
membrane,  and  growth,  and  the  growth  itself  is  not  touched  at  all  with 
any  instrument.  I  liave  done  preliminary  tracheotomy  in  mv  earlier 
operations,  but  I  have  done  one  or  two  cases  without.  I  prefer  pre- 
liminary tracheotomy  because  I  think  it  is  well  to  get  the  patient 
accustomed  to  the  use  of  a  tube  in  case  this  becomes  necessary  later. 
All  my  operations  were  performed  under  chloroform.  I  heartily  endorse 
the  conclusions  that  have  been  presented  in  tlie  pap&r.  both  as  to  tlie 
ease  with  whicli  certain  classes  of  growth  are  removed  by  intra-larvn- 
goscopic  method,  and  the  conclusions  that  have  been  arrived  at  bv  the 
writer.     Hsemorrhage  has  been  insignificant  in  mv  cases. 

Dr.  Emil  Mayer  :  As  a  new  contribution  to  the  cpiestion  of  ausps- 
thesia  I  would  like  to  call  attention  to  the  anesthesia  proposed  bv 
G-wathmey  of  the  injection  of  ether  into  the  intestinal  canal,  producing 
a  perfect  anaesthesia,  the  excess  being  drawn  off  after  the  operation. 
This  is  still  in  its  infancy,  but  is  very  well  spoken  of,  and  it  may  be 
possiljle  that  in  this  we  have  a  newer  method  of  producing  anaesthesia, 
avoiding  the  necessity  of  a  preliminary  traciieotomy,  and  operating 
under  ether. 

Dr.  D.  Bryson  Delavan  :  Again,  I  am  proud  and  happy  to  know- 
that  America  is  still  in  the  lead,  but  as  to  the  subject  of  thvrotomv 
it  is  necessarv  to  mention  the  name  of  Clinton  Wagner,  whose  cases 
in  the  eighties  show  a  comprehension  of  the  subject  and  success  in 
relation  to  it  which  is  deserving  of  recognition  to-day.  With  regard 
to  the  recurrence  of  malignant  disease  in  these  eases  after  operation,  it 
is  quite  true  that  recurrence  is  unusual,  yet  I  have  seen  several  cases 
in  which  it  has  taken  place.  There  is  one  case  in  particular,  of  primary 
epithelioma  of  the  epiglottis,  in  which  the  disease  was  apparently  far 
and  widely  removed,  in  which  the  patient  lived  for  nine  years  without 
recurrence,  then  it  took  place  and  he  succumbed.  The  fact  that 
recurrence  does  not  take  place  in  many  cases  cannot  insure  the  patient 
against  it.  It  seems  possible  to  me  tliat  where  it  should  take  place  is 
in  the  cases  that  have  not  been  appreciated  as  of  the  severe  type,  or 
else  that  the  operation  has  not  been  thoroughly  performed,  but  in  the 
main  the  experience  has  l)een  such  as  that  stated  in  the  paper  and 
by  Dr.  Cohen. 

Dr.  T.  Passmore  Bekens  (New  York  City)  :  I  wish  to  lend  emphasis 
liv  referring  to  this  case  of  Sir  StClair  Thomson.  He  said  he  had 
removed  his  growth  entire  by  the  indirect  method.  In  a  case  that 
I  reported  about  six  or  seven  years  ago,  at  the  same  time  Dr.  Richardson 
had  his,  I  also  removed  the  cancer  entire  by  the  indirect  method.  There 
was  so  much  induration  following  the  operation  that  I  did  a  laryngo- 
fissure  and  hemilaryngectomy,  removing  the  whole  wing  of  the  thyroid. 
The  growth  I  found  during  the  laryngo-fissure  proved  to  be  simply 
inflammatory.  The  cancer  itself  was  removed  by  the  indirect  method. 
The  man  has  made  a  perfect  recovery.  A  patient  should  be  prepared  for 
operation  by  being  taught  to  lie  on  his  stomach,  well  over  toward  the 
side  of  the  bed,  with  his  elbow  on  a  chair,  and  taught  to  swallow  upward. 
This  has  added  greatly  to  the  comfort  of  the  patients,  and,  I  believe,  also 
to  the  quickness  of  their  recovery. 

Dr.  Greenfield  Sluder  :  I  would  like  to  add  a  final  word  in  the 
form  of  a  plea  for  the  indirect  method.  I  personally  regret  exceedingly 
to  hear  it  spoken  of  as  a  lost  art. 

Dr.  Harman    Smith  :    I  think  we  are  indebted   to  StClair  Thomson 
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for  giving  us  the  history  of  this  peculiar  aud  iuterestiiig  case.  It  is  not 
always  that  our  foreign  confreres  are  willing  to  submit  to  our  considera- 
tion and  discussion  their  most  important  and  unique  cases.  This  is  a 
comparatively  young  woman,  removal  by  the  indirect  method,  although 
an  accident,  being  complete  in  its  character,  recurrence  of  a  granuloma, 
which  to  the  majority  of  us  would  simulate  a  recurrence  of  the  growth, 
his  absolute  faith  in  the  pathologist  that  it  had  been  removed  thoroughly, 
not  losing  his  head  aud  removing  the  large  mass  which  recurred,  all 
these  points  seem  factors  that  stand  out  prominently  in  the  history 
of  this  case. 

Dr.  John  E.  McKenty  (New  York)  :  It  seems  to  me,  so  far  as  my 
experience  goes,  that  in  small  unilateral  growths  of  the  larynx  laryugo- 
fissure  is  sufficient,  but  where  the  growth  is  at  all  progressive  or  exten- 
sive, or  growing  fast,  I  am  in  favour  of  removing,  not  only  the  growth, 
but  the  cartilage  underlying  it,  either  taking  a  wide  section  out  of  the 
laijux  or  doing  a  hemilaryngectomy.  I  do  the  tracheotomy  and  the 
hemilaryngectomy  at  the  same  time,  and  in  that  way  may  probably  be 
going  against  the  experience  of  others,  as  it  is  generally  considered  better 
to  do  the  tracheotomy  first ;  but  if  done  through  a  small  incision  just 
aliove  the  sujjrasternal  notch,  aud  the  laryngectomy  through  an  incision 
which  does  not  connect  witli  the  fissure  below,  there  is  not  much  trouble. 
Another  point,  to  prevent  inhalation  pneumonia,  is  that  after  doing  the 
hemilaryngectomy  I  pack  the  trachea  tight  dow'u  upon  the  tube  with 
vaselined  gauze  impregnated  with  bismuth,  then  I  use  a  small  drain  into 
the  lai'ynx  brought  out  at  the  lower  corner  of  the  laryugofissiu-e  wound. 
In  that  way  the  larynx  is  drained  of  secretion,  aud  this  secretion  is  pre- 
vented from  getting  into  the  lung  aud  causing  pneumonia.  I  do  not 
believe  the  position  in  bed  is  sufficient  to  prevent  this  when  the  lai'ynx  is 
closed  after  hemilaryngectomy.  The  drainage  is  removed  from  the 
larynx  in  two  days,  and  the  gauze  jiacked  down  on  the  tube  is  removed 
also,  and  the  intubation  tube  taken  out  four  days  after  the  operation.  I 
have  had  four  cases  prior  to  the  two  recent  ones,  of  which  I  will  not 
speak,  in  which  the  patients  made  excellent  recoveries,  and  have  been 
able  to  talk  in  a  loud  whisper.  I  thiuk  we  ought  to  be  very  proud  of  the 
fact  that  Dr.  Solis-Cohen  has  opened  the  way  of  doing  laryngo-fissure,  and 
has  given  us  this  excellent  operation  in  cancer  of  the  larynx.  Anything 
that  will  avoid  total  laryngectomy  is  a  godsend.  I  saw  in  a  clinic  abroad 
two  years  ago  thirteen  total  laryngectomies,  and  the  patients  were,  iu 
many  instances  in  a  pitiful  condition.  The  operations  were  all  successful 
so  far  as  the  immediate  result  was  concerned — the  Gluck  operation  was 
done — but  the  pathetic  condition  of  the  patients  struck  me  that  life 
would  hardly  be  worth  living  after  a  total  laryngectomy,  and  if  we  can 
get  results  by  an  earlv  operation,  such  as  Solis-C'ohen  and  Sir  StClair 
Thomson  have  told  us  of,  we  will  be  very  glad  to  adopt  these  methods 
instead  of  the  more  radical  ones. 

{To  he  continued). 
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Jibstrarts. 


PHARYNX. 

Anderson,  H.  B.  (Toronto). — Appendicitis  as  a  Sequela  of  Tonsillitis. 
"Amer  Jouru.  Med.  Sci.,"  October,  1915. 

Tlie  occurence  of  appendicitis  as  a  sequela  of  tonsillitis  has,  in  the 
author's  opinion,  received  less  notice  from  clinicians  in  America  and  Great 
Britain  than  its  practical  importance  warrants.  Since  Kelynack  in  1893 
first  drew  attention  to  the  relationship  between  the  two  diseases,  many 
cases  have  been  reported  wliich  tend  to  show  that  appendicitis  is  often  of 
heematogeuous  origin,  and  that  when  such  is  the  case  the  primary  source 
of  infection  is  not  infrequently  the  tonsil.  One  writer,  Kletz,  even  goes 
so  far  as  to  say  that  in  his  opinion  almost  every  case  of  appendicitis  is  in 
causal  connection  with  angina  through  ha?matogeuous  infection. 

The  author  reports  three  cases  in  which  this  connection  appeared  to 
be  clearly  established.  He  draws  atteutiou  to  the  tendency  shown  by 
such  cases  of  appeudicitis  to  run  an  atypical  course  and,  "  after  smouldering, 
suddenly  to  develop  fulminating  symptoms."  The  diagnosis  is,  moreover, 
I'endered  difficult  in  some  of  these  cases  of  hsematogenous  origin  by  the 
fact  that  local  tenderness  and  rigidity  in  the  right  iliac  region  of  the 
abdomen  may  be  eutirel_y  absent,  a  condition  rarely  observed  in  acute 
appeudicitis.  Thomas  Guthrie. 


NOSE  AND  NASO-PHARYNX. 

Bryant,  W.  Sohier. — Transitional  Epithelium  in  the  Rhino-pharynx. 
"The  Laryngoscope,"  1915,  p.  346. 
Bryant  has  investigated  the  position  of  the  boundary  line  between 
squamous  juid  ciliated  epithelium  in  the  uaso-pharyux.  In  this  boundary 
line  the  epithelium  is  cuboid,  with  imperfect  cilia  or  none  at  all.  In 
all  specimens  examined  (rabbits,  guinea-pigs,  cats,  macacus  and  cebus 
monkeys  and  human  beings  at  various  ages)  the  squamous  epi- 
thelium of  the  oro-pharynx  extends  as  far  forward  and  upward  as  the 
fossae  of  Rosenmiiller,  and  the  boundary  zone  occupies  the  region  of 
the  Eustachian  orifices.  The  intermediate  zone  lies  in  a  wavy  ring  round 
the  rhino-pharynx,  and  marks  the  line  between  the  free  air  portion  and 
the  repeatedly  washed  portion  of  the  rhino-pharynx  ;  the  latter  is,  of 
course,  exposed  to  friction  and  pressure  as  well  as  to  the  materials  of 
digestion.  It  has  been  observed  clinically  and  experimentally  that 
when  ciliated  epithelium  has  been  destroyed  over  an  area,  it  does  not 
become  wholly  replaced — its  place  being  taken  by  squamous  epithelium. 
Bryant  warns  us  of  the  damage  done  by  the  application  of  strong  reagents 
to  tlie  ciliated  region  of  the  rhino-pharynx.  J.  S.  Fraser. 


CESOPHAGUS. 

Goffe,  E.  G.  L.     Perforation  of  the  Arch  of  the  Aorta  by  a  Safety-pin 

Impacted    in    the    (Esophagus.       "  Brit.    Journ.    of    Children's 

Diseases,"  No.  134,  vol.  xii,  February,  1915. 

The  case  history  of  an  infant  aged  ten  months,  who,  having  never 

previcnislv  been  ill,  was  admitted  to  a  fever  hosj)ital  certified  as  suffering 

from  scarlet  fever.     The  next  day  the  child  vomited  a  large  quantity  of 

blood  after  a  feed  of  milk,  and  died.     At  the  post-mortem  it  was  found 
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that  the  child's  death  was  due  to  the  presence  iu  the  oesophagus  of  a 
brass  safety-piu  1^  iu.  long,  the  point  of  which  was  found  to  have 
perforated  the  gullet-wall  in  a  downward  direction  li  in.  from  its 
upper  extremity,  and  after  having  traversed  a  space  1  iu.  iu  e.xtent,  to 
have  perforated  by  idceration  the  posterior  wall  of  the  aorta  '  in.  below 
the  origin  of  the  left  subclavian  artery.  Bleeding  took  place  into  the 
CBsophagus.  From  investigations  made  it  appeared  probaVile  tliat  the  pin 
was  swallowed  about  three  weeks  before  death.  /.  B.  Honjan. 


EAR. 

Samuel   J.    Kopetzky. — Atypical   Sinus    Thrombosis.     "  The   Laryngo- 
scope," I'JlS,  p.  ltJ.5. 
Kopetzky  classifies  cases  of  sinus  thrombosis  into   (a)  Typical  and 
(b)  Atypical. 

(a)  In  dealing  with  the  typical  cases  Kopetzky  divides  cases  of 
mastoiditis  into  three  groups:  (1)  The  coalescent  type  of  mastoiditis; 
(2)  the  haemorrhagic  type  ;  and  (3)  the  component  lesions  of  chronic 
mastoiditis,  including  cholesteatoma  cases  and  those  with  an  acute 
exacerbation  supervening  on  a  chronic  suppuration. 

(1)  In  the  first  group  the  di.sease  generally  reaches  the  siuus  wall  by 
contact,  and  granulations  spring  up.  At  a  later  stage  the  sinus  wall  may 
be  eroded  or  opened,  so  that  its  interior  is  in  communication  with  the 
mastoid  abscess.  In  this  group,  theu,  pachymeningitis  externa  first 
occurs  ;  next,  thrombosis  takes  place  in  the  interior  of  the  sinus,  and  the 
thrombus  becomes  infected  secondarily. 

(2)  In  the  hsemorrhagic  type  the  bony  structure  of  the  mastoid 
process  is  not  generally  broken  down.  There  may  be  destruction  of 
l30ue  around  the  antrum,  but  most  of  the  mastoid  cells  maintain  their 
bom'  walls  intact.  In  tliese  intercellular  bony  structures  there  are  small 
veins  which  become  phleliitic  or  thrombotic.  Through  these  small  veins 
the  sigmoid  sinus  becomes  infected.  This  htemorrhagie  type  is  well  seen 
iu  true  influenzal  infectious.  In  this  type  the  sinus  wall  does  not  gener- 
ally throw  out  defensive  granulations  as  the  sinus  infection  develops  from 
within  the  blood-vessels.  As  one  would  expect,  in  this  group  the  siuus 
wall  has  at  first  a  normal  appearance,  and  only  late  iu  the  course  of  the 
disease  does  it  appear  thickened. 

(3)  In  the  chronic  cases  the  sinus  is  reached  by  extension  of  the  bone 
lesion  or  through  contact  with  purulent  tracts  ramifying  through  the 
diseased  bone.  In  this  group  the  sinus  wall  rarely  presents  a  normal 
appearance. 

(b)  The  atypical  foi-ms  of  sinus  infection  occur  in  cases  of  acute 
mastoiditis,  especially  in  young  people.     There  are  two  groups. 

(1)  Cases  in  whicli  the  tympanic  floor  is  dehiscent,  so  that  the  tympanic 
mucosa  is  in  direct  contact  with  the  dome  of  the  jugular  luilb.  In  these 
cases  virulent  micro-organisms  may  pass  through  the  tympanic  floor  by 
way  of  the  small  veins  which  open  into  the  anterior  chamlier  of  the  dome, 
and  by  reabt)n  of  the  peculiar  swirl  which  the  Ijlood-strcam  makes  in  the 
dome,  give  rise  to  the  formation  of  a  primary  bulb  thrombosis.  In  such 
cases  the  wall  of  the  sigmoid  sinus  appears  normal. 

(2)  In  some  cases  of  acute  middle-ear  inflammation  the  infection 
rapidly  reaches  the  sinus  because  of  mal-development  or  nou-development 
of  intervening  bony  structures — i.  e.,  primary  sigmoid  sinus  thrombosis 
develops  as  the  sequel  of  the  tympanic  infection.  In  this  group  the  siuus 
wall,  which  is  very  far  forward,  usually  appears  normal. 
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Kopetzky  tlien  gives  a  brief  resvme  of  McEwen's  work  ou  the  venous 
cliauuels  comieeted  with  the  petro-niastoiil  bone. 

Clinical  Aspect. — If  the  otitis  media  spreads  to  the  mastoid  jjrocess.  it 
gives  rise  to  sigus  characteristic  of  the  tissues  involved.  lu  the  so-called 
"painless"  type — the  coalescing  form  of  mastoiditis — [a  (1)]  the  pus  flows 
in  great  amount  from  the  external  auditory  canal,  and  finally,  when  the 
disease  reaches  the  cortex,  the  periosteal  covering,  which  is  sensitive, 
gives  rise  to  pain,  and  so  calls  attention  to  the  ear.  The  subsequent 
onset  of  pyaemic  temperature  points  the  way  to  cui-e. 

In  the  form  with  an  abnormally  far  forward  sinus  [b  (2)]  there  is  no 
anatomical  structure  in  the  mastoid  to  give  rise  to  symptoms ;  as  there 
are  uo  mastoid  cells  to  caiise  purulent  exudate  there  are  no  lesions  to 
eventually  reach  the  cortex  and  make  it  sensitive  to  pressure.  In  this 
group  there  is  a  small  antrum  and  uo  cells,  the  mastoid  process  being 
mainly  occupied  by  the  sigmoid  sinus.  The  external  contour  of  the 
mastoid  process,  however,  would  lead  one  to  expect  the  usual  anatomical 
structure.  Sinus  phlebitis  and  thrombosis  here  arise  by  direct  invasion 
of  the  blood  channels  from  the  small  veins  from  the  tympanic  cavity. 
The  entire  meshwork  of  veins,  instead  of  being  spread  out  to  embrace  a 
normally  constructed  petro-mastoid,  is  contracted  to  hold  the  anomaly 
which  the  process  presents.  The  onset  of  such  cases  is  often  that  of  a 
simple  purulent  otitis  media,  and  either  before  spontaneous  rupture  of 
the  drum  membrane  occurs,  or  just  as  it  occurs,  a  septico-pyaemia  de- 
velops. Usuallv  these  cases  remain  unrecognised,  and  are  treated  by  the 
physician.  The  first  serious  comj>laint  is  of  headache  and  chiU,  though 
eventually  typical  pysemic  symptoms  arise.  When  joint  lesions  or 
multiple  abscesses  in  the  muscles  develop,  or  when  finally  a  septic  endo- 
carditis supervenes,  the  cases  are  regarded  by  the  physician  as  quite 
straightforward.  As  a  matter  of  fact,  all  these  lesions  are,  of  course, 
metastatic.  [The  abstractor  had  one  case  of  the  type  [b  (1)]  which,  for 
more  than  a  week,  was  looked  upon  by  a  physician  as  "  post-iufluenzal 
upset  of  the  heat  I'egulatiug  mechanism."] 

Kopetzky  records  the  two  following  cases : 

Case  1. — Child  of  six  years  with  chronic  purulent  otitis  media  (right) 
following  scarlet  fever.  Sudden  attack  of  vomiting  with  rise  of  tempera- 
ture and  pain  in  right  ear.  No  complaint  of  left  ear.  Badical  nuistoid 
operation  :  Well  developed  mastoid  process ;  cells  tilled  with  fluid  pus 
and  pseudo-cholesteatoma ;  knee  of  sigmoid  sinus  exposed  and  found 
healthy.  Two  days  later  temperature  102°  P. ;  restlessness  with  pain  in 
operated  ear.  Next  day  normal  temperature,  but  pulse  104.  Next  day 
vomiting  and  restlessness,  child  tore  oft'  his  bandages;  temperature  101^  F., 
pulse  122.  On  following  day  patient  unconscious ;  temperature  102°  F., 
pulse  132  ;  no  signs  of  meningitis.  Second  oj^emfion  :  Dura  of  middle 
fossa  and  sinus  quite  normal ;  death  later  in  the  day.  Aulopsy  report  : 
Small  haemorrhages  in  brain ;  sinus  on  right  side  healthy.  The  left  sinus 
showed  a  yellow  thrombus  which  completely  filled  the  sinus  from  the 
knee  to  beyond  the  bulb.  Thrombus  partly  organised.  Left  tympanic 
membrane  intact,  but  middle  ear  contained  pus.  Antrum  small,  no  other 
cells  at  all  present.  The  mastoid  pi'ocess  was  composed  of  a  thin  shell  of 
bone,  and  its  interior  was  hollowed  out  to  be  filled  by  the  sigmoid  sinus. 
Kopetzky  points  out  that  on  the  right  side  there  was  a  regular  sequence 
of  symptoms — mastoid  pain,  purulent  discharge,  etc. — and  that  this 
masked  the  onset  of  the  phlebitis  and  thrombosis  on  the  left  side.  The 
absence  of  symptoms  from  the  left  ear  has  been  explained  in  the  previous 
part  of  the  abstract. 
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Case  2. — Male,  aged  forty-seven,  complained  of  severe  headache  for 
twenty-one  days  liefore  admission.  At  the  liei,'-inninj,'  of  his  illness  he 
had  a  chill,  followed  by  profuse  perspiration,  and  had  similar  attacks  for 
two  or  three  nights  thereafter.  He  was  attended  by  a  doctor,  and  the 
attacks  ceased.  On  admission,  temperature  103^  P.,  pulse  114;  diagnosis 
made,  probably  typhoid  fever.  At  six  p.m.  the  patient,  who  had  gradu- 
ally become  semi-comatose,  had  a  distinct  chill ;  right  drumhead  while 
and  lustreless;  incision  of  the  drumhead  yielded  pus.  No  sagging  of 
meatal  wall  and  no  mastoid  tenderness.  Mastoid  operation :  Cortex 
normal,  sinvs  immediately  presented  close  to  j)r;s/eri'or  meatal  wall;  re- 
tractor inserted  between  sinus  and  bone,  and  eventually  mastoid  antrum 
reached;  antrum  of  normal  size  and  contained  granulations,  but  no  fluid 
pus.  Sinus  wall  noimal,  nevertheless  plugs  introduced  between  bone  and 
sinus,  one  at  the  upper  knee  and  one  lower  down.  Intervening  sinus 
wall  incised,  and  cavity  found  to  be  occupied  liy  red  thrombus.  Upper 
plug  removed,  but  no  bleeding.  Internal  jugular  resected  from  7^  in. 
above  subclavian  to  above  facial.  Neck  wound  sutured.  Free  bleeding 
obtained  a  little  beyond  upper  knee,  but  no  bleeding  from  bulb.  Gauze 
drain  placed  in  bulb.  Uneventful  recovery.  Kopetzky  remarks  that  the 
absence  of  all  mastoid  symptoms  in  this  case  is  characteristic  of  Ihe 
anomaly  of  mastoid  structure.  J.  S.  Frascr. 


MISCELLANEOUS. 

Myron  Metzenbaum  (Cleveland,  Ohio).—  Scopolamine  in  Nose  and  Throat 
Operations.  "  The  Laryngoscope,"  1915,  p.  95. 
Metzenbaum  reports  on  the  administration  of  scopolamine  or  hyoscine 
hydrobromide  as  a  preliminary  injection  before  20U0  operations  on  the 
ear,  nose,  and  throat.  Adults  were  given  yrjuth  of  a  grain,  usually  by 
the  mouth,  from  a  half  to  one  hour  before  operation  under  local  or 
general  aufesthcsia.  Children  got  ^rjutli  of  a  grain  in  pill  form.  Scopo- 
lamine acts  as  though  it  were  made  up  of  two  radicals,  one  of  which  is 
similar  to  atropin.  As  children  tolerate  belladonna  very  well,  they  also 
tolerate  .scojaolamiue.  Scopolamine  does  not,  however,  cheek  the  secretion 
of  the  kidneys  or  salivary  glands,  but  greatly  diminishes  mucus  secretion. 
The  other  radical  of  scopolamine  is  a  decided  brain  sedative  which  changes 
pre-operative  nervous  fear  and  irritability  into  a  condition  of  calm  and 
cjuietude.  Patients  who  have  had  scopolamine  go  under  ether  (or  a 
mixture  of  nitrous  oxide  and  oxygen  gas)  much  more  rapidly  than  usual. 
In  nasal  operations  the  preliminary'adiniuistration  of  scopolamine  lessens 
the  amount  and  strength  of  cocaine  which  must  be  used.  Scopolamine  is 
free  from  any  immediate  or  remote  detrimental  effects. 

/.  (S'.  Fraser. 


OBITUARY. 

It  is  with  deep  regret  that  we  intimate  the  death  of  two  notable 
Spanish  colleagues,  Dr.  Suuc  y  Molist,  of  Barcelona,  and  Dr.  Gallegos,  of 
Seville. 

Dr.  Siinc  y  Molist  was  one  of  the  very  few  pure  otologists  in  Spain, 
and  was  everywhere  regarded  as  one  of  the  great  medical  personalities  of 
the  Peninsula.  His  professional  career  began  as  long  ago  as  18G8,  and 
the  enthusiasm  and  energy  with  which  he  applied  himself  to  his  life's 
work  won  for  him  a  commanding  position  not  only  in  his  own  country 
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but-  tliroughoiit  the  whole  of  Europe.  A  pi-olific  writer,  his  literary  j,nfts 
were  used  to  good  jjurpose  not  only  in  the  large  number  of  articles  and 
papers  which  issued  from  his  pen,  but  also  in  the  editing  of  the 
Iiiternatioiialeg  Centralhlntt  fiir  Olmiiheill-nnde,  of  which  he  was  one  of 
the  founders,  sharing  that  distinction  and  responsiliility  with  Dr. 
Brieger,  of  Breslau,  and  Dr.  Gradenigo,  of  Turin. 

Dr.  Crallegos,  who  died  at  the  early  age  of  tifty-five,  was  a  well-known 
Spanish  laryngologist,  whose  organising  powers  won  for  him  the  golden 
opinions  of  his  confri-res  on  the  occasion  of  the  Medical  Congress  at  Seville, 
in  which  he  took  a  leading  part.  A  medical  man  of  lofty  culture,  his 
diagnostic  and  surgical  skill  was  universally'  acknowledged  to  be  of  the 
highest  quality. 


REVIEWS. 


A71  Index  of  Profjnosis  and  End-results  of  Treatment.  Bv  Various  Writers. 
Edited  by  A.  Eendle  Short,  M.b.,B.S.,  B.Sc.Loud.,  F.E.C.S.Eng., 
Capt.  K.A.M.C,  Hunterian  Prof.  R.C.S.,  Examiner  in  Physiology 
for  the  F.R.C.S.,  Hon.  Assistant  Surgeon,  Bristol  Eoyal  Infirmary, 
etc.  Bristol:  John  Wright  &  Sons.  London:  Simpkiu,  Marshall 
&  Co.  Ltd.  Toronto :  Macmillan  Co.  of  Canada.  1915.  Pp.670. 
Price  21s.  net. 
Prognosis  is  of  all  the  aspects  of  clinical  woi-k  the  one  of  which  the 
pi-actitiouer  is  apt  to  fight  shy,  and  the  more  experienced  he  is  the  more 
he  endeavours  to  avoid  touching  on  it.  The  writer  remenibers  a  highlv 
resj)ected  consulting  physician  succeeding  in  satisfying  a  husband  who 
anxiously  inquired  as  to  whether  his  wife  would  recover,  with  the  reply 
uttered  with  the  most  solemn  unction  "  I  hope  so."  An  Irish  physician 
who  was  faced  with  the  question  "  Will  he  get  through  the  night  r*  "  is 
stated  to  have  stifled  further  incjuiry  by  the  answer  "  I'll  tell  you  better 
in  the  morning."  A  practitioner  (who  shall  be  nameless)  in  early  days 
of  general  practice  when  dispensing  was  included,  was  called  to  a  very 
old  man  who  was  apparently  in  e.vfreinis  with  well-marked  classical 
"  Hippocratic  "  countenance.  He  was  so  convinced  that  it  was  only  a 
matter  of  a  few  hours  that  he  said  as  much  and  further  that  it  was  useless 
to  gii^e  him  any  more  medicine.  As  no  message  as  to  the  expected  death 
arrived  he  found  on  inquiry  that  the  old  man  had  pulled  round  and  was 
out  of  bed.  We  shall  not  dwell  on  the  obvious  moral.  The  same  prac- 
titioner when  engaged  in  discussing  with  a  senior  partner  the  condition 
of  a  young  child  and  the  possibilities  of  its  recovery,  was  faced  by  the 
more  experienced  man  with  the  exclamation  "  Couldn't  you  si-e  that  the 
child  was  rajiidly  sinking  ?  "  The  faculty  of  seeing  the  general  signs  and 
portents,  apart  from  academical  details,  had  probably  only  been  acquired 
by  having  previously  made  mistakes  and  having  remembered  them.  The 
extraordinary  powers  of  recuperation  in  children  even  when  in  what 
appeared  to  be  the  most  desperate  condition  so  impressed  the  younger 
practitioner  that  he  was  fain,  when  pressed,  to  take  refuge  in  the  somewhat 
exaggerated  avowal  that  he  would  never  look  on  a  child  as  past  recovery 
till  it  was  "  in  its  coffin  and  screwed  down."  This  had  the  air  of  smartness 
and  the  touch  of  hyperbole  which  seems  so  gratifying  to  the  Londoner's 
ear  and,  as  it  was  merely  a  kindly  and  encouraging  expression  of  ignorance, 
it  was  usually  taken  in  good  part. 

In  the  inevitable  uncertainty,  it  is  only  human  to  wish  to  let  anxious 
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people  down  as  geutly  as  possible.  Perhaps  tlie  most  strikiu<,'  instance 
of  the  result  of  this  policy  was  that  of  a  young  practitioner  who  had 
recently  started  in  a  provincial  town  and  was  called  in,  iu  the  last 
instance,  to  see  what  he  could  do  for  an  old  gentleman  who  had  been 
given  up  as  hopeless  by  all  the  other  practitioners  in  the  town.  With 
some  trepidation  and  a  consciousness  of  his  youth  and  inexperience  he, 
probably  without  realising  the  exact  position  of  matteis,  blurted  out 
that  he  thought  the  patient  might  pull  through.  This  opinion  was  quite 
disprove'!  by  the  patient's  dying  within  the  next  few  hours ;  our  friend 
felt  that  he  liad  made  a  complete /Vnw  jj«s  and  ruined  his  reputation  in 
that  locality,  but  to  his'astouishmeut  he  was  called  in  shortly  afterwards 
to  attend  a  member  of  the  bereaved  family,  and  to  his  surprise  and  delight 
was  informed  by  them  that  they  had  called  him  iu  because  he  was  the 
only  one  who  had  offered  them  a  single  ray  of  hope  with  regard  to  their 
deceased  father.     8i  non  e  vera  e  ben  frovafo. 

A  somewhat  amusing  instance  of  a  mistaken  prognosis  was  commu- 
nicated to  the  writer  by  a  German  confrrre  in  happier  times.  It  was  to 
the  effect  that  a  very  eminent  surgeon  made  his  way  into  a  crowded  tram 
car  when  an  elderly  Jewish  passenger  saluted  him  most  obsequiously  and 
begged  of  him  to  take  his  place,  saying  that  he  was  grateful  to  him  for 
having  saved  his  life.  He  went  on  to  say  that  as  he  was  lying  iu  the 
hospital  ward  the  surgeon  passed  the  bed  and  uttered  but  one  word  and 
from  that  time  the  patient  began  to  improve.  When  the  surgeon  asked  . 
if  he  remembered  what  the  word  was,  he  said  he  would  never  forget  it;  it 
was,  in  fact,  "  moribundus."  I  need  hardly  say  that  the  surgeon  pursued 
the  subject  no  further. 

In  our  books  and  lectures  the  prognosis  of  most  diseases  seems  to  be 
that  they  end  "  usually  in  recoveiy,  frequently  in  prolonged  ill-health, 
occasionally  iu  death."  A  tone  of  conviction  is  sometimes  imparted  by 
the  citation  of  statistics,  usually  the  percentage  of  results  obtained  in  a 
dozen  or  so  of  cases,  and  anxious  relatives  can  at  times  be  put  off'  with  such 
a  recital.  They  do  not  know  the  fallacies  which  l)eset  the  statistical  method, 
the  unavoidable  inaccuracy  of  registration  returns,  the  straining  after  a 
name  for  the  patient's  disease,  the  results  obtained  from  careful  selection 
of  cases  for  operation  with  the  abandonment  of  some  which,  with  less 
consideration  for  statistics,  might  have  had  a  chance  of  recovery  or  relief, 
and  many  others  with  which  we  are  familiar. 

This  Dictionary  of  Prognosis  will  be  welcomed  by  those  who  desire 
to  face  these  inevitable  difficulties  and  to  come  as  near  the  truth  as 
possible,  for  their  own  satisfaction  quite  apart  from  the  question  of 
satisfying  the  demands  of  anxious  relatives.  The  task  the  editor  and 
his  coadjutors  have  set  themselves  is  by  no  means  an  easy  one,  and  is 
recognised  as  such  by  them,  but  they  have  attacked  it  in  the  most  serious 
spirit  and  have  allowed  no  means  of  arriving  at  reliable  critei-ia  to  escape 
them.  The  statistical  method  is  employed  whei'e  possible  and  aft'ords 
valuable  help  within  its  limitations.  The  returns  from  Life  Insurance 
Offices  are  drawn  upon  in  some  cases,  and  in  others  the  carefully 
prepared  records  of  the  Bristol  Infirmary.  In  this  way  the  general 
prognosis  of  the  disease  under  consideration  is  arrived  at.  Endeavours 
have  been  made  to  compare  the  prognosis  apart  from  treatment  with 
that  obtainable  after  treatment.  This  ideal  has  \>een  realised,  perhaps 
the  most  happily  of  all,  in  the  numerous  articles  contributed  by  the 
editor,  Mr.  Eendle  Short  himself.  The  many  other  eminent  contributoi-s 
have  done  their  best  possible  and,  as  their  names  would  lead  one  to 
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expect,  theii'  best  is  of  the  very  highest  quality.  For  the  prognosis  iu  any 
individual  case  the  results  of  clinical  observation  are  frequently  invoked. 
Though  nothing  will  take  the  place  of  thoughtful,  rational,  and 
remembered  experience,  the  methodical  guidance  given  iu  this  work  will 
make  its  application  very  much  easier,  more  purj^osive,  and  more  reliable 
than  it  would  otherwise  be.  The  more  our  readers  find  themselves 
cornered  by  inquiry  as  to  prognosis,  the  more  they  will  refer  to  this  work 
if  they  have  it  at  hand.     We  need  not  say  more.  Bundas  Grant. 

The  Medical  Annual.  Bristol :  Wright  &  Co,,  1915. 
At  a  time  when  the  current  literature  of  the  stirring  and  anxious 
course  of  present-day  events  occupies  all  our  available  time  for  reading 
or  study,  we  are  apt  to  degenerate  into  a  state  of  mental  stagnation  in 
regard  to  the  other  affairs  of  life.  The  progress  we  make  from  year  to 
year  in  the  knowledge  and  practice  of  our  technical  specialties  is  apt  to 
be  slowed  almost  to  a  stationary  condition  under  such  circumstances. 
As  an  antidote  we  can  recommend  nothing  more  iuspiriug  or  reviving 
than  a  perusal  of  tlie  last  issue  of  The  Medical  Annual  iu  reference  not 
only  to  our  particular  subjects  but  to  the  art  of  healing  in  general.  In 
accordance  with  the  spirit  of  the  times  we  may  select  such  an  article  as 
that  of  Mr.  Leuthal  Cheatle  on  the  treatment  of  wounds  received  iu  war. 
From  our  own  limited  point  of  view,  however,  there  is  nowhere  to  be 
found  a  more  instructive  or  skilfully  condensed  account  of  the  recent 
advances  in  laryngology  and  otology  than  what  is  provided  for  us  by 
Mr.  J.  S.  Frasei',  of  the  Edinburgh  Royal  Infirmary.  He  is  not  merely 
a  zealous  student  and  critic  of  the  works  of  others,  but  an  original 
investigator  into  the  fundamental  bases  of  our  knowledge,  especially  iu 
the  anatomy  and  pathology  of  the  organs  we  are  concerned  with,  especially 
those  of  hearing.  The  less  special  and  more  general  surgical  aspects  are 
illustrated  by  such  chapters  as  Mr.  Mousarrat's  on  the  major  surgery  of 
the  (Esophagus,  cancer  iu  the  neck,  etc.  Tuberculosis,  asthma,  and  other 
diseases  of  the  chest  are  again  in  the  masterly  hands  of  Dr.  J,  J.  Perkius. 
We  can  again  most  cordially  recommend  the  volume  to  all,  but  especially 
to  those  who  feel  themselves  temporarily  becalmed.  Diiudas  Grant. 


NOTES    AND    QUERIES. 

SiK    MiLSOM    EeES. 

Among'  the  Knighthoods  conferred  on  the  occasion  of  the  Now  Year  we  are 
interested  to  observe  the  name  of  Mr.  Milsom  Kees,  Laryngokigist  to  the  Hoy  a  1 

Households.  • 

Bi-Centenaky  of  the  Firm  of  Allen  and  Hanburys. 

It  is  with  great  pleasure  tliat  we  observe  that  the  above  firm  have  just  celebrated 
the  200th  anniversary  of  their  foundation  as  chemists  and  druggists  in  London. 
We  heartily  congratulate  them  uijou  their  long  life  and  continuing  progress  and 
prosperity.  And  in  these  days,  when  the  world  is  suffering  from  one  of  its 
recurrent  convulsions  of  change,  the  best  we  can  hope  for  is  tliat  they  and  all  other 
well-established  British  institutions  may  maintain  their  stability  steadfast,  with 
their  evolution  proceeding  along  an  even  and  peaceful  course. 


BOOK   RECEIVED, 

Diseases  of  the  Throat,  Nose,  and  Ear.  By  William  H.  Kelson,  M.D., 
B.S.,  F.E.C.8.(Enij.).  London:  Henry  Frowde,  and  Hodder  & 
Stoughtou.     1915. 
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SKIN-GRAFTING   IN   MASTOID   OPERATIONS.i 

By  H.  J.  Marriage,  F.R.C.S. 

Mr.  President  and  Gentlemen, — In  the  first  place,  I  wish  to 
express  my  thanks  to  our  Council  for  the  honour  they  have  done 
me  in  asking  me  to  open  this  discussion,  and  I  much  regret  that, 
owing  to  the  large  amount  of  time  which  we  are  all  spending  in 
the  ti-eatment  of  the  wounded,  I  have  been  unable  to  refer  to  the 
literature  of  the  subject  as  much  as  I  could  wish.  I  therefore 
propose  to  deal  chiefly  with  my  own  personal  experiences,  in  the 
hope  that  other  members  will  speak  of  their  methods  and  results,  so 
that  we  can  form  some  definite  opinion  as  to  whether  skin-grafting 
is  the  best  form  of  treatment  in  these  difficult  mastoid  operations. 

In  the  first  place,  as  regards  cases  of  acute  mastoiditis,  where 
the  antrum  and  mastoid  cells  are  opened  up  without  any  inter- 
ference with  the  tympanum,  I  think  it  is  quite  evident  that  skin- 
grafting  is  not  advisable,  as  the  object  aimed  at  is  to  get  free 
drainage  and  to  allow  the  cavity  formed  to  fill  up  as  much  as 
possible  with  granulation  tissue  and  new  bone. 

The  cases  for  which  skin-grafting  is,  in  my  opinion,  most 
advantageous  are  those  of  chronic  mastoid  disease,  and  I  propose 
to  devote  most  of  the  time  allotted  to  me  in  discussing  the  treat- 
ment of  these  cases  by  skin-grafting,  both  primary  and  secondary. 
As  far  as  I  can  trace,  skin-grafting  in  the  radical  mastoid  operation 
was   first  brought  forward   by .  Siebenmann   in   an   article   in    the 

'  Opening    paper  read   at    the   Otological   Section    of    the    Koyal  Society  of 
Medicine.     See  p.  92  of  the  present  issue. 
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Berliner  kUnl^cheWochenschrift  in  1893,^  who  suggested  applying 
a  graft  some  two  oi"  three  weeks  after  the  primary  operation.  In 
1897  Denker  advised  in  certain  cases  tlie  application  of  Thiersch 
grafts  two  to  four  weeks  after  the  primary  operation,  and  in  1903 
I  saw  Jansen  applying  small  grafts  with  intervals  between  each 
piece  of  skin  at  the  time  of  the  original  operation,  and  I  believe  he 
had  been  doing  this  for  a  year  or  more.  I  think,  however,  that 
the  chief  credit  for  this  form  of  ti'eatment  belongs  to  Mr.  Charles 
Ballance,  who  brought  the  subject  prominently  before  our  profes- 
sion in  the  very  instructive  paper  which  he  read  before  the  Royal 
Medical  and  Chirurgical  Society  on  January  23,  1900.2  In 
this  paper  he  recommended  the  application  of  one  or  more  large 
Thiersch  grafts  to  the  cavity  about  a  week  or  ten  days  after  the 
performance  of  the  radical  ojieration.  Since  that  time  many  sugges- 
tions have  been  made  as  to  how  and  when  the  graft  should  be  applied, 
and  I  will  now  shortly  mention  some  of  the  different  methods. 

Ballance's  original  method  was  to  cut  a  large  Thiersch  graft 
3  in.  by  2  in.  from  the  inner  part  of  the  thigh,  and,  by  means  of  a 
large  section  lifter  similar  to  that  used  in  the  making  of  micro- 
scopic slides,  to  transfer  this  to  the  mastoid  cavity ;  by  the  use  of 
a  glass  pipette  the  graft  was  then  sucked  into  position  so  as  to 
line  accurately  the  whole  cavity,  a  second  smaller  graft  was  applied 
to  the  soft  parts  behind  the  eai',  and  one  end  brought  through  the 
meatus,  this  graft  being  made  to  cover  the  raw  surface  of  the 
posterior  meatal  wall  from  which  the  concho-meatal  flap  had  been 
cut.  Gold  leaf,  or  some  other  form  of  protective,  was  then  applied 
to  the  surface  of  the  graft,  and  small  sponges  with  a  strip  of 
gauze  next  inserted  to  keep  the  graft  in  position.  As  a  modification 
of  this  method,  ]\Iilligan  proposed  "to  fill  the  mastoid  cavity  with 
normal  salt  solution,  floating  the  graft  upon  the  fluid  and  then 
sucking  up  the  fluid  j)er  meahnn  with  a  large  pipette.  As  the 
fluid  is  withdrawn  the  graft  sinks  into  the  cavity,  and  ultimately 
comes  to  lie  in  accurate  apposition  with  its  granulating  walls."  * 
Another  method  is  to  use,  instead  of  a  lifter,  a  piece  of  crepe  tissue, 
upon  which  the  graft,  with  its  cut  surface  facing  upwards,  is 
carefully  spread.  The  ci'epe  is  then  gathered  up  and,  with  the 
graft  still  clinging  to  it,  is  inserted  into  the  operation  cavity  by 
way  of  the  auditory  meatus  and,  with  the  aid  of  a  probe,  spread 
over  its  walls. 

'  Berl.  Iclin.  Wochenschr.,  1893,  xxx,  pp.  44,  45. 

-  Med.-Chir.  Tram.,  1900,  l.xxxiii,  pp.  125-165  (Discussion,  p.  173). 

=  "Diseases  of  the  Ear,"  by  Jlilligan  and  Wingrave,  p.  338. 
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In  J  903  I  saw  Politzer  employ  the  following  method  so  as  to 
avoid  reopening  the  post-aural  wound.  He  made  use  of  a  glass 
tube  with  a  bulb  at  the  end  of  it,  in  which  were  several  small 
holes ;  a  small  giaf t,  which  was  cut  under  local  anaesthesia,  was 
placed  over  the  end  of  the  bnlb  witli  the  epidermal  surface  against 
the  fflass,  and  after  the  bulb  had  been  introduced  into  the  ear 
through  the  meatus  the  graft  was  blown  into  position.  Several 
small  grafts  were  employed,  and  the  cavity  then  plugged.  A 
similar  method  has  also  been  advocated  by  Dr.  Stoddart  Barr. 

I  now  wish  to  say  a  few  words  with  regard  to  the  cutting  of 
the  skin-grafts.  This,  I  believe,  has  caused  some  surgeons  a  good 
deal  of  trouble,  and  is  probably  one  of  the  reasons  why,  at  times, 
good  results  have  not  been  obtained,  as  the  grafts  cut  have  been 
much  too  thick.  The  method  I  employ  is  to  place  the  thigh  in  the 
abducted  and  everted  position,  and  to  put  a  small  sandbag  under 
the  lower  end  of  it  so  as  to  get  a  flat  surface.  My  assistant  then 
places  the  ulnar  surface  of  his  hand  about  3  in.  above  the  knee 
and  draws  the  skin  downwards  towards  the  knee  as  much  as 
possible.  With  my  left  hand  I  make  counter  traction  towards  the 
hip,  so  as  to  get  the  skin  fully  stretched,  and  then,  with  a  hollow- 
ground  razor  which  is  about  half  as  large  again  as  the  ordinary 
shaving  razor,  I  cut  a  thin  graft  about  3  in.  long  and  2  in.  wide, 
always  cutting  towards  the  knee.  Various  methods  have  been 
suggested  with  the  idea  of  making  this  part  of  the  operation 
easier ;  for  example,  Waggett  recommended  painting  the  skin 
with  "  newskin  "  :  Wyatt  Wingrave  with  a  solution  of  celloidin  in 
acetone  (10  per  cent.),  and  Deansley  advised  applying  sticking- 
plaster  to  the  thigh  before  cutting  the  graft,  and  I  believe  from 
America  came  the  suggestion  that  a  piece  of  board  should  be  used 
instead  of  the  assistant's  hand  to  keep  the  skin  on  the  stretch  so 
as  to  get  a  more  level  surface;  but  I  think  none  of  tliese  aids  is 
really  necessary  after  a  very  little  practice. 

Having  mentioned  the  methods  of  cutting  and  applying  the 
graft,  I  now  wish  to  discuss  the  advantages  and  disadvantages  of 
skin-grafting.     The  advantages,  in  my  opinion,  are  : 

(1)  The  cavity  heals  much  more  quickly  than  by  other 
methods. 

(2)  Contraction  of  the  cavity  and  stenosis  are  prevented,  and 
at  the  same  time  there  is  no  possibility  of  granulations  extending 
across  various  parts  of  the  cavity,  and  so  shutting  off  cavities 
which  remain  unhealed  and  cause  persistent  discharge. 

(3)  The    patient    is    spared    a    large    amount    of    pain    which 
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formerly  was   caused   by  firmly  plugging'  the  raw  surface  of  the 
mastoid  cavity. 

(4)  Both  the  patient  and  surgeon  are  saved  much  time  and 
trouble,  as  about  ten  days  after  the  grafting  operation  the  patient  is 
able  to  do  nearly  all  that  is  necessary  for  himself  and  only  see  his  sur- 
geon once  a  week;  and  the  patient  is  thus  able  to  return  to  work  much 
earlier  than  when  he  was  obliged  to  attend  daily  for  treatment. 

(5)  The  surgeon  is  not  worried  by  having  to  make  complicated 
meatal  flaps,  many  of  which  cause  much  deformity  of  the  concha, 
and  when  made  are  often  difficult  to  keep  in  position,  as  all  that 
is  necessary  is  to  remove  sufficient  of  the  posterior  meatal  wall  to 
ensure  easy  access  to  the  antrum  and  mastoid  cavity. 

The  method  I  usually  employ  is  to  make  an  incision  at  the 
junction  of  the  posterior  meatal  wall  and  the  concha,  and  a  second 
incision  along  the  middle  of  the  floor  of  the  meatus,  and,  after 
cutting  away  some  of  the  subcutaneous  tissues,  to  suture  with  cat- 
gut the  flap  so  formed  to  the  soft  parts  immediately  behind  the  ear, 
so  that  the  skin  surface  of  the  flap  looks  toward  the  mastoid  cavity. 

(6)  In  a  large  proportion  of  cases  the  Eustachian  tube  is  closed, 
and  reinfection  via  the  tube  is  thus  prevented. 

As  regards  the  objections  to  skin-grafting,  it  has  been  pointed 
out  that  it  is  impossible  to  get  the  cavity  aseptic,  but  in  practice  it' 
has  been  found  that  this  makes  no  difference,  and  that  in  ninetj'- 
nine  out  of  every  hundred  cases  the  graft  takes  perfectly  well, 
and  that  even  in  the  exceptional  cases  when  the  grafting  is  Jiot  a 
complete  success,  islets  of  cells  are  left  behind  from  which  the 
skin  quickly  grows  over  the  cavity.  At  the  same  time  I  should  like 
to  point  out  that  in  performing  the  radical  mastoid  operation  it  is 
essential  thoroughly  to  open  up  all  depressions  in  the  bone,  so  as  to 
make  sure  that  septic  cavities  are  not  left  behind  the  graft ;  it  is 
also  necessary  that  the  graft  should  be  extremely  thin. 

With  regard  to  the  hearing,  Ballance  in  his  original  paper  stated 
that  he  found  the  result  much  the  same  as  after  the  older  method 
of  dry  gauze  tamponning,  and  in  a  later  note  added  that  the  result 
was  better  than  in  the  older  method,  attributing  this  to  the  very 
thin  layer  of  tissue  which  formed  over  the  fenestra  ovalis.  In  a 
paper  published  in  the  Lancet  on  August  17,  1912,  Ballance  also 
states  that  75  per  cent,  of  a  number  of  private  cases  tested  showed 
remarkably  good  hearing  as  the  result  of  the  operation.  Grafting 
certainly  has  one  small  disadvantage,  and  that  is  that  the  cavity  is 
very  liable  to  become  tilled  with  a  collection  of  cerumen  and 
epithelium  which,  if  left,  may  cause  ulceration  of  the  skin  surface; 
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but  the  collection  is  easily  removed,  and,  if  done  regularly  once  or 
twice  a  year,  no  harm  results. 

I  next  wish  to  consider  tiie  question  of  primary  skin-grafting, 
i.  e.  the  application  of  a  graft  at  the  time  of  the  original  mastoid 
operation.  I  first  tried  this  method  in  March,  1908,  and  since  then 
have  used  it  regularly  in  uncomplicated  cases  of  chronic  mastoid 
disease  ;  but  I  do  not  use  it  in  cases  of  acute  mastoid  disease, 
where  it  is  necessary  to  perform  a  radical  mastoid  operation, 
preferring  in  these  cases  to  do  the  skin-grafting  at  a  later  date. 

The  advantages  of  the  primary  skin-grafting  are,  in  my  opinion  : 

(1)  Seven  to  ten  days  are  saved  in  the  convalescence  of  the 
patient. 

(2)  It  does  away  with  the  necessity  of  a  second  ansestlietic, 
which  many  patients  so  much  dread,  and  I  think  that  having  two 
anaesthetics  so  close  together  did  affect  the  patient's  general  health, 
especially  in  the  case  of  those  who  were  very  nervous. 

The  method  I  employ  is  as  follows  :  I  first  perform  the  ordinary 
radical  mastoid  operation,  taking  care  to  remove  as  far  as  possible 
every  trace  of  disease,  and  exposing  the  dura  of  the  middle  fossa 
and  the  lateral  sinus  if  I  am  not  quite  satisfied  with  the  appear- 
ance of  the  bone  lying  in  contact  with  these.  After  cutting  a 
meatal  flap  I  then  scrape  out  the  tympanum,  removing  the  whole 
of  the  mucous  membrane  except  a  very  small  margin  around  the 
stapes,  after  which  the  opening  of  the  Eustachian  tube  is  curetted 
with  a  small  sharp  spoon.  In  order  to  disinfect  the  cavity  and 
check  the  bleeding,  I  next  pour  in  hydrogen  peroxide  (20  vols.) 
which  is  left  in  for  two  or  three  minutes,  and  then  syringed  out 
with  normal  saline  at  10-5°  F.  This  is  done  three  times.  The 
cavity  is  immediately  plugged  with  gauze,  the  plug  being  left  in 
while  the  graft  is  cut  and  only  removed  when  everything  is  quite 
ready  for  applying  the  graft,  which  is  got  into  position  by  means 
of  the  suction  apparatus  recommended  by  Mr.  Ballance,  and  kept 
in  place  by  the  immediate  insertion  of  a  long  strip  of  ribbon 
gauze,  4-  in.  in  width,  on  which  has  been  dusted  some  aristol  powder 
to  prevent  the  discharge  from  becoming  offensive.  No  protective 
of  any  sort  is  used.  The  end  of  the  gauze  is  passed  through  the 
meatus,  and  the  free  end  of  the  graft  which  is  lining  the  posterior 
part  of  the  cavity  is  folded  over  the  plug  and  also  brought  out 
through  the  meatus,  so  as  to  cover  its  cut  edge.  After  ligaturing 
the  vessels,  which  have  been  caught  with  artery  forceps  during  the 
operation,  the  skin  opening  is  sutured,  bringing  the  ear  back  into 
its  normal  position.     The   plug  is   left   untouched  until  the  fourth 
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day  after  the  operation,  when  it  is  withdrawn  and  the  cavity 
syringed  out  with  a  weak  solution  of  hydrogen  peroxide,  a  small 
piece  of  ribbon  gauze  being  again  lightly  inserted  to  soak  up  the 
discharge.  The  same  treatment  is  continued  daily  for  about  one 
week,  when  all  plugging  is  stopped,  and  plain  hydrogen  peroxide 
(10  vols.)  is  dropped  in  twice  daily,  and  the  patient  seen  at  intervals 
of  about  seven  days,  so  that  any  small  areas  which  are  granulating 
too  freely  can  be  cauterised  with  silver  nitrate  or  scraped  with  a  sharp 
spoon.  The  superficial  part  of  the  graft  gradually  separates,  and 
usually  comes  away  when  the  ear  is  syringed,  but  it  may  be  necessary 
to  remove  it  with  forceps.  When  the  cavity  is  nearly  healed  I  often 
prescribe  rectified  spirit,  or  equal  parts  of  hydrogen  peroxide  (20 
vols.)  and  rectified  spirit,  so  as  to  harden  up  the  skin  surface. 

In  my  opinion,  primary  skin-grafting  is  to  be  preferred  to 
blood-clot  dressing,  as  in  the  latter  method,  in  addition  to  the  risk 
of  the  clot  becoming  infected  and  breaking  down,  the  granulations 
formed  in  some  individuals  are  liable  to  become  too  exuberant, 
and  instead  of  being  transformed  into  a  glistening  membrane  have 
a  tendency  to  fill  the  whole  cavitj-  with  fibrous  tissue,  causing 
obstruction  of  the  round  and  oval  windows.  In  any  case  I  think 
it  is  better  to  have  the  cavity  lined  with  healthy  skin  rather  than 
■with  cicatricial  tissue.  With  regard  to  scarlet  red  and  similar 
substances,  the  chief  objections  are  that  constant  attention  is 
required  and  that  pockets  are  liable  to  form  owing  to  granulations 
from  different  parts  of  the  cavity  fusing  together.  This  method 
may  perhaps  be  useful  for  the  healing  of  granulating  aieas  when  the 
graft  has  not  taken  well,  but  I  shall  be  pleased  to  hear  the  opinions 
of  members  who  have  had  a  large  experience  of  these  methods. 

When  first  performing  primary'  grafting  in  1908,  I  kept  notes 
of  the  first  50  cases,  and  I  have  referred  to  these  to  see  how 
long  each  case  took  to  heal,  i.  e.  for  the  cavity  to  become  com- 
pletely covered  with  skin  and  absolutely  dry.  In  these  cases  the 
plug  put  in  at  the  time  of  the  operation  was  left  in  for  seven  days 
iustead  of  four  as  now,  and  though  I  cannot  give  exact  figures 
for  a  series  of  my  later  cases,  I  feel  certain  that  my  results  now 
are  considerably  better  than  they  were  in  1908,  as  I  pay  more 
attention  to  the  posterior  meatal  wall,  removing  as  far  as  possible 
any  exposed  portion  of  cartilage,  because  I  found  that  this  was 
responsible  for  the  delay  in  healing  in  the  majority  of  cases. 
Of  these  50  cases,  7  were  lost  sight  of  after  leaving  hospital, 
as  5  returned  to  the  country  and  were  not  seen  again,  and  2 
failed    to    attend    for    treatment,  so  I   propose  to    deal   with  the 
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remaining  43.  Of  these,  1  liealed  in  nineteen  days,  1  in  twenty- 
one  days,  6  in  one  month,  1  in  five  weeks,  7  in  six  weeks,  7  in 
seven  weeks,  5  in  two  months,  6  in  two  and  half  months,  1  in 
three  months,  1  in  tliree  and  half  months,  3  in  four  months,  1  in 
four  and  half  months,  2  in  five  months,  and  1  in  nine  months,  so 
that  you  will  observe  that  34  out  of  the  43  cases  were  healed 
in  two  and  half  months  or  under.  Of  the  other  9  cases,  caries 
of  the  internal  wall  of  the  tympanum  caused  the  delay  in  4 — 
viz.  1  of  three  and  half  months,  1  of  four  months,  1  of  four 
and  half  months,  and  1  of  nine  months;  caries  of  the  floor  of 
the  aditus  in  1  of  four  months,  and  the  posterior  cartilaginous 
meatus  in  the  other  4  cases — viz.  1  of  three  months,  1  of  four 
month.s,  and  2  of  five  months,  and  in  one  of  these  (the  case  which 
took  four  months)  the  delay  was  partly  caused  by  the  patient 
stopping  away  for  two  months  soon  after  leaving  hospital. 

I  should  like  to  mention  that  in  these  50  cases,  the  dura  of  the 
middle  fossa  was  exposed  in  25,  the  lateral  sinus  in  2,  and  both  the 
dura  of  the  middle  fossa  and  the  lateral  sinus  in  15,  so  that  in  42  out 
of  the  50  cases  there  was  exposure  of  some  part  of  the  dura.  In  no 
case  did  I  have  to  remove  the  graft  on  account  of  suppuration. 

I  have  also  looked  into  the  important  question  of  hearing, 
though  unfortunately  only  a  watch  was  employed.  Of  the  43 
cases  which  I  was  able  to  follow  until  they  were  completely 
healed,  I  found  that  2  had  internal  ear  deafness  before  operation, 
and  in  2  more  the  original  hearing  was  not  noted  ;  I  can  there- 
fore only  deal  with  39.  Of  these  the  hearing  improved  in  29 
(74"3  per  cent.),  deteriorated  in  8  (20'5  per  cent.),  and  remained 
unaltered  in  2  (5"2  per  cent.). 

The  results  given  by  Grunert  after  the  tamponning  method,  were: 
improved,  55  per  cent.;  unaltered,  39  per  cent. ;  diminished,  6  per 
cent. ;  and  by  Stacke,  who  employed  the  same  method  :  improved, 
36  per  cent.  ;  unaltered,  57  per  cent. ;  diminished,  7  per  cent. 

I  must  lastly  say  a  few  words  with  regard  to  the  cases  of 
chronic  mastoid  disease  where  complications  are  present.  If 
there  is  a  fistula  in  the  bony  wall  of  the  semicircular  canal, 
without  daniHge  to  the  membranous  canal,  I  apply  a  primary 
graft,  and  in  the  series  of  cases  I  have  just  mentioned  there  were 
two  cases  of  bony  fistula ;  one  was  perfectly  healed  in  six  weeks, 
and  the  other  returned  to  the  country  at  the  end  of  three  weeks, 
when  the  cavity  was  healed  except  for  the  posterior  cartilaginous 
meatus,  which  was  still  granulating.  Both  cases  were  relieved 
from  the  giddiness  with  which  they  suiiered  before  operation. 
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In  cases  of  suppuration  of  the  internal  ear,  I  do  not  apply 
a  graft,  as  the  object  of  the  operation  is  to  obtain  free  drainage, 
and  I  think  that  the  application  of  a  graft  is  very  liable  to  defeat 
this  object. 


NOTES  ON  THE  RADICAL  MASTOID  OPERATION.' 

By  J.  S.  FuASER,  M.B.,  F.R.C.S.E. 

(From  the  Ear  and  Throat  Department  of  the  Royal  Infirmary, 
Edinburgh,  binder  the  charge  of  A.  Logan  Turner,  M.D., 
F.R.C.S.E.,  F.R.S.E.) 

It  has  always  appeared  to  the  writer  that  we  expect  a  good 
deal  from  Nature  when  we  perform  the  radical  mastoid  opera- 
tion. The  Eustachian  tube  is  open  and  we  want  it  to  close. 
Secondly,  the  external  meatus  is  separated  from  the  tympanum 
by  the  drumhead  and  external  attic  wall,  and  yet  after  we 
have  removed  the  remains  of  the  membrane  along  with  the  bony 
ledge  we  expect  them  not  to  reform.  Thirdly,  the  external 
meatus  is  separated  from  the  mastoid  antrum  by  the  bony  posterior 
meatal  wall  which  we  take  away,  knowing  that  there  is  a  great 
tendency  to  its  reproduction.  Thus  we  want  to  close  a  tube  which 
often  persists  in  remaining  open  and  from  which  a  mucoid  discharge 
spreads  over  the  inner  tympanic  wall.  We  also  wish  to  maintain 
the  patency  of  two  artificial  openings  which  tend  to  close. 

In  common  with  many  other  otologists  the  writer  begins  the 
radical  operation  by  making  a  semi-circular  incision  in  the  hair 
margin,  curving  forward  below  to  the  tip  of  the  mastoid  (Fig.  1), 
because  when  the  wound  is  stitched  up  at  the  end  of  the  operation 
the  line  of  incision  lies  over  the  posterior  part  of  the  mastoid  process, 
which  does  not  require  removal  except  in  cases  where  a  sinus  throm- 
bosis or  an  extradural  abscess  in  the  jjosterior  fossa  have  to  be  dealt 
with.  The  flap  thus  outlined  is  dissected  forward  subcutaneousjy 
till  the  region  of  the  retro-auricular  groove  is  reached,  when  an  in- 
cision is  made  through  the  periosteum  down  to  the  bone.  In  this  way 
a  valvular  wound  is  obtained  and  the  line  of  incision  is  not  "in  the 
air"  as  is  the  case  when  the  cut  is  made  in  the  retro-auricular  groove. 
In  at  least  nineteen  cases  out  of  twenty  the  wound  heals  by  fiist 
^intention,  without  a  drop  of  pus,  and  in  the  twentieth  there  is  at 
most  a  stitch  abscess  or  two.  The  writer,  however,  does  not  deny 
that  equally  good  results  may  be  obtained  by  other  methods. 

'  Contribution  to  Discussion  at  the  Otological  Section  of  the  Eoyal  Society  of 
Medicine.     See  p.  95. 
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With  regard  to  the  gouges  employed  in  the  removal  of  bone,  it 
has  always  appeared  to  tlie  writer  that — the  masonic  craft  being 
an  exceedingly  old  one — the  nearer  the  otologist  could  get  to  the 
gouge,  or  chisel,  of  the  stone-masons  the  better.  The  Vienna 
pattern  of  gouge  seems  to  be  the  nearest  approacli.  This  instru- 
ment has  a  large,  rounded,  proximal  end  which  projects  from  the 
shank  so  that  the  operator  can  get  the  end  of  his  left  thumb  up 
against  the  projection  and  thus  prevent  the  instrument  from 
slipping   and    injuring    the    facial   nerve    or   labyrinth,    when  the 


Fig.  1. — Lines  of  incision  for  outlining  skin  graft  (left  earV  The  crescentic 
piece  of  skin  is  left  attached  to  the  periosteum,  and  the  flap  in  front  dissected 
up  subcutaneously  as  far  forward  as  the  retro-auricular  groove  where  the 
incision  is  made  through  the  periosteum  down  to  the  bone. 


wooden  hammer  is  forcibly  applied.  The  writer  has  had  one  case 
of  facial  paralysis  in  the  earls'  days  in  nearly  four  hundred 
mastoid  operations.  The  affection  almost  entirely  passed  off 
within   two   months. 

After  the  bridge  has  been  removed  the  facial  spur  is  very  freely 
shaved  down  with  a  large  gouge,  so  that  the  floor  of  the  bony 
meatus,  the  spur,  and  the  floor  of  the  mastoid  cavity  form  a  very 
gentle  slope  (Fig.  2).  Stacke's  protector  is  never  used,  because  if 
one  does  not  feel  safe  without  the  aid  of  this  instrument  one  should 
not  operate  at  all.  In  many  cases  it  is  also  advisable  to  level  down 
the  convexity  on  the  floor  of  the  bony  meatus  with  a  medium-sized 
gouge,    so    as    to    give    good    access    to    the  tympanum  for  after 
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treatment.     It  is  needless  to  say  tliat  the  external  wall  of  the  attic 
and  aditus  should  also  be  freely  removed. 

In  the  writer's  experience  the  lower  end  of  the  long  process  of  the 
incus  is  usually  absent  in  cases  which  come  to  the  radical  mastoid 
operation.  As  the  ossicular  chain  is  thus  broken,  one  cannot  see 
why  the  radical  operation  should  result  in  any  deterioration  of  the 
hearing  power.  In  such  cases  the  raison  d'etre  of  the  modified 
radical  operation  is  hard  to  exjjlain.  This  remains  true  whether 
we  look  upon  the  chain  of  ossicles  with  its  two  tympanic  muscles  as 


Pio.  2. — After  the  radical  mastoid  operation  (left  ear)  has  been  completed,  the 
crescentic  skin  graft  is  cut  off,  trimmed,  and  applied  over  the  facial  spur,  the 
inner  end  of  the  graft  reaching  the  prominence  of  the  external  canal. 


a  sound-conducting  apparatus  or  merely  as  a  mechanism  for 
regulating  the  intra-labyrinthine  tension,  or  as  both  combined. 

The  jolastic  operation  on  the  membranous  external  meatus  may 
be  performed  at  almost  any  jjeriod  of  the  operation.  The  writer 
uses  either  Koerner's  oblong  flap  or  Neumann's  Y  flap,  and 
performs  the  meatal  plastic  after  the  removal  of  the  bridge, 
malleus,  and  incus,  but  before  the  lower  part  of  the  tympanic 
cavity  and  Eustachian  tube  are  dealt  with. 

The  writer  believes  that  the  inner  tympanic  wall  should  be  left 
alone  as  much  as  possible  in  order  not  to  interfere  with  the  window 
niches.  If,  however,  a  polypus  be  present,  this  is  impossible,  as  in 
the  great  majority  of  cases  the  inflammatory  swelling  springs  from 
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the  lower  and  posterior  part  of  tlie  promontory  between  the  win- 
dows. In  removing  such  a  polypus,  or  in  curetting  out  with  the 
angled  spoon,  the  remains  of  the  drumhead,  it  is  most  important 
not  to  scrape  away  the  epidermis  covering  the  anterior  and  inferior 
walls  of  the  bony  meatus  in  order  to  avoid  subsequent  narrowing 
of  the  meatus  at  the  isthmus  (Fig.  4).  In  some  cases  we  have  the 
formation  of  a  complete  membrane  in  this  region,  with  a  resulting 
separation  of  the  more  superticiul  parts  of  the  i-adical  mastoid 
cavity  from  the  deeper  portions,  i.  e.  the  tympanum  and  aditus  in 
which  suppuratiou  may  continue. 

The  Eustachian  tube  is  a  great  difficulty.  In  the  writer's  experi- 
ence there  is  a  large  class  of  cases  of  chronic  suppurative  otitis  media, 
with  oval  perforations  in  the  anterior  part  of  the  drumhead,  or 


Fig.  3. 


Fig.  4. 


Fig.  3. — Appearance  of  cavity  as  often  seen  about  three  weeks  after  operation 
on  left  ear  in  eases  in  which  skin  graft  is  not  applied.  Granulations  are 
seen  growing  upwards  from  the  lower  cut  edge  of  the  posterior  bony  nieatal 
wall  (facial  spur),  and  downwards  from  tlie  cut  edges  of  the  external  wall  of 
the  attic  and  ujiper  part  of  the  posterior  bony  meatal  wall.  One  can  with 
difficulty  see  into  the  tympanum  in  front  and  into  the  antrum  behind. 

Fig.  4. — Appearance  six  to  eight  weeks  after  operation  in  unfavourable  case. 
The  outer  part  of  the  operation  cavity  has  become  lined  by  squamous  epithe- 
lium, but  a  "  contraction  ring  "  has  i'oi'med  at  the  point  where  formerly  the 
isthmus  of  the  meatus  was  situated.  Through  this  ring  we  can  see  the  so- 
called  "  granulations "  on  the  inner  wall  of  the  tympanum.  In  some  eases 
the  ring  closes  entirelj',  so  that  we  have  a  complete  formation  of  a  membrane 
or  partition  between  the  outer  and  inner  portions  of  the  operation  cavity. 
Suppuration  may  continue  behind  this  membrane,  and,  if  the  case  be  again 
operated  on  some  months  or  years  later,  it  is  found  that  a  great  deal  of  new 
bone  formation  has  taken  place. 


kidney-shaped  perforations  below  the  umbo,in  which  the  suppurative 
process  is  confined  to  the  anterior  or  tubal  portion  of  the  middle  ear 
cleft  and  the  lower  part  of  the  tympanic  cavity.  The  cases  are  really 
"tuborrhojas,"  and  in  many  of  them  the  hearing  power  is  very  good. 
If  the  surgeon  is  ill-advised  enough  to  perform  the  modified  radical 
operation  on  such  cases  on  accountof  the  good  hearing,he  isdisgusted 
to  find  a  healthy  antrum.  If  he  now  goes  on  to  complete  the  I'adical 
operation  so  as  to  get  good  access  to  the  Eustachian  tube  and  tubal 
portion   of    the   tympanic   cavity,   he    is    again    likely   to    be    dis- 
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appointed,  because  lie  will  find  a  large  tube  which  is  exceedingly 
difficult  to  close,  even  with  the  aid  of  Alexander's  rectangular 
curettes,  which  are  accurately  made  to  fit  the  outline  of  the  bony  tube 
(see  JouEN.  OF  Laeynggi,.,  Rhinol.,  and  Otol.,  December,  1915,  p.  460, 
Fig.  3).  It  is  hard  to  credit  the  claims  put  forward  by  Yankauer  and 
other  American  otologists  with  regard  to  the  results  they  obtain  from 
curetting  the  Eustachian  tube  through  the  normal  external  auditory 
meatus  [Laryngoscope,  1915,  p.  675).  Yankauer  uses  a  small, 
circular  curette,  and  advises  local  anjestliesia.  He  has  collected 
735  cases,  operated  on  by  various  otologists.  Of  these,  the  tube 
was  successfully  closed  after  one  or  more  curettings  in  609  (83  per 
cent.),  while  379  patients  were  reported  as  cured  (51'5  per  cent.). 
The  writer  finds  it  difficult  to  understand  how  surgeons,  who  only 
have  the  aid  of  local  an£esthesia,  who  use  an  inefficient  instrument, 
and  operate  round  a  corner  by  feel  or  guess-work,  can  obtain 
results  which  are  not  much  worse  thau  those  following  the  curettage 
of  the  tube  under  general  anassthesia,  with  an  efficient  instrument, 
and  guided  by  direct  vision.  Longee  [Jour.  Amer.  Med.  Assoc, 
1914,  p.  1576)  says  the  curettage  of  the  Eustachian  tube  through 
the  external  meatus  is  of  very  little  value.  He  reports  twenty-one 
cases,  and  in  only  two  instances  did  he  obtain  closure  of  the  tube. 

From  what  has  been  already  said  it  will  be  seen  that,  in  the 
writer's  opinion,  the  modified  radical  operation  is  not  advisable  in 
cases  of  chronic  middle  ear  suppuration  (usually  with  a  marginal 
perforation  in  the  posterior  superior  quadrant)  in  which  the  con- 
tinuity of  the  ossicular  chain  is  broken  by  the  loss  of  the  lower  end 
of  the  long  process  of  the  incus,  nor  in  cases  with  anterior  or  central 
perforations  associated  with  "  tuborrhcea."  In  fact,  the  only  class  of 
case  in  which  the  modified  radical  operation  appears  to  be  of  advan- 
tage is  a  comparatively  small  one — viz.,  cases  of  "attic  "  perforation 
with  good  hearing.  We  must, however,  remember  that  cholesteatoma 
is  present  in  most  cases  of  attic  perforation.  In  the  writer's  opinion 
this  does  not  negative  the  modified  radical  operation. 

In  operating  on  cases  complicated  by  cholesteatoma  the  writer 
does  not  as  a  rule  remove  the  matrix,  because  if  this  be  left  in  situ 
it  greatly  assists  the  rapid  epidermising  of  the  cavity.  Chole- 
steatoma consists  of  squamous  epithelium,  and  this  is  exactly  what 
we  hope  the  mastoid  cavity  will  eventually  be  lined  with.  Perhaps  a 
little  extra  care  may  be  needed  in  the  after-treatment  of  these  cases, 
e.  g.  drops  of  salicylic  acid  in  alcohol  and  more  frequent  syringing 
than  usual.  It  is  absolutely  necessary  to  impress  ou  all  patients  on 
whom  the  radical   operation  has  been   performed  that  they  must 
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have  their  "operated"  ear  attended  to  at  least  once  a  fortnight, 
and  better  still  once  a  week  for  the  rest  of  their  lives. 

In  order  to  obtain  a  dry  cavity  the  writer  believes  that  it  is 
very  important  to  make  a  large  external  auditory  meatus  by 
extending  the  incisions  for  the  plastic  well  into  the  concha  and 
stitching  back  the  flap.  When  the  whole  cavity  has  become 
thoroughly  healed  and  the  skin  lining  it  has  become  pale,  the 
increase  in  size  of  the  external  meatus  is  hardly  noticeable.  If 
the  meatus  be  too  small,  the  cavity  tends  to  remain  moist.  This 
may  not  be  a  disadvantage  as  far  as  hearing  is  concerned,  but  both 
surgeons  and  patients  prefer  a  dry  ear. 

The  writer  has  found  that  there  is  not  infrequently  a  tendency 
to  drooping  of  the  auricle  after  the  radical  mastoid  operation, 
i.  e.  the  auricle  on  the  operated  side  is  at  a  lower  level  than  on 

Fio.  5.  FiQ.  6. 


Fig.  5. — Appearance  three  weeks  after  operation  (left  ear)  in  case  in  which  skin 
graft  was  applied  to  facial  spur  at  time  of  operation.  The  epithelium  is  seen 
spreading  over  the  granulations. 

Fig.  6. — The  result  one  hopes  to,  but  does  not  always,  see  after  the  radical  opera- 
tion on  the  left  ear.  The  tube  is  closed,  and  the  operation  cavity  has  healed 
with  retention  of  the  outline  of  the  inner  wall.  The  promontory,  oval  and 
round  window  niches,  facial  canal,  attic,  prominence  of  the  external  semi- 
circular canal  and  antrum  are  all  clearly  seen.  (The  patient  can  hear  a 
whisper  at  six  feet  with  the  left  ear.) 

the  non-operated  side.  This  is  not  only  unsightly,  but  also  tends 
to  narrow  the  external  meatus.  In  some  cases  the  drooping  is  so 
marked  that  in  order  to  inspect  the  cavity  the  surgeon  must  almost 
go  down  on  his  knees,  or  must  tilt  the  patient's  head  over  towards 
the  opposite  shoulder  to  an  uncomfortable  extent.  To  obviate 
this  the  writer  has  for  some  time  removed  a  crescentic  piece  of 
skin  at  the  upper  and  posterior  part  of  the  curved  retro-auricular 
incision.  The  area  removed  is  about  1  inch  long  and  t  of  an  inch 
wide  at  its  broadest  part.  For  a  time  this  small  piece  of  skin  was 
thrown  away,  but  of  late  it  occurred  to  the  writer  that  the  skin 
might  be  used  as  a  graft  to  cover  the  facial  spur,  and  so  obviate 
the  tendency  to  the  reformation  of  the  po.sterior  bony  wall  of  the 
external  meatus.    No  matter  how  freely  this  wall  has  been  removed 
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above,  so  as  to  lay  open  the  attic  and  aditus,  and  no  matter  liow 
well  the  spur  has  been  smoothed  off  below  to  expose  the  promon- 
tory and  window  niches,  within  two  or  three  weeks  after  the  radical 
operation  there  is,  in  certain  cases,  an  exuberant  growth  of  granu- 
lations from  above  and  from  below  in  the  region  of  the  cut  edges 
of  the  posterior  bony  meatal  wall  (Fig.  8).  Like  stahictites  and 
stalagmites,  these  tend  to  meet.  This  exuberant  growth  is  especially 
seen  in  cases  in  which  the  bone  is  found  to  be  very  vascular  at 
operation,  and  in  obstinate  instances  no  method  of  after  treatment 
seems  to  make  much  difference — packing  or  non-packing,  spirit 
drops  or  dry  boric  insufflations,  scarlet  red  or  liquid  paraffin.  Only 
skin-grafting  is  of  service,  but  to  cut  and  apply  a  skin-graft  from 
the  inner  side  of  the  thigh  takes  up  a  considerable  amount  of  time. 
After  trying  Ballance's  method  of  skin-grafting  with  reopening  of 
the  retro-auricular  wound  ten  to  fourteen  days  after  the  radical 
opei-ation,  the  writer  came  to  the  conclusion  that  it  was  not  worth 
while.  lu  other  cases,  in  which  the  graft  was  applied  through  the 
enlarged  external  meatus,  it  seldom  "took."  The  writer  has  no 
practical  experience  of  the  application  of  large  thin  Thiersch  grafts 
to  the  bony  surface  at  the  end  of  the  operation,  but  a  theoretical 
objection  appears  to  be  that  the  mucosa  of  the  tympanum  cannot 
be  entirely  removed,  even  by  the  most  thorough  curetting,  e.  g. 
in  the  region  of  the  window  niches,  in  the  irregularities  of  the 
tympanic  floor,  in  the  sinus  tympani,  etc.  It  seems  impossible  that 
a  skin-graft  can  "  take  "  over  these  areas.  On  the  other  hand, 
grafts  consisting  of  the  whole  thickness  of  the  skin  (dermis  and 
epidermis)  ''take"  well  when  applied  to  the  raw  bony  surface  of 
the  facial  spur  and  floor  of  the  bony  meatus,  according  to  the 
following  method :  The  crescentic  piece  of  skin  is  outlined  with 
the  knife  at  the  time  of  the  original  incision  (Fig.  1),  and,  during 
the  operation,  is  left  attached  to  the  periosteum  covering  the  mas- 
toid. When  the  operation  is  completed  the  cavity  is  syringed  out 
with  lukewarm  saline  lotion  and  temporarily  packed  with  sterile 
gauze.  The  crescentic  portion  of  skin  is  now  excised  with  the  knife 
or  scissors,  and  placed  on  the  sterile  towel  covering  the  patient's 
head,  so  that  the  epidermic  surface  is  next  to  the  towel  and  the 
fatty  subcutaneous  surface  upwards.  The  assistant  now  seizes  one 
end  of  the  graft  with  a  pair  of  mouse-toothed  forceps,  while  the 
operator  does  the  same  at  the  other  end.  In  this  way  the  graft  is 
stretched  between  the  two  pairs  of  forceps.  The  subcutaneous 
fatty  tissue  is  now  picked  up  by  the  assistant  with  the  aid  of  a  third 
pair  of  forceps,  while,  with  scissors  curved  on  the  flat,  the  surgeon 
dissects  away  the  fatty  tissue,  leaving  only  the   cutis  vera  and 
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epidei'mis.  The  gauze  is  now  removed  from  the  mastoid  wound 
and  the  skin-graft  is  applied  to  the  cut  surface  of  the  facial  spur, 
and  covered  with  an  oblong  piece  of  perforated  oiled  silk  only 
slightly  bigger  than  the  graft  itself.  If  a  larger  crescentic  piece 
be  excised,  it  may  be  divided  transversely,  one  portion  being 
applied  to  the  floor  of  the  bony  meatus  which  has  been  lowered 
with  the  gouge  while  the  other  piece  is  npplied  to  the  fucial  spur 
as  described.  The  skin-grafts  covered  by  the  oded  silk  are  then 
held  in  position  by  the  assistant,  with  the  aid  of  a  pair  of  angled 
forceps,  while  the  surgeon  packs  the  tympanic  cavity,  aditus  and 
antrum,  with  iodoform  worsted,  which  retains  the  graft  in  position 
after  the  assistant  has  withdrawn  his  forceps.  The  retro-auricular 
wound  and  the  operation  cavity  are  only  dressed  on  the  fifth  day. 
Even  when  the  iodoform  woi'sted  is  removed,  the  oiled  silk  remains 
in  position  and  has  to  be  taken  out  with  angled  forceps.  The  skin- 
graft  invariably  i-etains  its  position,  and  by  the  end  of  a  period  of 
ten  days  it  is  seen  to  be  spreading  out  towards  the  antrum  and  also 
covering  the  floor  of  the  meatus  (Fig.  5).  In  one  or  two  recent 
cases  healing  of  the  cavity  has  been  complete  in  six  weeks.  The 
whole  procedure  only  adds  at  most  five  minutes  to  the  time  occupied 
by  the  radical  operation. 

In  itself  the  "  nfter-treaimeiit  of  the  radical  mastoid  operation" 
miglit  well  form  a  subject  for  discussion.  As  stated  above,  the 
cavity  is  dressed  on  the  fifth  day  and  repacked.  The  case  is  again 
dressed  on  the  seventh  day,  and  daily  thereafter  up  to  the  tenth. 
If  by  this  time  all  looks  well  packing  is  omitted  during  the  daytime, 
but  at  night,  though  the  cavity  itself  is  not  packed,  a  piece  of 
gauze  is  inserted  into  the  meatus  to  maintain  its  patency  and  also 
to  prevent  soiling  of  the  pillow.  It  must,  however,  be  confessed 
that  there  are  cases  in  which  the"'  non-packing"  method  has  to  be 
abandoned  in  favour  of  "  packing."  In  these  cases  the  after-treat- 
ment is  long  and  tedious,  both  to  surgeon  and  to  patient.  If  the 
latter  lives  in  town  and  can  attend  daily  at  the  hospital,  he  may  be 
able  to  resume  work,  and,  in  ■Awy  case,  does  not  require  to  have  a 
bed  in  the  ward.  It  is  different,  however,  in  the  case  of  country 
patients,  whose  after-treatment  cannot  well  be  left  to  the  care  of 
the  busy  practitioner  or  district  nurse.  Except  for  the  daily  treat- 
ment of  the  ear,  these  patients  do  not  require  skilled  attention  or 
nursing,  and  it  has  often  struck  the  writer  that  a  hospital  bed  was 
wasted  in  such  cases.  Some  less  elaborate  form  of  accommodation 
would  serve  the  purpose  equ:dly  well.  In  this  way  hospital  beds 
would  be  more  quickly  available  for  fresh  operation  cases,  and  long 
"  waiting  lists  "  would  be  largely  obviated. 
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Bony  Sequestrum,  believed  to  be  the  Annulus  Tympanicus, 
removed  from  the  External  Meatus  of  an  Infant. — H.  L.  Whale. — 

The  child,  aged  two  years  and  uiue  months,  had  suffered  continuously 
from  otorrhoea  since  the  age  of  fourteen  months.  The  specimen  exhibited 
broke  this  afternoon,  so  members  cannot  now  see  what  it  looked  like.  I 
do  not  know  whether  it  is  an  annulus  ;  I  showed  it  to  L)r.  Dundas  G-rant, 
and  he  agreed  that  was  what  it  appeared  to  be. 

Otomycosis ;  Colony  and  Microscopic  Slide  of  Aspergillus 
fumigatus. — H.  L.  Whale. — The  fungus  was  growing  profusely  on 
cerumen  on  the  floor  of  a  radical  mastoid  cavity  in  a  male,  aged  twenty- 
five.  The  cavity  was  entirely  epithelialised  and  dry,  not  eczematous. 
The  patient  complained  of  slight  itching.  The  mass  looked  like  frost- 
covered  grass,  white,  with  au  obvious  glint  of  green  in  patches.  The 
patient  had  not  been  living  in  a  hot  climate  or  unhealthy  surroundings, 
nor  had  he  been  putting  oil  into  his  ear,  nor  been  in  contact  with  pigeons 
or  other  birds. 

The  President  :  Otomycosis  sometimes  presents  a  very  curious 
colour.  I  saw  one  case  of  a  brilliant  emerald  green.  There  was  evidently 
some  change  in  the  colour  of  the  fungus,  probably  due  to  the  absorption 
and  transformation  of  some  pigment  from  the  wax.  (In  reply  to  a 
question  asked  by  Mr.  West)  :  I  should  call  this  otomycosis.  I  do  not 
know  that  the  term  has  been  exactly  defined ;  perhaps  members  will  give 
their  definitions. 

Dr.  Grant  :  In  old  days,  when  oil  was  much  used  in  treating  ear 
conditions,  otomycosis  was  said  to  be  much  more  frequent  than  now. 
At  that  time  probably  tlie  aspergillus  grew  in  the  oil  rather  than  in  the 
tissues.  In  the  present  case  the  cerumen  may  act  as  the  base  in  the 
same  way.  I  do  not  think  the  fact  of  the  growth  taking  place  on 
cerumen  is  an  objection  to  the  application  of  the  term  "  otomycosis." 

Prof.  Urban  Pritchard  :  I  have  always  been  much  interested  in 
the  subject  of  aspergillus.  I  do  not  believe  the  application  of  oil  to  the 
ear  had  any  part  in  the  causation.  I  was  on  the  look-out  for  the  condi- 
tion— some  twenty-five  years  ago — for  six  years  before  I  saw  a  case,  so 
that  it  would  not  seem  to  have  been  very  common  then.  It  is  less 
common  in  England  than  anywhere  else  in  the  world.  It  is  common  in 
Switzerland  and  Austria,  and  it  is  the  commonest  ear  condition  noticed 
by  doctors  in  Bombay.  I  think  its  incidence  is  more  to  do  witli  locality. 
I  have  half  a  dozen  specimens  of  the  niger  variety  from  my  own  patients, 
but  fewer  of  the  fumiyatns.     I  think  the  only  differentiation   between 
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fnmigafiis  vind  flavus  is  derived  bv  growing  a  culture.  I  liad  a  specimen 
oiflaviis  sent  me  from  New  York,  and  tliat  was  yellow  under  the  micro- 
scope. Mr.  Whale's  culture  sjsecimeu  shows  the  fimiiijatu^  colour 
beautifully. 

Mr.  Whale  (in  reply)  :  In  answer  to  Mr.  West's  question,  I  niit;ht 
call  it  a  case  of  fungus  growing  in  the  ear  ;  it  did  not  grow  ou  the  surface 
epithelium  itself.  This  specimen  is  As^jergilhis  fiimiijatiig.  v;heveiis  the 
ordinary  one  is  Asperrjillus  niger,  which  is  met  with  chiefly  in  India, 
where  I  was  for  a  time.  The  fnmigatiis  is  supposed  to  be  specially  met 
with  in  people  who  are  brouglit  into  contact  with  Viirds  a  good  deal, 
especially  pigeons  ;  that  was  stated  by  the  botanist  who  helped  the  patho- 
logist to  prepare  this  siiecimeu.  I  showed  the  case  because  of  it  being 
the  rarer  form.  This  was  certainly  acquired  in  England.  The  only 
three  varieties  I  could  find  mentioned  in  the  books  are  :  niger,  finnigatu^, 
and  midigiius. 

Keratosis  of  the  Auditory  Meatus. — W.  Stuart-Low.— A  girl, 
aged  eight,  who  has  had  a  discharge  from  the  left  ear  f(jr  i.iver  a  vear. 
Two  months  ago  white  spots  liegan  to  appear  at  the  lowest  and  outermost 
part  of  the  meatus ;  these  gradually  coalesced  and  spread  round  the 
passage,  forming  a  tougli  white  ring.  Dr.  Wyatt  Wingrave  has 
examined  specimens  under  the  microscope,  and  describes  it  as  an  irritative 
keratosis  similar  to  what  is  not  uncommonly  met  with  ou  the  tonsils,  and 
said  to  be  due  to  the  presence  of  a  leptothrix.  He  thinks  any  true 
parasitic  growth  can  be  completely  excluded  in  this  case.  Suggestions 
as  regards  treatment  are  requested. 

Remarks  by  Br.  Wgafi  Wiiigrave  :  A  Portion  of  Thickened  Epidermis 
from  the  External  Auditory  Meatus. — The  tissue  consists  of  closely- 
applied  hypertrophied  papillae,  whose  superficial  squames  show  two 
changes — vacuolatiou  and  keratinoid  granular  deposit.  The  dermal 
papillfe  do  not  appear  to  have  undergone  any  change.  Between  the 
laminae  of  the  squames  many  mycelial  threads  are  seen,  but  no  spores. 
It  may  therefore  be  a  mycosis  associated  with  keratosis.  Mvcelial  fila- 
ments may  lie  derived  from  dirty  water  used  as  an  injection  or  may  be 
air-borne.  Still,  it  must  not  be  forgotten  that  they  closelv  resemble  the 
micro-organisms  of  a  ringworm.  Myi-elium  alone  is,  however,  strongly 
in  favour  of  a  saprophytic  nature.  There  is  no  evidence  of  acute  inflam- 
mation. 

Mr.  Clayton  Fox  :  I  think  this  is  a  papillomatous  condition  and 
that  the  mycelium  is  only  associated  with  it,  not  causally.  Such  a 
jjapillomatous  condition  is  rare.  It  bears  no  resemblance  to  keratosis 
obdurans.  It  is  probably  the  result  of  iiritation  from  long-standing 
suppuration  of  the  ear.  I  suggest  the  use  of  salicylic  acid  in  paroleine, 
which  will  act  as  a  solvent  for  the  epidermis  and  also  protect  the  part 
from  the  irritating  discharge. 

Dr.  DuNDAS  Grant:  This  is  an  extremely  rare  kind  of  case,  and 
seems  to  be  a  diffuse  warty  condition.  It  differs  from  the  classical 
keratosis  obdurans  which  Wreden  described  many  years  ago.  I  shall 
be  glad  to  hear  whether  members  have  seen  anything  like  it  before. 
I  think  repeated  application  of  a  spirituous  solution  of  salicylic  acid  would 
do  good. 

The  President  :  Sometimes  one  sees  benefit  from  mechanical 
measures,  such  as  gauze  packing ;  salicylic  ointment  can  be  applied  in  the 
gauze  packing. 

Mr.  Stuart-Low   (in  leplv)  ;  I  thank  vou   for   the  remarks  about 
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treatment,  as  I  was  at  a  loss  what  to  do  for  the  case,  thougli  I  was 
inclined  to  try  salicylic  acid,  if  I  knew  the  best  strength.  When  I 
removed  a  piece  for  examiuatiou  it  bled  profusely,  which  would  perhaps 
be  an  indication  against  scraping,  as  some  members  have  suggested. 

Fractured  Skull  with  Healed  Attic  Suppuration  of  an  Unusual 
Type. — E.  D.  Davis.--The  patient,  an  engineer.  a;4ed  forty-two,  com- 
plained of  deafness  after  a  crushing  injury  to  the  head,  iu  which  the 
vertex  of  the  skull  was  fractured,  and  an  operation  for  depressed  fracture 
was  performed  by  Mr.  Eowntree  on  April  24.  At  the  time  of  the  accident 
there  was  hseniorrhage  from  both  ears.  The  left  ear  shows  extensive  and 
healed  attic  suppuration,  revealing  a  cavity  of  consider.ible  size  above  and 
behind  the  tympanum.  Both  external  auditory  meatuses  are  unusually 
large  in  the  region  of  the  drum.  The  deafness  is  of  the  middle-ear 
type,  and  there  is  no  history  of  the  deafness  or  of  ear-disease  previous  to 
the  accident. 

Mr.  O'Malley  :  I  have  not  seen  the  case,  but  it  seems  from  the 
description  to  correspond  closely  with  one  which  I  recently  had  under 
my  care  at  Woolwich.  The  patient  wos  in  the  motor  cycling  corps  and 
started  out  on  duty  one  night  and  had  an  accident.  He  recollected 
notliing  of  it  until  he  recovered  consciousness  forty-eight  hours  after- 
wards. On  arriving  at  Woolwich  he  was  complaining  of  deafness;  Ijg 
also  had  eye  troubles.  His  fourth,  sixth,  and  seventh  nerves  were 
damaged,  and  on  examining  his  ear  I  noticed  a  large  tissure  in  the  upper 
part  of  the  tympanic  membrane  extending  into  the  roof  of  the 
tympanum.  X-ray  examination  suggested  that  there  was  a  fracture  iu 
this  region. 

Total  Occlusion  of  the  External  Auditory  Meatus.-  L.  A. 
Lawrence. — This  condition  was  noticed  iu  a  woman,  Liged  thirty-one, 
who  was  sent  to  hospital  on  account  of  pain  attributed  to  the  right 
ear,  but  iu  all  probability  due  to  a  carious  tooth  in  the  right  lower  jaw. 
The  right  meatus  is  occluded  by  a  smooth  partition  stretching  com- 
pletely across  the  meatus  about  a  third  of  the  depth  from  the  surface. 
Careful  examination  failed  to  show  any  opening  whatever.  There  was 
no  moisture  nor  discharge  on  the  surface.  No  other  deformity  was 
found.  The  Eustachian  tubes  are  both  patent.  JR<Ues  were  heard 
through  a  passed  Eustachian  catheter  on  both  sides.  The  left  ear  is 
normal.  The  patient  hears  an  acoumeter  2  in.  from  the  right  ear. 
Weber's  test  indeterminate.  Rinne's  t^st :  Eight  ear—,  left  ear -f. 
Schwabach  neutral.  Tuning-forks:  R.  |5,  L.  16.  Monoehord,  R.  J|, 
L.  -^^,  with  noise  apparatus.  The  condition  is  evidently  congenital,  and 
the  case  is  shown  on  account  of  the  rarity  of  the  condition. 

Dr.  Kelson  :  In  1904  I  showed  a  case  before  the  Otological  Society 
very  much  like  this  iu  appearance.  There  the 'membrane  was  cicatricial, 
following  suppuration.  It  is  somewhat  difficult  lo  exclude  that  in  this 
case.  There  may  have  been  some  trouble  in  childhood  which  has  been 
forgotten.  I  would  like  to  know  what  is  the  differential  diagnosis 
between  a  congenital  condition  and  one  following  suppuration.  Possibly 
this  may  be  post-suppurative. 

Dr.  DuNDAS  Grant:  In  this  case  there  is  absence  of  a  history  of 
sujjpuratipn.  I  had  a  case  not  long  ago  wliicli  was  almost  identical 
with  it,  and  it  was  one  in  which  pure  carbolic  acid  had  been  put  in  by 
mistake  for  carbolised  glycerine,  and  the  resulting  erosion  led  to  occlu- 
sion.    The  hearing  was,  however,   so  much  improved  by  the  use  of  the 
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Eustachian  catheter  that  there  seemed  to  be  no  justification  for  cutting 
through  the  diaphrafjiu  as  one  would  otherwise  hare  been  inchned  to  do, 
and  I  tliink  the  middle  ear  behind  it  was  sound.  As  a  rule  in  couf,'enital 
cases  tliere  is  some  concomitant  defect  of  develc.pment  in  the  avu-icle  or 
face,  or  the  Eustachian  tube.  In  the  present  case  everything  except  the 
diaphragm  seems  perfect,  and  I  think  there  must  have  been  some 
traumatic  cause  for  the  condition  early  in  childhood.  My  idea  of  treat- 
ment would  be  to  make  a  small  opening  in  the  thinnest  part  of  it  and 
insert  a  fine  tangled  tent,  small  at  first  and  then  gradually  incieased.  1 
think  that  is  more  likely  to  cause  dilatation  than  cutting  it  into 
quadrants  and  stitching  up  the  small  triangular  portions  as  is  so  beauti- 
fully described  in  some  of  the  (dd  text-books.  May  I  ask  for  an 
explanation  of  the  numerical  nomenclature  used  in  the  notes  of  the  case 
in  regard  to  the  monochord  'i 

Dr.  Dan  McKknzie:  Last  year  I  showed  a  case  very  closely 
resembling  this.  There  was  a  definite  history  of  suppuration  in  the  ear 
during  childhood.  Probal)ly  the  present  case  is  not  congenital,  but  is  pro- 
duced as  the  result  of  ulceration  of  the  external  meatus  or  by  traumatic 
meaus.  The  congenital  conditions  with  which  we  are  familiar  do  not 
resemble  the  ajjpearance  here. 

Dr.  H.  J.  Banks  Davis  :  I  thought  it  was  so  hard  that  it  might  be 
solid  bone.  I  think  a  skiagram  should  be  taken  <if  it  to  see  whether 
tiiere  is  any  meatus  behind  it. 

Mr.  Clayton  Fox  :  There  seems  be  a  ring  of  solid  bone  round  the 
periphery,  1  or  2  mm.  in  width.  I  think  it  is  likely  to  be  a  congenital 
case  because  it  is  so  definite  and  symmetrical. 

Mr.  Sydney  Scott  (replying  for  Mr.  I  awrence)  :  I  think  the  atresia 
m;iy  be  due  to  adhesicms  in  early  post-natal  life.  The  obstructing  tissue 
is  not  of  Ixmy  hardness — it  can  be  easily  indented  with  the  probe.  The 
tuning-fork  tests  are  carried  out  with  Bczold's  fork  and  the  steel  mono- 
chord.  The  former  figures  repre>ent  the  lowest  audible  vibration 
frequency  at  maximum  amplitude  ;  the  latter  figures  represent  centi- 
metres and  indicate  the  length  of  wire  used  to  produce  the  highest  tone 
audible  by  air  and  by  bone  conduction,  the  lower  of  the  two  figures  refers 
to  bone  conduction.  I  think  Mr.  Lawrence  will  agree  with  Dr.  Kelson's 
suppositions 

Cartilaginous  Overgrowth  after  the  Radical  Mastoid  Operation. 

— W.   M.   MoUison.-  H.   C ,  aged  fifteen,  has  snffcred  from  chronic 

otorrhoea  tor  years,  and  has  had  several  opei'ations.  Two  years  ago  a 
radical  mastoid  operation  was  performed  on  the  left  ear.  A  tew  months 
later  a  cartilaginous  nodule  appeared  at  the  cimcho-ineatal  junction,  and 
has  grown  to  its  present  size  slowh.  Suppuration  has  continued  in 
spite  of  operation,  and  uow  the  mass  of  cartilage  is  obstructing  the 
meatus. 1 

Audible  Tinnitus.— W.  M.  Mollison. — Patient,  a  boy,  aged  nine, 
complained  a  few  days  ago  of  a  "  ticking''  in  his  ears  :  his  mother  noted 
that  she  could  hear  the  noise  herself.  There  is  an  easily  audible  ticking 
in  the  left  ear,  very  clearly  heard  through  an  otoscope;  it  is  not 
synchronous  with  the  pulse,  and  is  much  less  audible  when  the  boy's 
mouth  is  open  ;  a  similar  noise  is  to  be  heard  in  the  right  ear,  but  mucli 
less  loucl.  The  boy  has  retracted  membranes,  and  large  tonsiis  and 
adenoids.  The  noise  is  presumably  due  to  irregular  contractions  of  the 
tensor  tympani.' 

'  Discussion  on  these  cases  was  postponed  to  the  next  meeting  of  the  Section. 
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Transparencies  of  Microscopical  Sections  through  the  Temporal 
Bone,  from  a  Case  of  Otosclerosis. — A.  A.  Gray. — Four  photograpluL- 
nec'atives  illustratiu<4'  bonv  cliautjes  in  otosclerosis. 


Discussion  on  Skin-grafting  in  Mastoid  Operations. 

The  President  :  We  are  very  miicli  obliged  to  Mr.  Marriage  ^  for  the 
clear  way  in  which  he  has  put  this  matter  before  us.  Historically,  I  was 
interested  to  hear  him  mention  Siebenmauu  as  being  the  first  to  employ 
these  grafts,  because  I  saw  those  cases  when  I  was  studying  under  Bezold 
at  Munich.  With  regard  to  Mr.  Marriage's  remarks  concerning  secondary 
grafting,  I  tried  thut  method  a  few  times,  but  I  never  used  it  much.  I 
gave  it  up  long  before  primary  grafting  was  introduced,  as  I  was  dis- 
appointed. Moreover,  I  found  that  patients  disliked  a  second  ojieration, 
requiring  a  second  anaesthetic.  Of  primary  grafting  I  have  not  had 
experience,  but  I  have  used  a  method  of  my  own,  which,  however,  has  not 
yet  been  published.  The  method  is  as  follows  :  Immediately  after  the 
mastoid  operation,  I  scrape  a  considerable  area  of  skin  on  the  forearm 
after  having  made  the  area  aseptic  (but  not  with  iodine),  and  I  spread 
the  pulpy  mass,  consisting  of  epithelial  cells  and  blood,  on  to  little 
sponges  or,  preferably,  on  to  gutta-percha  tissue,  as  one  would  spread 
butter  on  to  bread.  They  are  then  pressed  down  on  to  the  bony  surface, 
the  sponges  or  gutta-percha  tissue  being  removed  at  the  first  dressing. 
At  the  end  of  the  first  week  or  fortnight  one  would  think  there  was  no 
difference  in  the  wound  compared  with  an  ungrafted  one,  Ijut  after  that 
period  epidermis  rapidly  begins  to  appear  in  the  form  of  islands  which 
coalesce,  and  the  whole  bony  surface  is  soon  covered.  With  regard  to 
exposure  of  the  dura  mater,  I  always  do  that  purposely,  because  I  expect 
it  to  be  a  more  likely  site  for  the  grafted  material  to  live  upon.  With 
regard  to  removing  the  packing  on  the  fourth  day  after  operation,  that 
was  the  day  which  I  also  hit  upon  cpite  independently.  At  first  I  only 
allowed  two  davs,  and  gradually  worked  up  to  the  fourth,  whilst  Mi-. 
Marriage  worked  the  other  way  from  a  larger  number  of  days.  I  find 
the  use  of  scarlet  red  helps  considerably,  and  it  is  probably  more  useful 
in  my  method  Ihan  it  is  likely  to  be  in  Mr.  Marriage's  ;  in  mine  it  helps 
the  cells  to  radiate  from  the  little  islets  which  are  formed.  I  first  used 
scarlet  red  as  an  ointment  ;  now  I  employ  it  as  a  powder  mixed  with 
boracic  acid,  in  the  proportion  of  1  to  8.  I  generally  scrape  from  the 
forearm  with  a  long  amputation  knife ;  what  I  implant  is  a  mixture  of 
blood  and  epithelial  cells,  and  looks  like  soft,  pink  paste.  In  my  earlv 
cases,  I  not  only  grafted  at  the  time  of  the  operation,  but  at  subsequent 
dressings  also. 

Mr.  C.  E.  West  :  The  points  of  interest  seem  to  be,  firstly,  those 
concerning  technique  ;  and  secondly,  the  pros  and  cons.  With  regard  to 
technique,  it  is  best  for  each  person  to  say  what  he  does.  To  take  tlie 
graft,  I  use  any  razor  which  is  sharp  ;  if  I  have  any  doubt  about  it  I 
shave  myself  with  it  on  the  morning  of  the  operation :  it  is  no  good  to 
trust  to  the  instrument-maker  to  sharpen  it.  The  Thiersch  knife  I 
consider  a  badly  balanced  and  unsatisfactory  implement.  The  next 
essential  is  to  have  a  light  hand.  I  do  as  thorough  an  operation  as  I 
know  ;  I  remove  the  posterior  bony  meatal  wall  as  low  as  I  dare.  I  do 
not  make  a  point  of  exposing  the  dura  mater,  but  I  do  not  mind  whether 
it  is  exposed  or  not.     I  clean  the  cavity  out  as  far  as  I  can  by  packing 

'  See  p.  73. 
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it  with  dry  gauze,  aud  I  tampon  it  with  gauze  wruug  out  in  1  iu  1000 
adrenalin.  Then  I  cut  the  graft.  I  take  it  up  with  two  fingers,  and 
spread  it  out  until  it  lies  in  contact  with  the  wall  of  the  cavity  ;  then 
I  tampon  it  into  place  with  gauze  wrung  out  in  paroleine  aud  bismuth 
subnitrate,  which  prevents  putrefactive  organisms  multiplying,  while 
the  paroleine  greatly  aids  the  ease  of  e.vtractiou  of  the  plug  afterwards. 
I  bring  the  ends  out  through  the  meatus,  I  form  a  Hap,  which  I  think 
is  Ballance's  original  flap.  It  is  most  important  to  have  an  adequate 
opening  ;  and  if  you  keep  a  long,  firm,  even  curve  in  the  incision,  there 
is  nothing  lacking  in  aesthetic  effect.  It  is  necessary  to  pare  the  flap 
as  thin  as  possible.  It  is  a  marvel  to  me  how  primary  grafts  take  on 
a  new  raw  bony  surface.  What  I  find  most  difficult  is  to  get  sufficiently 
close  apposition  between  the  graft  and  the  relatively  soft  tissue  of  the 
deeper  surface  of  the  concha  ;  it  is  there  that  I  get  most  persistent 
granulations.  With  regard  to  the  contra-indications,  I  agree  with  Mr. 
Marriage  that  one  would  not  graft  a  confessedly  infected  labyrinth  ;  and 
I  will  go  much  further.  I  used  to  think  it  was  safe  to  graft  a  case  of 
canal  fistula  in  which  I  had  good  reason  to  suppose  that  the  periosteum 
of  the  canal  was  intact ;  but  I  lost  two  cases  from  meningitis  owing  to 
doing  that,  and  I  have  not  done  it  since.  Aud  I  do  not  now  graft  a 
case  which  has  had  undoubted  symptoms  of  vertigo,  whether  inspection 
revealed  a  labyrinth  lesion  or  not.  With  reference  to  the  2'i'os  and  cons, 
in  a  routine  case  of  chronic  disease  which  will  not  get  well  without 
operation,  I  think  one  saves  time,  on  the  whole,  by  primary  grafting,  and 
in  fewer  cases  are  there  troubles  afterwards  when  this  is  done.  I  do  not 
think  the  results  brought  forward  are  more  than  impressions,  but  I  think 
one  gets  better  hearing  after  grafting,  as  a  rule,  than  without  grafting. 
I  think  it  is  because  iu  a  proportion  of  the  latter  cases  there  is  a  filling 
up  of  the  tympanum.  We  shall  not  form  conclusions  on  this  until  we 
have  an  elaborate  series  of  cases  in  which  operation  has  been  carried  out 
under  the  same  conditions,  and  there  is  a  complete  record  of  the  hearing 
power  before  and  after  operation.  I  do  not  think  it  suflices  to  group 
cases  as  "  improved  "  and  "  not  improved."  I  think  that  if  you  do  the 
radical  mastoid  operation  on  a  patient  whose  hearing  was  good  before 
the  operation,  you  will  nearly  always  find  his  hearing  is  reduced  after- 
wards. On  the  average,  I  think  the  hearing  is  not  much  altered  either 
way.  If  you  operate  upon  a  patient  who  had  pure  middle-ear  deafness, 
there  is  a  chance  of  improved  hearing  after  the  performance  of  the 
mastoid  operation.  If  there  is  not  much  cicatricial  tissue  in  the 
tympanum,  I  do  not  think  it  matters  much  whether  you  have  grafted  or 
not.  I  should  like  to  hear  the  views  of  other  members,  particularly  with 
regard  to  the  dangers  of  skin-grafting  in  cases  of  possible  infection  of 
the  labyrinth,  a  matter  which  impresses  me  more  than  anything  else  in 
regard  to  primary  skin-graftings. 

Mr.  Sydney  Scott  :  Mr.  Marriage's  paper  is  a  very  interesting  one, 
aud  impresses  upon  me  the  similarity  of  our  experiences  and  views.  I 
prefei-,  however,  to  transfer  the  graft  by  moulding  it  over  gauze  and 
packing  it  directly  into  the  cavity,  and  have  discontinued  the  use  of 
paroleine,  mentioned  by  Mr.  West,  because  of  the  possibility  of  a  thin 
film  intervening  lietweeu  the  graft  aud  bone  and  preventing  intimate 
contact.  Age  presents  no  contra-indication,  and  when  it  is  impossible  to 
obtain  a  graft  from  a  wasted  infant  the  graft  is  taken  from  a  more  robust 
subject.  Special  treatment  is  necessary  after  skin-grafting  on  account  of 
the  formation  of  casts  of  epithelium  which  accumulate  in  the  cavity  after- 
wards.    Will  the  President  say  whether  this  occurs  after  his  method  of 
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grafting?  [The  Pkesidknt:  Tes,  it  does;  but  I  find  that  time  puts  it 
right.]  Patients  should  attend  regularly  every  three  months,  whether 
they  feel  any  complaint  or  not,  after  the  radical  mastoid  and  skin-grafting 
operation,  fur  the  purpose  of  removing  this  ejjithelial  accumulation, 
otherwise  ulceration  is  apt  to  occur  beneath.  After  a  year  or  so  the 
epithelial  accumulations  are  much  less  troublesome.  Like  Mr.  Marriage, 
I  do  not  hesitate  to  apply  a  graft  over  a  fistula  of  the  external  semi- 
circular canal  when  the  labyrinth  is  properly  functioning,  and  I  have 
never  seen  bad  results  from  doing  so.  Where  it.  is  intended  to  drain  the 
labyrinth  for  suppuration  in  it,  I  do  not  graft  over  the  labyrinth,  nor 
after  opening  the  internal  auditory  meatus,  as  in  the  translabyrinthine 
operation ;  in  these  cases  I  Cduiine  the  graft  to  the  mastoid  area. 
Favourable  results  can  be  obtained  even  when  an  extra-dural  abscess  has 
been  opened  by  grafting  after  completing  the  radical  mastoid  operation, 
but  naturally  one  cannot  employ  the  same  technique  in  every  case.  The 
President's  method  of  grafting  seems  so  simple  that  I  intend  to  try  it 
upon  the  next  opportunity. 

Mr.  Mark  Hovell  :  Most  of  my  cases  have  been  treated  by  grafting, 
and  therefore  I  cannot  draw  a  comparison  from  experience  between  cases 
which  have  and  those  which  have  not  been  grafted.  I  think  success 
greatly  depends  on  the  thinness  of  the  graft.  With  regard  to  flattening 
the  surface  from  which  the  graft  is  to  be  taken,  I  think  the  application 
of  a  pa^er-knife  or  some  other  straight  edge  draws  the  skin  tighter  and 
flatter  than  using  the  hand.  With  regard  to  accumulations  of  cerumen 
and  skin,  I  agree  that,  as  time  goes  on,  the  C[uantity  lessens  ;  they  are 
universally  present,  and  it  is  important  that  they  should  be  removed.' 

Mr.  Hunter  Tod  :  After  the  excellent  paper  of  Mr.  Marriage,  which 
has  beeu  so  heartily  supported  by  others,  it  is  difficult  to  say  anything 
against  skin  grafting.  And  yet  I  would  compare  the  two  methods,  graft- 
ing and  non-grafting,  for  this  reason — that  I  am  one  of  tbose  who  in 
recent  years  have  not;  made  a  piractice  of  grafting.  Much  depends  on  the 
character  of  the  case.  Probably  those  who  have  taken  up  grafting  as  a 
routine  me:isure  started  with  successes,  because  they  did  it  first  in  simple 
cases.  Mv  experience  Inis  been  among  cases  nearly  all  of  which  suffered 
from  complications.  At  the  Loudon  Hospital  10  per  cent  of  the  mastoid 
operations  have  accompanying  intracranial  complications,  and  most  of 
the  patients  are  ill-nourished,  and  are  not  brought  to  the  hospital  until 
they  have  extensive  bone  disease.  I  did  not  get  good  results  from  graft- 
ing in  my  early  cases,  partly  owing  to  the  class  of  case  operated  on,  and 
partly,  perhaps,  owing  to  faulty  technique  on  my  part ;  therefore  I 
largely  gave  it  up.  In  the  straightforward  complete  mastoid  ojieration, 
without  grafting,  for  chronic  otorrhcea,  for  polypi  and  middle-ear  disease 
without  extensive  bone  disease,  the  average  duration  of  time  liefore  heal- 
ing takes  place  is  two  to  three  months  ;  one  exjaects  the  stitches  to  be 
removed  within  one  weelc,  and  the  patient  to  be  out  and  about  within 
three  weeks.  Mr.  Marriage,  I  admit,  has  had  quicker  results,  and  1  con- 
gratulate him  on  ha,ving  99  per  cent,  of  his  grafts  take  successfully.  My 
experience  is  that  in  a  certain  proportion  of  cases — certainly  larger  than 
Mr.  Marriage  mentioned — granulations  spring  up  about  three  weeks  after 
operation  from  points  of  underlying  diseased  bone  which  one  thought  had 
been  removed.  Another  group  of  cases  is  those  in  which  there  is  general 
bone  disease — mastoid  osteomyelitis  ;  these  are  very  difficult  to  cure, 
either  with  or  without  a  graft.  One  of  my  chief  difficulties  after  the  com- 
plete mastoid  operation  has  been  that  instead  of  skin  growing  in.  you  get 

'  See  p.  120. 
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mucous  uiembrane  growing  out  from  a  jiatent  Eustachian  tube,  sometimes 
spreading  over  the  inner  surface  of  the  tympanic  cavity  and  antrum. 
In  such  cases  the  patient  may  have  good  hearing,  but  there  is  still  a 
mucous  secretion.  I  ask  whether  Mr.  Marriage  finds  this  also,  and  whether 
he  thinks  that  putting  in  a  graft  prevents  this  infection  of  the  surface. 
lu  operating  I  do  not  scrape  the  inner  wall  at  all  except  around  the 
Eustachian  orifice,  because  the  less  you  tamper  with  tbe  inner  Wi\ll  of 
the  promontory  the  less  likelihood  is  there  that  scar  tissue  will  form. 
If  you  leave  the  promontory  alone  you  may  find  in  some  cases  that  for 
II  long  period  it  is  lined  with  mucous  memlirane  which  gradually  becomes 
nonnal,  as  in  a  "  dry  "  perforation  ;  but  the  hearing  is  much  better  than 
in  those  cases  in  which  you  get  fine  scar  tissue  growing  up.  So  in  a 
certain  proportion  of  cases  you  benefit  by  not  grafting.  And  if  you  can 
get  skin  to  grow  in  normally  over  a  bony  surface,  you  are  more  certain 
of  a  permanent  cure;  normal  skin  will  not  grow  where  there  is  disease. 
If  the  skin  grows  in  normally  and  completely  lines  the  cavity  within  in 
eight  or  ten  weeks,  you  may  say  that  the  patient  is  cured.  Of  course, 
our  failures  go  to  others  ;  it  is  only  the  successful  ones  we  keep.  So  I 
see  cases  of  unsuccessful  gr.ifting,  whereas  my  colleagues  may  see  my 
unsuccessful  cases  of  non-grafting.  In  a  certain  number  of  cases  in 
which  there  is  a  small  sclerosed  mastoid,  grafling  seems  to  me  to  be 
quite  uunecessaiT.  Like  Mr.  West,  I  make  a  continuous  cavity,  re- 
moving the  posterior  wall  of  the  meatus  completely  between  the  tympanic 
and  mastoid  cavities.  I  then  fashion  a  Y-sbaped  posterior  meatal  flap, 
preserving  the  whole  of  the  fibrous  portion  of  the  cartilaginous  meatus,  and 
if  you  cut  it  longitudinally  a  little  below  the  median  portion,  you  can  throw 
this  flap  into  the  lower  part  of  the  mastoid  cavity  :  this  will  often  prevent 
the  formation  of  granulation  tissue  between  the  tympanic  cavity  and  the 
mastoid  cavity,  the  area  where,  I  think,  trouble  commences.  I  never 
make  the  eoucho-meatal  flap,  as  it  may  cause  a  wide  deformed  meatal 
passage.  If  youare  certain  thatthegraft  will  take  at  the  primary  operation, 
a,s  Mr.  Marriage  asserts,  I  admit  that  probably  grafting  is  better  than 
non-grafting,  because  it  shortens  the  case.  But  if  the  disease  is  limited, 
and  there  is  a  small  cavity,  you  can  do  just  as  well  without  grafting,  and 
often  the  hearing  is  even  better.  If  the  deafness  is  due  to  mechanical 
•obstruction,  owing  to  the  middle  ear  being  filled  with  granulations,  so 
that  conversation  is  heard  less  than  12  feet  off,  you  can  promise,  if  you 
do  not  over-curette  the  promontory,  that  on  recovery,  ordinaiw  conver- 
sation will  be  heard  about  12  feet  off.  But  if  you  do  a  radical  mastoid 
•operation  on  a  person  who  hears  at  more  than  l2  feet  (which  should  not 
often  occur)  the  bearing  is  likely  to  be  reduced  afterwards.  Formation 
of  scar  tissue  about  the  stapes,  whether  the  result  of  grafting  or  curetting, 
will  consideratily  reduce  the  hearing. 

Mr.  J.  S.  Eraser.' 

Dr.  Dan  McKenzie  :  I  have  followed  out  the  ordinary  Thiersch 
graft  method,  described  by  Mr.  Ballance,  for  four  years.  But  if  anyone 
supposes  that  skin-grafting  of  any  kind  is  going  to  turn  the  ordinary 
radical  mastoid  operation  into  a  satisfactory  operation  he  will  be  dis- 
appointed. It  does  not  accomplish  anything  in  tbe  nature  of  magic ; 
it  does  not  transform  what  is  a  difficult  and  tedious  operation  into  a 
satisfactory  one.  What  it  does  do,  however,  is  to  shorten  the  period  of 
convalescence.  After  grafting,  the  cavity  is  more  raj^idly  covered  with 
epithelium,  and  the  ear  dries  up  quicker.  The  time  taken  in  grafting 
at  the  operation  takes  so  little  longer  that  those  who  have  begun  to 

'  See  p.  80. 
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graft  continue  to  do  so  as  a  routine.  The  reason  grafting  has  not 
become  popular  is  that  it  is  felt  it  is  difficult  to  cut  a  graft.  But  in 
reality  the  difficulty  is  very  much  exaggerated.  The  chief  necessity  is 
a  very  sharp  knife.  With  regard  to  subsequent  hearing,  that  matter 
has  been  worked  out  by  Welty,  of  San  Traucisco. 

Dr.  DuNDAs  Grant  :  I  have  not  made  a  routine  practice  of  grafting, 
but  have  done  it  in  many  cases.  I  have  never  regretted  having  grafted, 
but  have  frequently  regretted  not  haviug  done  so.  With  regard  to 
hearing,  I  am  convinced,  in  company  with  Sir  William  Milligau,  that 
the  best  results  are  seen  after  grafting.  I  had  a  good  proof  of  this  in 
a  ease  in  which  both  ears  had  to  be  treated  for  a  similar  condition,  one 
with  a  graft,  and  the  other,  for  certain  reasons,  without  a  graft.  The 
hearing  on  the  side  grafted  was  very  much  better  than  on  the  other. 
It  is  difficult  at  first  to  believe  that  a  primary  graft  jslaced  on  bare  bone 
will  take  root  and  stay  there,  but  it  is  now  accepted  that  primary 
grafting  is  an  excellent  course  to  pursue.  In  some  of  the  cases  one 
sees  now — for  instance,  soldiers — the  patients  have  very  coarse  skins, 
and  from  them  it  is  not  easy  to  get  a  nice  thin  graft.  The  graft  should 
be  cut  verv  quickly.  There  are  cases  in  which  Nature  creates  the 
equivalent  of  a  graft,  as  in  those  in  which,  through  long  neglect,  a 
cholesteatoma  has  formed,  with  a  preservative  matrix.  It  is  a  mistake 
to  take  that  away  and  put  another  in  its  place.  Ten  years  ago  I  brought 
a  boy  to  the  Otological  Society  in  whom  I  had  found  such  a  chole- 
steatoma. A  year  afterwards  I  brought  him  up  again  to  show  how  well 
Nature's  graft  had  acted.  It  was  dry  at  the  eud  of  a  month,  and  skin 
was  lining  the  cavity.  A  few  weeks  ago  I  was  asked  to  see  a  soldier  who 
had  been  under  my  care ;  it  was  this  same  boy,  now  developed  into  a 
strong  Scottish  soldier.  He  came  because  of  deafness  in  the  other  ear 
owing  to  the  bursting  of  a  shell.  The  cholesteatoma-matrix  had  stood 
the  hardships  of  mouths  of  campaigning,  and  w.^!S  as  well  as  if  perfect 
skin-grafting  had  been  done.  IJsually,  of  course,  cases  are  now  seen 
before  a  cholesteatoma  has  had  time  to  develop.  There  are  also  cases  in 
which  the  cavity  is  very  small  and  grafting  is  scarcely  called  for.  There 
is,  on  the  whole,  no  method  more  perfect  than  the  use  of  the  Thiersch 
graft,  as  formulated  by  Mr.  Ballance,  and  in  the  "  primary  "  form  as  now 
described  by  Mr.  Mari'iage. 

Mr.  W.  Stuart-Low  :  After  personal  experience  I  would  say  I  am 
not  in  favour  of  grafting.  I  used  it  for  some  time,  but  I  got  as  good 
results  without  if  I  was  careful.  I  think  surgeons  do  not  always  take 
sufficient  care  in  regard  to  a  number  of  points  respecting  the  mastoid 
operation.  First,  in  regard  to  the  preparation  of  the  ]iatient,  I  insist  on 
tobacco  and  alcohol  being  stopped,  and  I  give  the  patients  a  rest  from 
work.  I  operate  on  the  throat  by  enucleating  the  tonsils  and  removing 
the  adenoids ;  a  resection  of  the  nasal  septum  is  also  done,  if  necessary, 
and  consequently  the  patient  is  properly  prepared  for  the  operation.  It 
is  also  important  to  remove  bad  teeth.  I  cut  a  large  flap  into  the  concha, 
and  then  there  is  a  good  deal  of  epithelium  to  lay  down.  This  is  laid 
down  over  the  facial  ridge,  catgut  stitches  being  put  in  to  maintain  the 
flaj)  in  position.  Do  not  curette  the  inner  wall  of  the  tympanic  cavity  on 
any  account,  otherwise  you  will  get  scar  tissue,  and  the  hearing  will  not 
be  good.  I  now  use  the  blood-serum  treatment.  Having  removed  the 
diseased  substance  and  dried  the  cavity,  I  put  in  10  c.c.  of  horse-serum, 
and  the  cavity  is  j^acked  with  gauze  and  a  dressing  applied.  To  avoid 
contraction  of  the  meatus  I  employ  a  cage,  and  a  bandage  over  the  cage. 
I  have  never  had  any  contraction  of  the  meatus  since  using  this.  Forty- 
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eight  hours  afterwards  the  plug  is  taken  out,  aud  no  more  after-plugging 
is  ever  required.  If  the  epithelium  is  not  coming  on  quickly  enough,  I 
blow  into  the  cavity  dry  sterile  powdered  pig-skin  epidermis. 

Ml'.  Maeeiage  (in  reply)  :  I  have  been  very  interested  in  hearing  the 
views  of  different  members,  but  I  do  not  seem  to  have  much  to  reply  to. 
In  the  treatment  of  these  cases,  as  regards  the  small  details  of  technique, 
it  is  largely  a  matter  of  what  one  is  used  to,  but  as  regards  method  the 
question  is,  Which  one  will  give  both  patient  and  surgeon  least  incon- 
venience ?  From  that  point  of  view,  I  think  there  is  no  question  that 
primary  grafting  saves  the  patient  much  pain  and  gets  him  well  quickly, 
and  saves  the  surgeon  much  trouble  too.  In  the  patient  I  showed  this 
afternoon,  healing  occurred  in  five  weeks,  and  I  have  only  seen  her  three 
times  since  the  operation  ;  all  the  treatment  she  has  had  was  done  by  the 
ordinary  dresser  at  the  hospital.  That  is  a  big  contrast  to  the  cases 
which  we  used  to  treat  by  plugging,  or  even  with  scnrlet  red  ;  cases  then 
required  much  more  attention  than  that.  In  answer  to  Mr.  Tod,  one 
cannot  guarantee  that  the  Eustachian  tube  will  be  closed,  aud  that  there 
will  not  be  some  extension  of  mucous  membrane.  But  by  not  scraping 
the  inner  wall  of  the  tympanum  at  all  he  is  much  more  liable  to  get 
trouble  than  if  he  had  scraped.  Still,  even  grafting  will  not  always  close 
the  Eustachian  tube,  and  I  have  never  suggested  that  grafting  will  make 
all  cases  heal  immediately.  I  think  Mr.  West  is  too  pessimistic  about 
putting  grafts  over  a  bony  fistula.  I  have  done  many  such  cases,  but  up 
till  now  I  have  not  had  meningitis  developing  in  consequence.  I  was 
glad  to  hear  of  Mr.  Scott's  method  of  transferring  the  graft ;  I  have  not 
myself  tried  it.  I  started  with  a  section  lifter,  aud  got  accustomed  to 
that,  and  I  do  not  think  there  is  much  difficulty.  I  was  interested  to 
hear  from  Mr.  Scott  in  conversation  that  he  had  had  a  case  of  primary 
grafting  of  the  mastoid  which  healed  up  in  one  week,  and  another  in  ten 
days.  I  do  not  profess  to  equal  that,  but  I  see  that  it  can  happen, 
because  so  often  when  you  take  out  the  first  dressing,  the  whole  cavity 
is  practically  covered,  especially  the  bouy  cavity.  The  chief  difficulty  is 
the  posterior  meatal  wall.  Mr.  Eraser's  method,  cutting  out  a  erescentic 
piece,  seemed  from  the  description  to  be  more  complicated  than  cutting 
a  straiglitforward  graft.  I  would  rather  cut  a  graft  and  cover  the  whole 
cavity  than  put  in  a  layer  of  skin  and  tuck  it  away  in  the  manner 
described.  I  do  not  agree  with  Mr.  Stuart-Low,  that  after  grafting  you 
get  a  contraction  of  the  meatus  ;  one  of  the  advantages  of  grafting  is 
that  you  do  not  get  that  conti-action.  Getting  the  skin  to  heal  over  the 
raw  surface,  at  any  rate  in  the  upper  part  of  the  meatus,  prevents  it  from 
contracting  up,  aud  I  think  Mr.  Stuart-Low  must  have  been  unlucky  in 
the  way  he  cut  his  flap,  or  in  his  cases,  if  he  has  had  many  cases  of 
contraction  of  the  meatus. 


Jib.'itract.'i. 


PHARYNX. 

Gardiner,    H. — Tonsils    and    Chronic    Cervical    Adenitis.      "  Lancet," 

October  2,  1915,  p.  725. 

From  his  own  researches  in  thirty  cases  the  author  concluded  :  that 

in  80  per  cent,  of  chronic  cervical  adenitis  where  no  obvious  source  of 

infection  is  present  the  tonsils  are  infected.    The  size  of  the  tonsil  makes 
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uo  difference  to  their  iufectivity,  except  that  the  small  fibrotic  variety  is 
likely  to  he  more  dangerous  than  the  lai'ge.  The  number  of  cases  in 
which  tubercle  bacilli  are  present  is  relatively  small,  l)ut  is  larger  than  in 
simple  cases  of  enlarged  tonsils.  The  frequent  presence  of  other 
organisms  than  the  tubercle  bacillus  iu  these  cases  suggests  that  a  large 
proportion  of  the  so  called  chronic  tuberculous  glands  are  in  reality 
chronic  septic  glands.  The  organisms  are  present  in  the  deepest  parts 
of  the  gland,  and  are  therefore  only  removed  by  operations  involving 
complete  enucleation.  MacJeod  Yeardey. 

Viollet,  Paul. — Hypertrophy  of  the  Uvula  with  Multiple  Recurring 
Polypoid  Excrescences.  "  Proceeds.  Paris  Soc.  of  Larvngol., 
Otol.,  and  Ehinol  ,"  December  9,  1911. 

On  July  12,  1911,  a  man  consulted  the  writer  for  throat  trouble, 
which  commenced  about  June  4.  There  was  now  an  enormously  swollen 
uvula,  to  the  left  side  of  which  were  attached  three  polypoid  appendages 
varying  in  size  from  a  haricot  beau  to  a  pea.  He  complained  of  general 
lassitude  and  extreme  fatigue,  unaccounted  for  by  his  occupation,  which 
was  not  a  tiring  one.  He  constantly  had  the  sensation  of  a  fish-lioue  in 
the  throat.  Deglutition  was  difficult,  and  he  was  continually  athirst. 
July  27  :  The  cautery  was  applied,  penetrating  into  the  uvula  and  each  of 
the  polypoid  prolongations.  The  thi'oat  was  disinfected  l\v  gargling 
with  hot  water  and  phenosalyl  twice  or  thrice  daily.  The  tongue  was 
very  furred. 

July  31 :  The  uvula  had  improved  iu  appearance,  and  the  tongue  was 
cleaner ;  but  some  excrescences  still  remained  on  the  uvula,  though  they 
had  decreased  iu  size.  November  13  ;  The  formations  appearing  larger, 
the  galvano-cantery  was  applied  a  second  time.  November  27  :  The 
growths  were  still  the  size  of  a  green  pea.  The  interest  of  this  case  lies 
in  its  rarity.  He  is  unable  to  discover  any  reference  to  such  a  condition 
iu  literature,  moreover  none  of  his  colleagues  had  seen  or  heard  of  any- 
thing similar.  H.  Clayton  Fox. 

NOSE. 

Thomasson,  Wm.  J.  (Newport,  Ky.).— Congenital  Bony  Occlusion  of  the 
Right  Choana.  "  The  Larvngoscope,"  1915,  p.  321. 
The  patient  had  a  congenital  coloboma  in  the  left  eye.  The  left  nasal 
cavity  was  large,  the  turbinals  hypertrophied,  and  the  septum  deflected 
to  the  right.  The  right  nasal  cavity  was  narrow,  the  inferior  tiu-binal 
absent,  and  the  middle  turbiual  small  and  located  lower  down  thau  normal. 
The  right  choana  was  completely  closed  by  a  bony  plate  which  ajspeared 
to  be  an  extension  of  the  septum  to  the  outer  nasal  wall.  'I'lie  patient, 
who  was  aged  twenty-nine,  had  never  discovered  that  he  did  not  breathe 
like  other  individuals.  The  right  middle  turbinal  was  removal  and  a 
submucous  resection  of  the  septum  performed.  The  incision  in  the 
septum  was  made  well  back,  and  extended  from  a  point  high  up  to  the 
floor  of  the  nose.  The  tissue  was  elevated  on  both  sides  back  to  the  bony 
occlusion.  The  deflected  cartilage  and  bone  were  now  removed.  The 
bony  occlusion  appeared  to  be  an  extension  of  the  vomer.  In  order  to 
get  a  flap  to  cover  the  floor  of  the  choana  he  was  about  to  'manufacture, 
Thomasson  made  a  curved  incision  (convexitv  upwards)  commencing  at 
the  floor  of  the  nose  on  the  outer  side  and  finishing  at  the  sejitum.  The 
semilunar  flap  was  then  lirought  forward  and  temporarily  laid  on  the  floor 
of  the  nose.     In  this  wav  a  good  view  was  obtained  for  the  removal  of 
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the  bonv  oeclusiou  h\  lueans  of  the  chisel  aud  bitiug  forceps.  After  a 
uew  choaua  liad  been  made  iu  this  way,  the  flap  was  turned  backwards 
over  the  denuded  surface  aud  tlie  uose  dressed.  /.  S.  Fraser. 

Harmon   Smith  (New  York  City). — Blindness   incidental   to   External 
Ethmoidal  Operation.     "  The  Larvngoscope,"  1915,  p.  216. 

The  patieut  had  suii'ered  from  uasal  obstruction  aud  discharge  for 
many  years.  An  external  ethmoid  operation  was  performed  on  the  left 
side  by  anotlier  specialist,  the  operation  being  associated  with  profuse 
bleeding  and  trouble  with  the  aufesthetie,  so  that  only  one  side  was  com- 
pleted. When  the  dressings  were  removed,  it  was  found  that  the  right 
eye  was  markedly  proptosed,  aud  the  lower  lid  was  so  ehemotic  that  it 
covered  the  entire  eyeball.  Shortly  after  this  the  patient's  sight  failed. 
Harmon  Smith  first  saw  the  patieut  a  mouth  later,  at  which  time  the 
chemosis  of  the  conjunctiva  was  still  pi-eseut.  There  was  also  ophthalmo- 
plegia externa,  and  the  right  pupil  was  moderately  dilated  and  did  not 
respond  to  light.  The  ophthalmoscope  showed  optic  atrophy  and  a  large 
subhyaloid  haemorrhage  ;  even  light  perception  was  absent  (report  by  Dr. 
Eeese).  Nasal  e.\amiuation  by  Harmon  Smith  showed  a  large  oedematous 
mass  protruding  from  the  left  choaua.  The  left  inferior  turbiual  was 
polypoid.  The  nasal  septum  was  deflected  and  united  with  the  left 
middle  turbiual.  The  right  side  showed  ethmoidal  and  sphenoidal 
suppuration  with  puiailent  blood-stained  discharge.  A  radiogram  showed 
involvement  of  both  antra  and  ethmoids,  as  well  as  a  piece  of  metal  in 
the  ethmoidal  region  on  the  left  side.  Smith  thought  the  condition 
might  be  due  to  sarcoma,  but  microscopic  examination  of  a  piece  of  the 
growth  showed  it  to  be  myxomatous.  The  polypi  were  removed  at 
numerous  sittings,  the  sinuses  opened  aud  drained,  and  the  septum 
straightened.  During  this  last  operation  a  large  perforation  was  found 
high  up  iu  the  septum,  aud  it  was  evident  that  the  previous  operator  had 
perforated  the  perpendicular  plate  of  the  ethmoid.  The  metallic  substance 
in  the  nose  proved  to  be  a  piece  of  instrument  which  had  broken  off  aud 
which  subsecjuently  worked  its  way  out  of  the  nose.  Harmon  Smith 
suggests  that  the  blindness  may  have  been  due  to  direct  injury  of  the 
optic  nerve,  to  haemorrhage  from  the  cavernous  sinus,  or  to  pressure 
due  to  induration  of  the  tissue  surrounding  the  nerve. 

J.  S.  Fraser. 


EAR. 

Chatellier,  M. — Abscess  of  the  Brain  :  Exhibition  of  Specimens.     "  Pro- 
ceeds. Paris  Sec.  of  Larvngol.,  Otol.,  and  Ehiuol.,"  December  9, 
1911. 
The  author  reported  a  case  of  cerebral  abscess   of  otitic  origin,  in 
which  the  autopsy  showed  a  communication  with  the  lateral  ventricle. 
He  laid  stress  upon  the  usual  diificulties  of   drainage.     From  the  dis- 
cussion which  followed,  in  which  MM.  Sieur,  Ct.  Laurens,  and  Veillard 
took  part,  the  feeling  prevailed  that  the  drainage-tube  should  be  dispensed 
with,  for  it  was  considered  more  harmful  than  useful. 

H.  Clayton  Fox. 

Girard,  L. — Peri-labyrinthine  Cells.    "Proceeds.  Paris  Soc.  of  Laryngol., 
OtoL,  and  Ehinol.,"'  December  9,  1911. 
The   author   exhibited   specimens   of    dry  temporal  bones,   showing 
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through  tlie  opening  of  the  radical  mastoid  operation,  the  cellular  tracks 
which  involve  the  labyrinth  and  extend  as  far  as  the  apex  of  the  petrous 
bone. 

They  are  as  follows  : 

(1)  Starting  from  the  base  of  the  tympanum,  extending  under  the 
labvrinth  between  the  carotid  canal  in  front,  the  jugular  fossa  (when  it 
exists),  and  the  aqueduct  of  the  cochlea  behind,  and  ending  in  the  apex, 
under  the  internal  auditory  meatus  below  and  behind  it. 

(2)  Starting  from  the  autero -superior  region  of  the  tympanum,  passing 
in  front  of  the  cochlea  along  the  carotid  canal  and  Eustachian  tube,  to 
end  in  the  apex  of  the  petrosal  bone  below  and  in  front. 

(3)  Starting  from  the  inner  wall  of  the  aditus,  extending  around  the 
ampullarv  branch  of  the  superior  semicircular  canal,  above  the  internal 
auditorv  meatus,  and  ending  in  the  apex  near  the  superior  border  of  the 
petrosal  bone. 

(4)  Starting  from  the  antrum,  the  track  extends  witli  the  antro- 
cerebellar  caual  into  the  loop  of  the  superior  semicircular  canal,  to  end 
in  the  same  position  as  tlie  preceding. 

(5)  Starting  from  the  antrum,  it  follows  the  superior  border  of  the 
peti-ous  bone,  extends  above  the  junction  of  the  superior  and  posterior 
semicircular  canals,  and  terminates  at  the  same  point  as  the  two 
preceding. 

(6)  Starting  from  the  antrum,  it  passes  behind  the  posterior  semi- 
circular canal  and  above  the  aqueduct  of  the  vestibule,  then  internal  tt) 
the  junction  of  the  superior  and  posterior  semicircular  canals,  to  end  at 
the  same  point  as  tlie  three  preceding. 

(7)  Starting  from  tlie  inter-siuuso-facial  region,  passing  behind  the 
posterior  semicircular  canal  and  under  the  aqueduetus  vestibuli,  to 
blend  with  the  sub-labyrinthine  tract.  Thus  one  sees  that  the  author 
has  discovered  numerous  starting  points,  but  onl}-  three  ended  in  the 
petrous  bone.  H.  Clai/ton  Fox. 

Camille.  Hubert.  —  Elimination  eh  Hoc  of  the  Semicircular  Canals. 
•'  Proceeds.  Paris  Soc.  of  Laryugol.,  OtoL,  and  Rhinol.," 
December  9,  1911. 

A  girl  aged  five  and  a  half  attended  the  St.  Joseph  Hospital  on 
May  13,  1910,  for  bilateral  acute  suppurative  inflammation  of  the  middle 
ear  and  acute  inflammation  of  the  mastoid  process  of  the  left  side.  The 
ears  had  only  i-ecently  discharged.  The  child  was  in  full  eruption  of 
scarlet  fever,  and  had  a  severe  diphtheritic  sore  throat. 

The  left  mastoid  was  opened  the  next  day.  Shortly  afterwards  the 
right  membrana  tympani  was  extensively  perforated,  but  the  right 
mastoid  remained  unaffected,  and  only  the  handle  of  the  malleus  was 
extruded.  On  the  left  side  the  ossicles  necrosed  in  four  or  iive  days ; 
the  walls  of  the  operated  cavity,  particularly  the  posterior  wall  of  the 
meatus  and  tegmen  autri  were  involved  in  the  necrotic  process ;  so  much 
so  that  the  dura  mater  was  extensively  exposed,  and  the  radical  operation 
was  almost  spontaneously  performed.  At  the  same  time  a  cervical 
glandular  abscess  developed  on  the  left  side.  A  culture  from  this 
abscess  showed  the  presence  of  Klebs-Loeffler  bacilli.  An  injection  of 
anti-diphtheritic  serum  and  incision  rapidly  cui'ed  this  suppuration. 
During  all  this  period  the  child  had  never  at  any  time  exhibiteil  vertigo 
or  any  symptoms  to  draw  attention  to  the  labyrinth.  Her  general  health 
was  such  that  a  physical  examination  was  impossible.     September  10, 
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1910:  Sequestra  continued  to  form,  most  of  tliem  being  eliminated. 
Finally,  the  deep  wall  of  the  antrum  alone  remained  necrosed.  It 
lii-adually  separated,  and  on  April  10,  1911,  a  lai-ge  mass  of  dead  bone 
was  removed  with  Politzer's  forceps.  This  mass,  which  represented 
almost  completely  the  "solid  angle"  of  authors,  was  made  up  of  the 
three  semicircular  canals  and  a  portion  of  the  vestibule.  One  easilv 
identified  the  external  canal,  owing  to  the  fact  that  the  jutting  which  it 
makes  in  tlie  antrum  and  aditus  was  well  preserved.  The  canal  was 
open  on  its  inferior  surface  (which  is  in  relation  with  the  facial  nerve)  in 
such  a  manner  that  it  showed  itself  on  the  sequestrum  as  a  semicircular 
groove. 

The  superior  canal  likewise  was  in  the  form  of  a  seniicircidar  groove. 
As  to  the  posterior  canal,  it  was  incomplete,  its  ampulla  being  absent. 
On  the  inferior  surface  of  the  sefpiestrum  there  was  a  smooth  depression 
corresponding  to  the  superior  wall  of  the  vestibule.  No  form  of  com- 
plication, not  even  headache,  followed  this  elimination.  The  facial  nerve 
liad  always  remained  intact.  The  child  is  now  completely  cured  on  the 
left  side.  On  the  right  there  is  still  chronic  otitis,  which  is,  however, 
clearly  tending  towards  recovery. 

Labyrinthine  tests  (nystagmus  and  acoumeti'ic)  showed  complete 
functional  abeyance  of  the  semicircular  canals  and  cochlea  of  the  left 
side.  There  was  a  slight  diminution  of  muscular  tonus  on  the  same  side. 
In  this  case  the  labyrinthitis  evolved  in  an  absolutely  latent  manner,  the 
production  of  sequestra  being,  in  short,  a  spontaneous  cure.  Thus,  as  is 
the  rule  in  such  cases  (Noll,  Bezold),  elimination  of  the  sequestra  has 
been  quite  benign.  Preservation  of  the  facial  nerve  when  the  horizontal 
canal  has  been  completely  extruded  is  perhaps  a  rarer  matter.  Un- 
doubtedly the  stylo-mastoid  artery  supplies  a  portion  of  the  osseous 
labyrinth,  but  it  must  not  be  forgotten  that  the  osseous  labyrinth  shares 
its  vascular  supply  with  the  membranous,  whilst  the  facial  canal  is 
entirely  supplied  by  the  stylo-mastoid  artery.  This  difference  iu  the 
blood -supply  perhaps  in  a  measure  explains  the  resistance  of  the  parts  to 
a,  necrotic  process.  U.  Clayton  Fox. 


Large,  Secord  H. — Gold-Platinum  inserted  for  Adhesive  Processes  in 
Middle  Ear.     "The  Laryngoscope,"  1915,  p.  o7U. 

Male,  aged  f(jurteen  years,  had  enlarged  tonsils  and  adenoids.  Both 
drumheads  were  i-etracted  and  showed  the  signs  of  "  chronic  catarrhal  otitis 
media."  Left  tympanic  membrane  adherent  to  inner  wall  and  fixed  in 
its  anterior  and  posterior  quadrants.  Left  ear  =  conversation  voice 
at  1  ft. ;  whisper  on  contact.  Operation  under  ether  ausesthesia  ;  two 
incisions — one  in  anterior  and  the  other  in  posterior  quadrant  ;  drum- 
head separated  from  inner  wall  with  angled  knives  ;  arrest  of  haemorrhage  ; 
piece  of  platinum  and  gold  foil,  ^J^  in.  thick,  was  inserted — the  anterior 
end  protruding  through  anterior  incision.  Tonsils  and  adenoids  removed 
at  same  sitting.  Patient  had  considerable  pain,  which  lasted  thirty-six 
hours  after  operation.  On  second  day  there  was  foul  discharge  (mixed 
infection).  Nurses  noted  improved  hearing  immediately  following 
operation.  Six  weeks  later  all  discharge  ceased  ;  left  ear  =  conversation 
voice  at  15  ft.  ;  whisper,  3  ft.  [The  case  would  have  been  more  con- 
vincing if  the  effect  of  the  removal  of  adenoids  had  been  observed  for 
some  weeks  before  the  tympanic  operation. — Abstractor.] 

/.   S.  Fraser. 


102  The  Journal  of  Laryngology,         [March,  1916. 

MISCELLANEOUS. 

Whiteford,  C.  H. — Complete  Branchial  Fistula  in  an  Adult.  "  Lancet," 
October  9,  1915,  p.  818. 

lu  a  soldier  aged  thirty-two.  Outer  opening  at  inner  edge  of  right 
steruo-mastoid,  ijiout  an  inch  above  the  steruo-clavicular  joint.  A  probe 
passed  5  in.  into  the  pharynx  and  an  injection  of  methylene  blue  stained. 
the  saliva. 

Operation  was  successful.  .  Macleod  Yearsley. 

Thursfield,  Hugh. — Status  Lymphaticus.  "  Brit.  Journ,  of  Children's 
Diseases,"  No.  lot,  vol.  xi,  November,  1914. 

A  criticism  of  the  various  views  held  as  to  the  setiology  of  this 
affection  and  the  relationship  which  may  exist  between  the  thymus  and 
other  Ivmphatic  structures,  and  the  sudden  death  by  which  this  affection 
mav  first  reveal  its  presence. 

From  his  own  experience  Thursfield  is  incliue^l  to  doubt  the  allege  i 
frequeucv  of  so  called  thymic  dyspnoea,  and  that  the  other  svmptoms  of 
this  condition  may  rightly  be  attribnted  to  pressure.  Whilst  admitting 
that  our  knowledge  of  this  disease  is  still  vague,  he  is  inclined  to  believe 
in  the  deiluction  arrived  at  by  Klose  in  the  latter's  experiments  tliat  the 
thvmus  is  chiefly  engaged  in  hindering  the  formation  of,  and  in  neutral- 
ising the  excess  of  acid  in  the  organism,  and  that  the  lympliatic  state  is- 
not  merely  a  disorder  of  the  thymus,  but  a  much  more  complicated  dis- 
order, involving  the  whole  "  ductless  gland  "  system  ;  further,  that  imtil 
we  obtain  a  clearer  conception  of  the  interrela,tious  of  these  glands,  we 
shall  not  progress  in  our  understanding  of  this  disease. 

In  the  meanwhile  our  chief  endeavour  should  be  in  the  diagnosis  of 
the  disease,  and  especially  in  ascertaining  if  an  hypertrophy  of  the  thymus 
is  present  in  all  cases  of  children  who  are  to  undergo  opeiution.  The 
chief  sign  of  such  hyperplasia  is  an  increased  area  of  duluess  over  the 
mannhrium  sierni.  The  normal  impairment  corresponds  to  a  V-shaped 
area  scai'celv  transgressing  the  margin  of  the  bone,  whilst  if  the  gland  be 
enlarged  this  area  extends  for  J  to  f  in.  to  either  side,  and  merges  below 
with  the  cardiac  duluess. 

Other  symptoms  are  unexplained  attacks  of  dyspnoea,  a  persistently 
low  vitalitv  as  evidenced  by  suljnormal  temperatures,  and  intolerance  of 
exertion.  The  X  rays  are  of  value,  though  the  author  is  of  opinion  that 
one  cannot  bv  this  means  distinguish  tlie  condition  from  lympliadenitis  in 
the  anterior  mediastinum. 

Gardner  recommends  the  administration  of  thyroid  extract  previous 
to  operation,  but  the  author — though  lacking  actual  experience — would 
prefer  to  give  an  injection  of  pituitrin  just  before  administering  the 
ansBsthetic,  so  as  to  obviate  the  "  shock  "  to  which,  in  a  broad  sense,  he 
attributes  the  fatal  results  met  with  in  the  lymphatic  state. 

/.  B.  HunjiDi. 
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REVIEW. 


Chevalier  Jackson  on  Par-oral  Endoscopy  and  Laryngeal  Surgery. 


Per-oral  Endoscopy  and  Larymjeal  Suryery.  By  Chevalier  Jackson, 
M.D.,  Prof,  of  Laryngology,  University  of  Pittsbiu-g,  etc.  With 
6  coloured  plates  and  49U  other  illustrations.  The  Laryngoscope 
Co.,  St.  Louis,  U.S.A.,  1915. 
Chevalier  Jackson  was  the  author  of  the  first  complete  guide  iu  liook 
form  to  eudoscopj'  of  the  air-passages  and  upper  food-passages ;  it 
appeared  iu  1907  and  was  entitled  "  Tracheo-brouchoseopy,  (Esophago- 
scopy,  and  Gastroscopy."'  A  long-auuouuced  second  edition  is  at  last 
forthcoming,  bearing  the  title  "  Per-oral  Endoscopy  and  Laryngeal 
Surgery."'  The  scope  of  the  work  lias  thus  been  extended  by  the  inclu- 
sion of  the  external  surgery  of  the  larynx  and  trachea,  whicli  are  not 
endoscopic  procedures.  The  first  part  of  the  title  is  a  happy  and  compre- 
hensive one,  as  "Per-oral  Endoscopy"  comprises  all  methods  of  diagnosis 
and  treatment  carried  out  by  endoscopes  passed  through  the  mouth,  and 
therefore  includes  endoscopic  pharyngoscojiy,  laryngoscopy,  tracheoscopy, 
lirouchoscopy,  cesophagoscopy,  and  gastroscopy.  It  does  not,  however, 
include  tracheoscopy  and  bronclioscopy  performed  through  a  tracheotomy 
wound,  and  it  is  interesting  to  note  that  Jackson  has  discarded  these 
procedures  since  1908.  We  shall  refer  to  this  point  later,  and  here 
remark  that  not  only  does  he  discard  the  practice  of  what  is  usually 
known  as  lower  bronchoscopy,  but  he  also  discards  the  terms  "  upper 
bronchoscopy"  and  "lower  brcmchoscopy "  and  sulistitutes  those 
previously  employed  by  an  English  writer,  viz.,  "  per-oral  l)ronchoscopy  " 
and  "  tracheotomic  bronchoscopy."  The  latter  method,  though  not 
favoured  by  Jackson  and  not  comprised  in  the  title,  is  nevertheless  Ijriefly 
alluded  to  by  him  in  this  work.  On  the  other  hand  the  subject  of 
pharyngoscopy,  which  does  come  within  the  scoj^e  of  the  title,  is  not 
discussed  in  a  separate  chapter,  and  such  inadec^uate  references  as  are 
made  to  the  subject  are  mixed  up  with  laryngoscopy  and  cesopha- 
goscopy. Moreover,  recent  improvements  in  endoscopic  diagnosis  and 
treatment  of  the  post-nasal  pharynx  by  Taukauer's  and  Hayes'  pharyn- 
goscopes are  practically  ignored.  The  various  methods  of  gastroscopy, 
again,  are  scarcely  adequately  dealt  with.  On  the  other  hand  we  can 
only  write  iu  terms  of  the  highest  admiration  and  respect  concerning 
this  monumental  record  of  the  authors  own  clinical  endoscopic  work  iu  the 
larynx,  bronchi,  and  gullet. 

Abmamentarium. 

In  the  section  on  endoscopes  and  other  instruments,  those  which 
were  described  and  illustrated  in  the  previous  work  are  not,  for  the  most 
part,  dealt  with  again  ;  but  such  more  recent  moditieatious  as  have  become 
generally  popular  are  here  descrilied  and  illustrated.  These  iuclude  the 
proximal  photophores  (incorporated  with  the  handle)  of  Kahler  aud  of 
Briiuings,  the  endoscopes  of  the  latter,  together  with  those  of  Paterson, 
Guisez,  Mosher,  Tankauer,  Hill,  and  others. 

The  instruments  employed  by  the  author  are  for  the  most  jiart  the 
same  as  those  introduced  by  him  early  iu  the  century.  He  is  still  (juite 
satisfied  with   Eiuhoru's  small  distal  lamp  method  of  illumination  and 
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■with  the  use  exchislvely  of  tubular  eudoscojses  of  small  diameter  ;  ami  it 
must  be  remembered  that  the  small  availahle  lumen  iu  his  tubes  is  reduced 
by  the  presence  of  two  lateral  channels,  one  for  the  liglit  carrier  and  one 
for  suction  of  seci'etions.  Jackson  admits  later  (p.  342)  tliat  '•  a  tube  of 
large  diameter  is  always  preferable,  because  with  it  one  is  much  less 
likely  to  over-ride  a  foreign  body,"  but  he  adds  that  "  a  tube  of  large 
diameter  is  much  less  easy  of  introduction."  Although  his  excellent 
pharvugo-laryugoscope  has  a  large  spatular  end,  the  proximal  lumen  is 
only  1"2  mm.  diameter,  -whilst  his  largest  size  oesophagoseope  does  not 
exceed  10  mm.  outside  diameter.  Briiuings'  largest  endoscope  has  an 
outside  measurement  of  13  mm.  diameter,  but  this  is  further  reduced  by 
the  presence  of  the  extendable  inner  working  tube.  Patersou,  realising 
this  drawback,  uses  an  inner  tube  merely  to  facilitate  introduction — after 
which  it  is  withdrawn — the  working  tube  being  the  outer  one,  and  con- 
siderablv  longer  than  Briinings"  outside  tube.  Patersou  on  one  occasion 
had  to  improvise  an  endoscope  out  of  a  tube  used  for  a  bicycle  frame  iu 
order  to  remove  a  large  bone  from  the  oesophagus  at  the  aortic  level. 
This  tube  had  a  lumen  of  20  mm.  diameter,  and  this  successful  experience 
of  Paterson  suggested  to  the  reviewer  the  jtracticability  and  desirability  of 
employing  oesophagoscopic  tubes  of  18  mm.  internal  diameter  for  use 
with  Briinings'  handle-attached  jjhotophore ;  the  distal  extremity  is 
bevelled  as  in  the  original  Mikulicz  oesophagoseope,  and  five  years' 
experience  shows  that  tubes  of  such  large  diameter  are  as  safe  as  they 
are  efficient.  ISIosher  has  also  in  recent  _vears  advocated  the  employment 
of  large  diameter  endoscopes,  but  his  oesophagoseope  is  elliptical,  not 
cii'cular,  on  section,  and  although  the  transverse  diameter  is  20  mm.  the 
antero-jjosterior  one  is  much  less,  and  so  considerably  reduces  the  efficiency 
of  the  instrument  when  large  bougies  and  dilating  instruments  are 
employed,  and  also  iu  the  removal  of  foreign  bodies. 

Although  Killiau's  suspension  method  of  pharyugoscopy  and  laryngo- 
scopv  was  early  taken  up  with  enthusiasm  iu  the  United  States,  and  has 
been  most  favourably  reported  upon  hx  all  the  most  prominent  laryngo- 
logists  there,  we  find  no  internal  evidence  that  Jackson  has  himself 
adopted  the  method,  which  is  here  described  in  a  separate  chapter  written 
by  Prof.  Killian  himself  with  his  usual  thoroughness  and  lucidity. 

Of  course,  to  one  of  Jackson's  extraordinary  manipulative  skill  and 
experience,  the  employment  of  small  tubes  doubtless  suffices  for  all  cases 
and  presents  no  uusurmountable  difficulty  ;  but  for  those  less  fortunately 
endowed  the  advantages  of  a  large  field  of  exposure  and  plenty  of  room 
for  the  manipulation  of  forceps  are  not  negligible,  and  most  of  us  prefer 
to  work  with  an  endoscope  of  the  largest  calibre  which  can  be  inserted 
with  safety  into  the  air-  and  food-passages  respectively.  The  use  of 
tubes  of  large  diameter  is  admittedly  more  adapted  to  endoscopic  pro- 
cedures performed  under  chloroform,  and  this  brings  lis  to  the  subject 
matter  of  the  next  section. 

Local  and  General  Anesthesia. 

Jackson's  views  on  the  question  of  anaesthesia  are  well  known,  and 
were  re-stated  at  the  International  Congress  in  London  two  years  ago. 
"  For  per-oral  endoscopy  analgesia  is  not;  required,  for  the  pain  in  careful 
work  is  exceedingly  slight ;  but  anaesthesia  for  the  lessening  of  reflexes 
and  for  the  lessening  of  apprehension  which  intensifies  the  reflexes  is 
necessary  under  certain  conditions."  Under  the  term  anaesthesia  the 
author  includes  (1)  the  local  application  of  cocaine,  (2)  the  hypodermic 
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injeotiou  of  alkaloidal  sedatives  such  as  morphia,  atropine  and  scopo- 
lamiue,  and  ('.i)  the  general  anaesthetics  ether  and  chloroform.  One  can 
agree  that  the  use  of  alkaloids  (1)  and  (2)  is  usually  undesirable  not  only 
in  infants,  hut  in  all  children.  Jackson,  however,  advises  no  general 
anaesthetic  in  children  uniler  six,  even  for  laryngea,!  operations  such  as 
the  removal  of  papillomata,  and  for  prolonged  foreign  body  extractions 
from  the  respiratory  passages  and  gullet.  One  can  understand  the  objec- 
tion to  ether,  the  favourite  anaesthetic  in  America,  but  the  prevalent 
English  practice  of  carrying  out  the  above-mentioned  procedures  in  chil- 
dren under  chloroform  is  not  approved  of  by  Jackson.  Hence  his  method 
necessitates  the  use  of  tubes  of  small  calilire,  great  skill  iu  very  rapidly 
carrying  out  manipulations,  and  a  well-trained  "team  of  assistants." 

In  adults  no  aniEsthesia  of  any  kind  is  considered  necessary  iu 
<Bsophagoscopic  investigations  and  manipulations.  Cocaine  is,  however, 
sometimes  advisalile  in  laryngeal  and  tracheo-bronchoscopic  procedures, 
to  reduce  spasmodic  contractions  and  cough.  Jackson  never  employs 
adrenalin,  antipyrin  or  other  adjuncts,  nor  does  he  countenance  the 
hypodermic  injection  of  morphia  and  the  other  sedative  alkaloids  even  in 
adults.  In  the  few  adult  cases  in  which  a  general  anaesthetic  is  employed 
by  him  he  gives  no  indi(!ation  that  he  prefers  chloroform  to  open  ether 
in  endoscopy  of  the  air-passages ;  Ijut  he  regards  chloroform  as  contra- 
indicated  in  all  eases  of  cesophagoscopy.  In  this  country,  of  course, 
chlorofoi'ui  is  regarded  as  the  anassthetic  of  choice  in  endoscopic  cases, 
and  either  open  ether  or  C.E.  mixture  is  onl}'  exceptionally  employed,  as 
iu  debilitated  subjects  with  weak  hearts. 

Considerable  space  is  given  to  the  endo-tracheal  insufflation  of  ether 
with  Elsl)ei'g's  apparatus,  a  gum  elastic  tube  being  passed  through  the 
buccal  cavity  and  larynx  into  the  trachea.  There  are,  of  course,  two 
methods  of  endo-tracheal  insufflation  anaesthesia,  viz.,  that  performed 
with  a  complicated  apparatus  under  2Jrt'K.<u re.  which  is  suited  for  ether 
but  not  for  chloroform  anaesthesia,  and  the  method  of  insufflating  either 
ether  or  chloroform  or  a  mixture  down  the  oro-traeheal  tube,  pumped  in 
under  slight  pressure  by  Junker's  a])|iaratus  or  by  the  drop  method  on  a 
gauze-covered  funnel  like  that  attached  to  Halm's  tracheal  cannula,  and 
connected  up  with  rubber  tubing  with  the  oro-tr.u^heal  anaesthetic  tube. 
The  latter  method  without  hyper-pressure  is  of  course  most  suite  I  to 
endoscopic  practice,  but  their  use  is  not  emphasised  nor  even  mentioned, 
while  the  former  method — i.  e.  under  pressure — is,  on  the  contrary,  illus- 
trated and  descrilied  in  some  detail. 

Jackson  restiicts  endo-tracheal  ether  anaesthesia  in  endoscopic  pro- 
cedures to  gullet  eases  only.  We  agree  with  him  that  in  cesophageal  cases, 
more  especially  in  those  where  there  is  laryngeal  paralysis,  it  is  wise  to 
administer  the  general  anaesthetic,  when  such  is  called  for,  through  au 
oro-tracheal  tube ;  Imt  we  do  not  admit  that  chloroform  is  contra-indi- 
cated iu  oesophagoscopic  cases  ;  for  we  have  had  it  administered,  not 
scores  but  hundreds  of  times,  in  such  cases  without  a  fatality  :  and  often 
during  the  last  four  years  through  an  oro-tracheal  tube,  but  not  of  course 
imder  pressure.  We  fail  to  see  the  advantage  of  giving  ether  under 
pressure  in  cesophagoscopy  ;  for  the  respiratory  arrest  which  sometimes 
occurs  during  cesophagoscojiy  is  almost  always  due  to  comjiressiou  of  the 
air-passages  by  the  cesophagoscope,  and  this  is  obviiited  liy  the  presence 
of  the  oro-tracheal  tube,  which  prevents  obstruction. 

There  are,  however,  conditions  not  mentioned  by  Jackson  in  which 
we  have  found  that  eudo-tracheal  ether  under  pressure  is  decidedly  useful, 
namely,  in  sanguinary  per-endoscopic  operations  in  the  deep  pharynx  and 
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on  the  margin  of  the  pliarvngo-larvnsjeal  party  wall.  In  surgical  diathermy 
of  this  region  ether  is  of  course  contra-iudieated.but  lilood  can  be  prevented 
entering  the  air-passages  by  insutflating  warmed  air  under  pressure  ;  the 
anaesthesia  lieing  kept  up  independently  by  iuterinittent  chloroform  with 
Junkers  apparatus. 

The  author  apparently  has  not  employed  either  the  intravenous  ether 
method  or  oil-ether  per  rectum,  but  he  does  meutiou  that  the  latter  has 
been  used  by  the  two  Stuckeys.  Both  these  methods  have  been  employed 
in  London  (in  cases  where  chloroform  is  contra-indicated)  with  ajiparent 
safety  to  the  patient,  and  certainly  to  the  great  comfort  of  the  operator. 

A  short  chapter  is  devoted  to  the  administration  of  oxygen  both  by 
a  buccal  tube  and  through  a  tracheoscope  or  through  a  gum  elastic 
oro-tracheal  tube,  anrl  the  far  greater  eiSciencv  of  the  latter  method  over 
the  buccal  is  rightly  insisted  on. 

The  Choice  of  Position. 

In  no  section  of  this  work  are  radical  changes  in  practice  more  notice- 
able, as  compai'ed  with  the  former  book,  than  in  that  devoted  to  the 
position  of  the  patient  in  per-oral  endoscopic  measures.  Formerly  the 
author  did  much  work  with  the  patient  in  the  bolt-upright  sitting  jiosi- 
tion.  The  illustrations  are  now  all  changed,  and  the  inexperienced 
endoscopist,  on  comparing  the  earlv  book  with  the  new  one,  might  well 
wonder  how  what  then  purported  to  be  good  work  could  possibly  have 
been  done  in  the  old  positions,  and  we  c|uestion  if  they  were  invariably 
so  very  faulty  compared  with  those  now  advocated  as  modern  innovations. 
The  fact  is,  of  course,  that  the  moderately  forward  position  of  the  body, 
as  used  originally  by  Kirstein,  and  the  still  more  forward  position  advo- 
cated by  Mouret  and  others,  have  long  been  used,  and  even  illustrated 
by  endoscopists  :  Init  the  forward  position  was  not  considered  the  typical 
ponilioii,  and  Briinings  and  others  followed  Jackson  in  carefidly  selecting 
for  illustrations  onlv  those  photographs  which  showed  the  axis  of  the 
endoscope  in  the  vertical  plane,  and  the  explanatory  diagrams  aimed  at 
bringing  out  this  feature. 

It  must  be  admitted  that  in  many  cases  where  the  laryngoscope  is 
passed  in  the  sitting  position  there  is  less  strain  on  the  surgeon  and 
on  the  patient  when  the  trunk  is  in  a  forward  position  varying  from  that 
of  Kirstein  to  that  of  Mouret,  and  the  axis  of  the  endoscope  makes  an 
angle,  amounting  often  to  45°  with  the  vertical.  It  frequently  happens, 
however,  more  especially  in  adults  with  short  thick  necks,  that  a  good 
view  of  the  larynx  is  not  obtainable  in  this  slanting  position,  and  to 
obtain  it  extreme  extension  of  the  head  with  a  bolt  upriglit  position  of 
the  trunk  is  necessary,  that  is  to  say,  the  position  illustrated  exclusively 
in  the  previous  book  and  rigorously  excluded  from  this  new  edition. 

It  will  be  found,  however,  that  the  illustrations  of  the  author  and  his 
descriptions  of  the  sitting  positions  are  a  work  of  supererogation,  as  he 
distinctly  states  that  one  of  his  objects  is  to  overcome  what  he  assumes 
to  be  '■  the  general  preference  for  the  sitting  position,"  and  to  advocate 
the  routine  adoption  of  the  dorsal  recumbent  position  both  for  children 
and  adults,  both  for  endoscopy  of  the  air-passages  and  for  cesophago- 
scopy.  It  is  certain  that  a  large  number  of  British  endoscopists  have 
for  years  preferred  to  carry  out  nearly  all  serious  work  in  the  dorsal 
position  on  the  table  even  when  cocaine  anaesthesia  only  was  employed. 
For  various  minor  procedures,  however,  more  especially  when  patients 
have   previously  been  proved  tolerant  to  endoscopy,  and  it  has  to   be 
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frequeiitlv  repeated  in  the  consulting  room,  the  sitting  position  appears 
to  fulfil  all  requirements.  P'jr  those  of  us,  however,  who  are  in  the 
liabit  of  earryiu>.^  out  nearly  all  important  endoscopic  procedures,  whether 
diatcuostic  or  otherwise,  under  chhiroform  anae.sthesia.  the  table  position 
is  of  course  a  necessity,  and  it  is  then  only  a  question  between  the  dorsal 
and  the  lateral  position.  The  latter  terminoloify  is  often  applied  some- 
what loosely.  Jackson  rightly  condemns  the  true  lateral  position  with 
the  2Jatieut  lying  on  his  side  as  awkwai'd,  but  it  may  be  advisable  in  cases 
of  special  deformity,  and  it  is  strongly  advocated  by  some  for  gastro- 
scopy.  Johnston  ami  others  wrongly  use  the  term  lateral  position  wlien 
they  really  mean  that  the  patient  is  lying  on  the  back  and  the  head  only 
is  lateralised,  as  first  advocated  by  Mosher,  which  is  undoubtedly  useful 
in  certain  circumstances.  This  is  not  the  jiositiou  to  which  Jackson 
means  his  condemnation  to  applv. 

In  his  earlier  illustrations  of  per-oral  endoscopy  with  tlie  patient  in 
the  dorsal  position  on  the  table,  the  object  of  the  operator  appeared  to 
be  to  insert  tlie  endoscope,  wluitever  its  form  (whether  pharyngoscope, 
laryugoscope,  tracheoscoj^e,  lirouchoscope,  cesophagoscope,  or  gastroscope), 
so  that  its  axis  should  be  in  the  horizontal  plane  and  parallel  to  the 
table  :  and  in  order  that  this  position  CDuld  be  attained  the  heail  of  the 
table  liad  to  be  lowered  so  as  to  allow  the  posterior  part  (jf  the  vertex 
and  occiput  to  occupy  a  lower  plane  than  the  trunk.  Roughly,  this  was 
the  Rose  position ;  but  in  Jackson's  practice  the  head  was  not  allowed  to 
hang  freely  over  the  edge  of  the  table  but  was  supported  by  an  assistant, 
who  slightly  raised  or  lowered  it  as  required  by  the  operator.  This  is 
known  as  the  Boyce  p)ositiou.  Jackson  now  teaches  that  these  illus- 
trations and  directions  wei'e  all  wrong.  He  claims  that  he  "  was  the  first 
to  call  the  attention  of  endoscopists  to  the  fact  that  the  trachea  and 
oesophagus  are  not  perpendicular "  in  the  bolt  upright  position,  and 
therefore,  of  course,  their  loug  axes  were  not  in  the  horizontal  in  dorsal 
decubitus.  These  facts  were,  of  eour.se,  clearly  enough  l)rc>ught  out  in  the 
diagrams  of  the  Anatomical  Text- Books,  but  it  is  true  that  prior  to  the 
author's  paper  in  1909  the  illustrations  in  endoscopic  literature,  including 
Jackson's  own,  appeared  totally  to  ignore  such  facts.  Since  that  date 
illustrations  by  Johnston,  Hill,  and  others  have  depicted  the  axis  of  the 
cesophagoscope  as  more  nearly  approaching  an  angle  of  45°  with  either 
the  vertical  or  the  horizontal,  when  the  upper  two-thirds  of  the  gullet  are 
under  examination.  In  endoscopy  of  the  lower  fourth  of  the  oesophagus 
and  of  the  stomach  the  axis  of  the  tube  becomes  more  or  less  vertical  or 
horizontal  according  as  the  patient  is  sitting  or  on  the  table.  The  writer 
described  and  illustrated  these  changes  in  the  axial  position  of  the 
endoscope  in  its  passage  down  the  gullet  early  in  1912.  This  procedure 
turns  out  to  be  identical  with  what  Jackson  now  terms  hig  "  high-low 
method."  From  these  observations  it  will  lie  seen  that  when  the  patient 
is  recumbent  on  the  table  the  head  should  not  be  lowered  to  the  Rose 
position  or  to  the  modified  Rose  position  of  Boyce.  All  that  is  required 
is  to  extend  the  head  by  putting  the  first  joints  of  the  finirers  in  the 
mouth  and  making  traction  on  the  upper  alveolar  region  horizontallv 
away  from  the  head  of  the  table  ;  this  extends  the  head  at  the  occipito- 
atloid  joint  without  interfering  with  the  position  of  the  cervical  spine, 
which  slopes  gently  downwards.  This  extension  of  the  head  without 
altering  the  curve  of  cervical  and  upper  dorsal  spine  serves  to  bring  the 
axis  of  the  bucco-pharyngeal  cavity  into  line  with  that  of  the  upper  half 
or  two-thirds  of  the  oesopliagus,  and  it  is  then  an  eas\'  matter  to  pass  an 
endoscope  through  the  right  angle  of  the  mouth,  advancing  by  the  right 
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side  of  tlie  tongue  tbrougli  the  buccal  cavity  and  pharynx  to  the  right 
pyriform  fossa,  then  through  the  post-cricoidial  pharynx,  past  its  postero- 
iuferior  lip  helow  which  is  the  mouth  of  the  gullet,  which  is  seen  opening 
and  shutting  with  respiration.  If  the  lumen  of  the  gullet  is  not  seen 
several  inches  ahead  w-e  are  not  in  the  right  axis.  Jackson  does  not  tell 
us  in  so  many  words  that  when  the  direction  of  the  endoscope  is  not  in 
line  with  that  of  the  gullet  that  we  can  get  the  line  most  often  by  actually 
raising  the  head  rather  than  lowering  it,  that  is  to  say,  the  end  of  the 
oesophagoscope  is  against  the  anterior  or  juxta-tracheal  wall  rather  tha.u 
the  posterior  or  juxta-spinal.  Of  course  these  changes  had  equally  to  be 
made  to  get  the  line  of  the  lumen  before  Jackson  recalled  the  attention 
of  endoscopists  to  the  direction  of  the  gullet  in  the  dorsal  decubitus,  but 
writers  ignored  these  positional  points  in  their  description  and  illustra- 
tions, and  the  latter  were  made  to  conform  to  preconceived  notions  that 
the  axis  of  the  endoscope  should  conform  more  or  less  to  the  horizontal 
when  the  patient  was  lying  on  the  table. 

It  is  tempting  to  infer,  as  Jackson  apparently  does,  that  -wh&t  is  true 
of  the  gullet  is  true  also  of  the  trachea,  which  occupies  a  position  parallel 
and  immediately  in  front  of  it;  but  this  is  not  so,  as  the  straight  path 
to  the  vestilmle  of  the  larynx  is  interfered  with  not  only  by  tlie  over- 
hanging epiglottis,  but  also  by  the  adjacent  base  of  the  tongue,  and  these 
structures,  even  when  they  are  drawn  forcibly  forward,  often  prevent  the 
exposure  of  the  anterior  third  of  the  glottic  region  when  the  occiput  is 
resting  on  the  table.  To  expose  fully  the  anterior  commissure,  it  is 
necessary  more  often  than  not  to  drop  the  back  of  the  head  below  the 
level  of  the  table,  as  in  the  Killian  position  of  suspension  laryngoscopy. 
This  position  is  much  the  same  as  the  Boyce  position  of  Jackson,  and 
until  it  is  clearly  demonstrated  that  Killian  and  his  followers  are  wrong, 
most  endoscopists  will  continue  to  hold  that  the  table  position  advocated 
by  Johnston  and  Jackson  for  laryngoscopy  is  not  the  best  for  the  general 
run  of  cases.  In  per-oral  tracheo-bronchoscopy,  as  the  tube  has  to 
traverse  the  buccal  cavity,  pharynx,  and  larynx,  it  follows  that  the  head 
should  first  of  all  be  in  the  Killian  position  until  the  endoscope  has 
passed  through  the  glottis  ;  the  head  should  then  be  raised  to  such  a 
height  as  will  bring  the  axis  of  the  endoscope  and  of  the  tracheo-bronchial 
passage  into  a  direct  line. 

After  describing  in  detail  for  the  use  of  beginners  the  various  stages 
of  the  passage  of  the  direct  laryngoscope  in  the  middle  line,  he  draws 
attention  to  the  advantages  of  the  oblique  route  ;  the  endoscope  being 
inserted  near  the  corner  of  the  mouth,  passing  laterally  through  the 
buccal  cavity  by  the  side  of  the  tongue,  the  distal  extremity  taking  an 
oblique  course  from  the  angle  of  the  mouth  through  the  pliarynx  to  the 
vestibvile  of  the  larynx.  Those  of  us  who  resort  to  this  position  even 
more  frequentlv  than  the  central  one  will  agree  with  Jackson's  surprise 
at  Briiniugs'  theoretical  objections  to  it.  One  more  often  finds  in  adults, 
at  all  events,  an  absence  of  teeth  in  the  upper  lateral  alveolar  region, 
and  there  is  less  resistance  from  the  tongue  and  floor  of  the  mouth  by  this 
route.  To  sum  up,  the  route  is  usually  a  shorter  and  easier  one,  and  if  the 
head  is  rotated  to  the  opposite  side  and  slightly  bent  over  towards  the 
shoulder  the  obliquitv  of  tlie  vestibular  approach  is  almost  negligible. 

This  lateral  route  was  used  by  Mikulicz  in  cesophagoscopy  and  gas- 
ti'oscopy  more  than  thirty-five  years  ago,  and  Jackson  actually  reproduced 
a  diagram  by  Mikulicz  showing  this ;  and  in  view  also  of  Briinings' 
mention  of  this  method  of  laryngoscopy  (though  to  condemn  it),  one  is 
rather  surprised  at  Jackson  claiming   (p.  421)  this   as   the  "Author's 
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method."  Perhaps  he  really  had  in  iiiind  to  state  that  it  was  the  method 
favoured  by  the  author  rather  thau  originateil  by  him. 

Auother  so-called  "  Autiior's  method  '  whicdi  appears  to  belong  to 
the  same  category  is  what  Jackson  designates  the  e.x-tuhal  method  of 
laryngeal  operating.  In  this  long  known,  but  possibly  not  very  widely 
known  method,  the  endoscope  is  passed  either  in  the  central  jiositiou  or 
else  midway  between  the  central  and  lateral  oblique  position,  and  the 
laryngeal  vestibule  exposed  and  illuminated  ;  the  forceps,  or  a  broncho- 
scope, or  an  intubation  apparatus,  as  the  ease  may  be,  is  then  passed 
down  outside  the  endoscope  through  the  corner  of  the  mouth,  and  then 
in  a  lateral  oblicjue  direction  to  the  larynx.  The  laryngoscopes  with  a 
lateral  slot  are  especially  adapted  to  this  method  of  manipulation,  us  they 
admit  of  unoLstructed  binocular  vision.  After  considerable  experience  in 
the  I'mployment  of  this  method  we  can  corroborate  Jackson's  claims  as  to 
its  usefulness  in  manipulating  large  forceps  and  in  dealing  with  large 
foreign  bodies  in  the  vestibule,  and  with  large  tumours.  It  would  doubt- 
less also  prove  useful  in  carrying  out  per-eudoscopic  evisceration  of  the 
larynx  in  extreme  cicatricial  stenosis,  and  also  in  posticus  paralysis.  This 
evisceration  method  of  Jackson  would  not  on  a  jiriori  grounds^  appear 
to  be  very  promising,  in  view  of  the  frequent  failure  of  thyro-fissure 
eviscerations,  even  when  special  and  prolonged  post-operative  measures 
are  adopted,  but  the  author  has  two  successes  out  of  five  cases  so  treated, 
which  justifies  his  remark  that  "the  method  is  worthy  of  trial  before 
resorting  to  laryngostomy  "  in  cicatricial  stenosis. 

The  difliculties  which  may  confront  the  expert  as  well  as  the  beginner 
in  laryngoscopy  and  bronchoscopy,  both  in  the  adult  and  in  the  child,  are 
enumerated  and  discussed  in  a  manner  which  proclaims  large  experience, 
acute  observation,  and  craftsmanship  of  the  highest  order. 

The  Teaining  of  the  Endoscopist. 

The  chapter  on  acquiring  skill  by  the  beginner  necessarily  affords 
little  scope  for  criticism  or  comment.  In  his  earlier  book  the  author 
recommended  practice  on  Killian's  model  and  on  tolerant  patients  in 
out-patient  clinics.  Endoscopy  on  narcotised  dogs  was  then  just  men- 
tioned as  on  optional  procedure.  In  the  jjresent  volume  Killian's  model 
is  not  even  refei-red  to,  but  practice  on  the  dog  is  now  not  merely  declared 
to  be  compulsory,  but  "  no  one  should  think  of  attempting  for  the  first 
time  to  remove  a  f(jreigu  body  front  a  living  human  being  until  he  has  at 
least  one  hundred  times  removed  a  foreign  body  from  a  dog  "  !  Fortu- 
nately we  in  this  country  are  spared  the  necessity  of  challenging  this 
pronouncement,  as  the  legislative  restrictions  to  experiments  on  animals 
acts  as  a  check  to  budding  endoscopodists  trying  it  on  the  dog.  It  will 
l)e  generally  agreed  that  practice  on  the  human  cadaver  which  is  now 
advised,  though  not  referred  to  in  the  previous  edition,  is  a  useful  exer- 
cise, more  especially  for  acquiring  acquaintance  with  the  ramifications  of 
the  endobronchial  tree.  In  the  absence  of  muscular  tonus  and  resistance, 
and  the  changed  endoscopic  appearances  due  to  spasm  and  absence  of 
turgescence,  the  limitations  to  the  instructional  value  of  this  method  are 
evident.  M(jreover,  bodies  in  \he  post-mortem  room  in  the  stale  of  riijor 
mortis  offer  difficulties  due  to  the  rigidity  of  the  jaws  and  spine,  which 
have  little  counterpart  in  the  living  sulqect.  Flaccid  dissecting  room 
bodies  are  to  be  preferred,  but  changes  in  colour  of  the  part  and  absence 
of  muscular  tonus  and  resistance  reduces  the  value  of  such  exercises. 
Beginners  here  have  mostly  relied  in  the  past  on  the  practice  of  direct- 
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laryngoscopy  and  pharyngoscopy  in  the  first  instance  ou  tolerant  cocainised 
liumau  subjects  in  tlie  out-patient  clinic,  working,  of  course,  under  the 
guidance  of  an  expert.  Later  excursions  into  the  air-passages  and  gullet 
can  be  carried  out  on  patients  wlio  have  been  placed  under  a  general 
ansesthetic  for  some  endoscopic  procedure,  diagnostic  or  otherwise. 

Direct  Laryngoscopy. 

In  defining  the  field  of  usefulness  of  indirect  mirror  laryngoscopy  and 
of  direct  laryngeal  endoscopy,  the  author  emphasises  the  employment  in 
the  first  instance  of  the  mirror  for  diagnosis  wherever  it  can  be  carried 
out,  and  this,  of  course,  can  usually  be  done  except  in  young  children. 
In  drawing  attention  to  the  fact  that  the  endoscope  gives  a  better  view  of 
the  antei"ior  aspect  of  the  posterior  wall,  he  recalls  the  fact  that  even  this 
area  can  often  be  seen  "  by  using  the  mirror  with  the  patient  standing 
aud  the  observer  kneeling,  the  patient's  head  being  bent  forward  and 
downward  toward  the  obsei-ver."  This  method  is  ascribed  to  Killian,  but 
Morell  Mackenzie  described  a  method  similar  in  principle  so  far  back  as 
1880  ("  Dis.  of  Th.,"  etc.,  vol.  i,  p.  502). 

"  ^\lien  it  comes  to  operations,  however,  the  indirect  method  has  no 
place  in  tlie  author's  ttclmicjue."  He  naturally  acknowledges  that  much 
successful  operating  can  be  done,  and  has  been  done,  by  otliers  with  tlie 
aid  of  the  mirror,  but  asserts  that  the  same  amount  of  practice  will 
accomplish  "  ecpially  marvellous  results  with  the  direct  method  as  were 
accomplished  by  the  indirect,  and  ihe  results  will  he  vastly  greater  because 
of  the  great ir  possibilities  of  the  direct  procedure." 

Jackson's  laryngeal  endoscope  being  a  complete  tube  proximally  he  is 
confined  to  monocular  vision,  which  is  a  disadvantage  in  operating 
compared  with  the  binocular  vision  available  in  open  spatulte  (Kirsteiu, 
Ingals,  Mosher),  and  in  those  with  a  lateral  slot  (Hill,  Mosher,  Dickinson, 
Briiuings). 

"  The  laryngoscope  must  always  be  held  in  the  left  hand,  never  in  the 
riglit."  This  applies  to  the  actual  insertion  of  the  instrument,  and  it  is  not 
permissible  to  use  the  right  hand  for  insertion  and  diagnostic  purposes  and 
then  change  hands  for  operating,  which  is  commonly  practised  by  tlie  Killian 
school.  It  will  be  remembered  that  in  Briiniugs'  numerous  photograj)liic 
illustrations  of  endoscopic  procedures  the  latter  are  always  shown  held 
in  the  right  hand  during  insertion.  It  is  desirable  to  practise  ambi- 
dexterity, but  Jackson's  rule  will  probably  be  regarded  as  far  too  rigid  by 
many  genuine  experts. 

We  are  afraid  that  if  a  medical  man  who  had  never  had  an  opportunity 
of  seeing  any  endoscopic  practice  were  to  read  this  book,  he  would  be 
driven  to  conclude  that  the  ordinary  passage  of  an  endoscope  into  the 
vestibule  of  the  larynx  or  into  the  adjacent  air-passages  and  gullet  was  an 
extremely  difiicult  and  h'ghly  technical  procedure,  demanding  long  training 
and  necessitating  the  co-operation  of  a  team  of  very  experienced  trained 
assistants.  On  reading  the  writings  of  Waggett,  Tilley,  and  others  he 
would  be  led  to  conclude  that  any  surgeon,  who  was  fairly  handy  with  his 
hands,  could,  with  a  little  patience,  get  the  hang  of  the  method  in  a  very 
short  time.  Perhaps  the  truth  is  somewhere  between  these  extremes,  but 
personally  we  think  that  it  lies  very  niTich  nearer  the  pronouncements  of 
Tilley  and  Waggett  than  those  of  Jackson.  In  expressing  this  opinion 
■we  fully  admit  that  many  of  tlie  endoscopic  feats  recorded  l>y  Jackson  in 
dealing  with,  for  instance,  some  foreign  bodies,  demands  handicraftsman- 
ship  aud  originality  in  surgical  resource  of  the  highest  order. 
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Endoscopic   Extraction   of   Foreign   Bodies   in   the   Air-passages 

AND  Gullet. 

More  than  200  pages,  that  is  to  say,  more  than  oue-thircl  of  the 
endoscopic  portion  of  the  volume,  are  devoted  to  foreign  bodies  in  the 
air-passages  and  upper  food-passages.  The  ratio  of  foreign  body  cases 
to  actual  anatomic  lesions  in  the  areas  dealt  with  is,  in  our  experience, 
much  less  than  this  ;  only  in  the  tracheo-bronchial  tree  do  foreign  body 
cases  actually  predominate.  But  we  iind  no  fault  with  the  space  allotted 
to  dealing  with  foreign  bodies,  as  they  often  jjresent  problems  of  the 
greatest  difficulty,  and  much  of  the  special  endjscopic  technique  is 
common  to  foreign  body  cases  and  to  those  with  organic  lesions. 

Briiuings,  in  his  admirable  work  on  endoscopy  of  the  air  passages 
and  upper  food-passages,  was,  apart  from  descriptions  of  technique, 
strong  on  foreign  body  cases,  but  did  not  give  one  the  impression  of  a 
very  hirge  and  varied  experience  in  dealing  with  organic  lesions,  more 
especially  in  the  gullet.  Jackson  also  is  more  exhaustive  in  his  treatment 
of  foreign  body  cases  than  in  dealing  with  organic  lesions,  but  he  is 
immeuselv  strong  on  the  clinical  side  in  all  directions,  more  especially  in 
lesions  of  the  gullet. 

The  author  has  considered  it  convenient  to  deal  with  foreign  body 
cases  in  the  air  passages  and  in  the  gullet  in  ten  consecutive  chapters. 

The  application  of  Kontgen  ray  examinations  and  the  interpretation 
of  screen  views  and  of  photographs  in  cases  of  difficulty  is  dealt  with 
almost  exhaustively.  Althougli  there  are  reduced  tone  reproductions  of 
no  less  than  ninety-four  .skiagrams  distributed  throughout  the  book,  it 
cannot  be  said  that  one  is  superfiuous,  as  each  demonstrates  some  special 
point.  Preliminary  radiography  is  advised  whether  the  foreign  bodv 
alleged  to  be  present  is  likely  to  show  on  the  screen  or  not ;  as  it  is 
rightlv  pointed  out  that  the  presence  of  a  foreign  body  which  is  not 
opaque  to  the  rays  mav  lie  indicated  in  the  skiagram  by  a  dark  patch  as 
in  an  accompanying  bronchiectatic  cavity  or  an  area  of  inflammation. 
The  skiagram  will  also  sometimes  show  marked  diminution  in  the  excursion 
of  one  side  of  the  diaphragm  where  a  translucent  foreign  body  blocks  a 
lower  lobe  bronchus.  Moreover,  when  a  radiographically  non-opaque 
foreign  i)ody  is  reported  to  have  been  impacted,  it  may  turn  out  that  a 
mistake  has  been  made  and  that  a  body  of  quite  diiferent  shape  and 
density  has  really  been  inhaled.  The  necessity  of  making  lioth  antero- 
posterior and  lateral  examinations  is  insisted  on,  but  curiously  enough 
the  right  autero-lateral  oblique  position  is  neither  illustrated  nor  even 
mentioned.  This  in  this  coimtry  is  considered  the  position  of  choice  in 
cases  of  foreign  bodies  and  other  lesions  of  the  oesophagus.  The  postero- 
anterior  and  the  left  postero-lateral  oblique  positions  are  also  occasionally 
useful,  but  are  not  alluded  to.  We  think  the  author  has  been  badly 
served  by  his  radiograjjhic  colleagues  in  using  only  the  antero-posterior 
and  lateral  positions,  though  their  skiagrams  taken  in  these  positions  are 
excellent.  Mention  is  made  of  a  double-jjlaue  fluoroscope  devised  by 
Grier,  made  up  of  two  screens  fixed  at  right  angles,  but  unfortunately  the 
method  of  utilising  this  arrangement  is  not  described. 

The  combined  and  simultaneous  employment  of  endoscopy  and  of 
radioscopy  in  foreign  body  cases  on  the  X-ray  table  has  been  used  with 
success  by  the  author.  This  method  has  been  occasionally  resorted  to 
here  since  1909  by  Tilley  and  others  for  guiding  the  end  of  the  broncho- 
scope and  the  jaws  of  the  forceps  to  the  vicinity  of  the  foreign  body  in 
difficult  cases  where  there  are  excessive  secretions,  or  where  the  foreign 
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body  is  embedded  iu  inflammatoiT  tissue,  or  is  at  an  awkward  angle  in  a 
lateral  branch. 

The  caliper  guide  of  Boyce,  which  appears  to  be  similar  iu  principle 
to  the  original  instrument  of  Briinings,  is  recommended  for  bringing  the 
distal  extremity  of  the  endoscope  into  relation  with  a  small  foreign  body 
impacted  iu  a  small  lateral  bronchial  branch,  thus  saving  mucli  useless 
exploration. 

There  is  an  excellent  summary  of  the  errors  to  avoid  iu  suspected 
foreign  body  cases,  which  is  too  long  for  quotation  here. 

The  employment  of  magnetic  atti-aetiou  advocated  by  Iglauer  and  by 
Lynch  is  shown  to  be  useless  iu  the  only  cases  iu  which  such  a  cumbersome 
aid  would  be  resorted  to,  viz.,  the  ditiicult  ones. 

"There  is  no  absolute  contra-indication  to  bronchoscopy"  iu  foreign 
body  cases,  not  even  gangrene  of  the  lung,  much  less  pneumonia ;  thoui;h 
the  sittings  should  not  Ije  prolonged,  more  especially  iu  infants,  when 
there  is  marked  pulmonary  disease  and  debility.  "  Aneurysm,  serious 
cardiac  and  vascular  diseases,  high  blood-pressure,  history  of  apoplexy, 
aud  the  like  are  not  eoutra-indieations  for  the  cautious  endoscopic 
removal  of  foreign  bodies,  but  they  render  oesophayoscopy  for  any  other 
purpose  inadvisable." 

For  Jackson,  bronchoscopy  now  alwavs  means  per-oral  bronchoscopy, 
as  he  has  not  himself  resorted  to  a  preliminary  tracheotomy  since  1908. 
No  doubt  he  would  utilise  the  lower  route  if  he  found  a  tracheotomy 
ready  to  hand,  the  trachea  having  lieen  previously  opened  by  another.  It 
will  be  remembered  that  some  years  ago  Killiau  collected  the  published 
records  of  eighteen  cases  in  which  either  tracheotomy  or  intubation  had 
to  be  resorted  to  subsequent  to  pier-oral  tracheo-brouchoseopy  in  childreu 
under  four  years  of  age.  We  have  ourselves  had  to  resort  to  post- 
bronchoscopic  intubation  of  the  larynx  on  one  occasion,  and  we  know  of 
similar  unpublished  ex]ieriences  ;  and  the  total  number  of  such  unpub- 
lished cases  is  probably  large.  The  fact  that  Jackson  pi-efers  the  laryngeal 
route  even  iu  infants,  and  that  he  does  not  mention  that  subsecjueut 
lar_vngeal  obstruction  has  occurred  in  his  more  recent  practice,  can 
probably  be  accounted  for  in  part  bv  his  custom  of  avoiding  prolonged 
sittings,  preferring  two  or  more  sliort  ones  :  and  there  are  also  the 
important  factors  of  gentleness  ami  rapidity  of  work  which  can  only  lie 
reckoned  on  iu  those  possessing  both  natural  skill  and  considerable 
expei'ience.  Jackson  believes  that  the  absence  of  laryngeal  swelling  after 
his  own  bronchoscopies  in  infants  is  due  to  the  fact  that  he  uses  distal 
illumination,  thus  enabling  him  to  see  better  and  to  work  more  rapidly, 
and  also  to  the  employment  of  light  tubes  of  small  calibre  which  admit 
of  delicate  handling.  He  assumes  that  proximal  illumination  necessitates 
the  use  of  the  largest  tubes  which  can  be  inserted  according  to  tlie  size 
of  the  child,  and  he  points  out  that  the  heavy  handle-pliotophore  of 
Briiniugs  implies  heavy  handling  and  unavoidable  pressure  amounting 
to  traumatism  on  the  delicate  infantile  larynx. 

In  view  of  the  character  and  source  of  these  pronouncements,  it 
becomes  a  question  whether  those  wlio  have  not  hitherto  used  Jackson's 
light  type  of  bronchoscopes  in  young  children  ought  not  to  reconsider 
their  position. 

Briinings,  on  the  other  hand,  after  considerable  exjjerience,  has  alto- 
gether abandoned  per-oral  bronchoscopy  in  infants.  And  he  considers 
severe  dyspnoea  an  indication  for  preliminary  tracheotomy  not  only  in 
children,  but  even  in  adults  where  the  heart  and  lungs  are  not  sound,  on 
account  of  the  strain  on  the  tongue  and  neck  produced  during  the  intro- 
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iliutiou  of  the  tube.  Briiuiugs  likewise  prefers  per -tracheotomic  broncho- 
scopy in  "  moving  foreiijii  bodies."  For  tliose  who  have  had  very  slight 
experience  in  pei-oral  hrouchoscopy,  and  who  therefore  require  to  take 
their  time,  we  think  that  even  Jackson  would  agree  that  the  per-traeheo- 
tdinic  route  is  the  most  justifiable  one  in  young  sulijects. 

Jackson  mentions  the  effect  of  suction  on  a  case  recorded  by  Tilley, 
in  which  a  moistened  pledget  of  wool  on  a  holder  was  passed  down  the 
bronchoscope,  the  distal  end  of  which  was  in  contact  with  a  green  pea  ; 
the  cotton  wool  ou  the  holder  acted  as  a  piston  on  withdrawal  and  sucked 
the  pea  into  the  endoscope.  Jackson  leaves  the  question  of  aspiration 
at  that.  Briinings,  however,  had  previously  discussed  the  suggestion 
made  bv  others  of  using  suction  through  an  air-tight  brouchoscopic  tube, 
and  he  argued  ou  theoretical  grounds  that  sufficient  negative  pressure 
could  not  be  attained  to  move  au  impacted  vegetable  body.  Soon  after 
Briinings'  book  appeared  two  pieces  of  chestnut  were  shown  at  the 
Laryngological  Section  of  the  Royal  Society  of  Medicine  which  had  been 
extracted  througli  a  small  metal  tube  passed  through  the  bronchoscope 
into  contact  with  a  piece  of  chestnut  just  projecting  from  the  left  upper 
lobe  bronchus;  the  proximal  end  of  the  tube  was  connected  with  an 
exhaUNt  bottle,  and  on  suction  being  made  two  pieces  of  chestnut  were 
brought  away.  This  method,  therefore,  is  worthy  of  further  notice  and 
development. 

Gottstein  has  recommended  the  employment  of  a  different  pneumatic 
method.  A  small  metal  tube  with  a  hook-lilce  end  is  passed  beyond  the 
vegetable  foreign  body,  and  positive  air  pressure  employed  to  blow  the 
body  upwards.  We  are  not  aware,  however,  that  this  method  has  any 
recorded  success  to  its  credit,  so  perhaps  Jackson  is  justified  in 
ignoring  it. 

There  is  a  highly  valuable  and  well-illustrated  chapter  on  various 
ingenious  mechanical  devices  resorted  to  by  the  resourceful  author  in 
his  extraction  of  bi-ouchial  foreign  bodies  of  awkward  shape  and  location. 
These  are  too  numerous  even  to  summarise  satisfactorily,  but  we  must 
mention  the  clever  curved  spring  forceps  for  passing  up  the  upper  lobe 
bronchus,  whose  direction  is,  of  course,  such  as  to  prohibit  endoscopic 
exploration.  The  jaws  are  curved  like  the  end  of  a  hockey  stick,  but 
liave  sufficient  spring  to  enable  them  to  be  straightened  out  in  the 
passage  of  the  forceps  through  the  bronchoscope,  but  will  spring  out  to 
tlieir  original  curved  shape  after  emerging  from  the  distal  extremity  of 
the  endoscope.  Near  the  end  of  the  forceps  cannula  is  a  spiral  flexible 
tube,  which  can  be  made  to  pass  over  the  curved  jaws  and  close  them. 
This  method  is  used  in  combination  with  Grier's  double  plane  method  of 
fluoroscopy  before  mentioned. 

There  are  two  highly  instructive  chapters  on  foreign  bodies  in  the 
bronchi  for  prolonged  periods  and  ou  cases  of  unsuccessful  bronchoscopy 
occurring  in  the  author's  own  practice.  Small  inhaled  bodies  may  become 
encysted  near  the  periphery  of  the  hmg  and  cause  no  further  trouble. 
On  the  other  hand  a  small,  and  even  a  large,  body  may  form  au  isolated 
cold  abscess  and  remain  "  pocketed  "  for  years.  A  pin  which  does  not 
cause  obstruction  may  not  cause  secondary  changes  for  months  or  years. 
It  will  tend  to  advance  to  the  periphery,  and  may  in  time  set  au  abscess 
which  may  burst  into  the  pleural  cavity  just  as  other  foieigu  bodies  may  do. 
Larger  foreign  bodies  which  are  not  followed  by  early  fatal  hmg  com- 
plications lead  to  an  abscess  cavity  below  and  a  bronchiectasis  above  the 
stricture,  with  either  continuous  or  intermittent  expectoration  of  pus. 
This  state  of  affairs  may  last  for  years,  but  will  ultimately  prove  fatal 
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unless  the  breaking  down  of  tissue  leads  to  loosening  of  the  body  and 
its  expulsion  by  coughing.  These  several  fortunate  contingencies  are 
held,  however,  to  be  so  remote  that  an  exjiectant  attitude  is  unjustifiable 
where  there  is  any  morbid  expectoration,  and  bronchoscopy  is  then 
urgently  indicated.  The  author  gives  notes  of  many  luug-staudiug  cases 
successfully  treated  by  him  by  bronchoscopy. 

"  After  two  expert  Ijroncho.scopists  have  failed  to  find  the  foreign 
body,  the  intruder  should  be  removed  h\  external  operation."'  "  Thora- 
cotomy is  certainly  preferable  to  taking  the  chances  of  leaving  the  foreign 
body  alone,"  "  and  the  sooner  after  the  bronelioscopie  failure  the 
better."  Acting  up  to  these  clear,  if  heroic  professions  of  faith,  Jackson 
has  had  four  out  of  his  five  unsuccessful  cases  submitted  to  lateral 
thoracotomic  transpleural  pueumotomy,  but  with  three  deaths.  He  does 
not,  and  perhaps  cannot,  refer  to  any  collective  statistics  of  the  mortality 
after  thoracotomic  pueumotomy  for  foreign  bodies  by  experienced  chest 
surgeons.  Until  such  statistics  ai-e  forthcoming,  Jackson's  above-quoted 
dictum,  that  "  thoracotomy  is  certainly  preferable  to  taking  the  chances 
of  leaving  the  foreign  body  alone."  will  hardlv  be  accepted  by  many  with- 
out qualification.  Jackson  has  iu  view,  it  is  only  fair  to  state,  a  rajiid 
thoracotomy  performed  by  an  operator  thoroutjhly  skilled  and  experienced 
in  the  surgery  of  the  chest;  for  he  asserts  that  "the  operative  risk  is 
greater  than  the  square  of  the  duration  of  the  operation."  The  statement 
that  after  brouchoscopic  failure  the  sooner  tlioracotomy  is  performed 
the  better,  seems  to  us  to  require  qualification  :  for  surely  the  general 
condition  of  the  patient,  the  state  of  the  lungs,  the  area  of  pulmonary 
tissue  occluded,  and  the  site,  size,  and  nature  of  the  foreign  body  would 
be  factors  worthy  of  prudent  consideration  before  rushing  into  an 
immediate  thoracotomy. 

Foreign  bodies  in  the  gullet  are  discussed  immediately  after  those  in 
the  air-passages,  and  the  author  sums  up  the  whole  subject  in  a  tabular 
statement  of  126  cases  successfully  dealt  with  by  him,  together  with  a 
drawing  to  size  of  the  foreign  body  or  bodies  removed  in  every  case. 


Benign  Growths  of  the  Larynx. 

Indirect  endo-laryugeal  operating,  guided  by  the  throat  mirror,  has 
"  no  place  in  the  Author's  technique."  He  recognises  tliat  a  more  eclectic 
attitude  is  adopted  by  many  laryngeal  operators,  and  mentions  inter  alia 
the  following  British  specialists  who  resort  either  to  direct  or  to  indirect 
methods,  according  to  the  nature  of  the  case,  viz.,  Duudas  Grant,  StClair 
Thomson,  and  Tilley.  He  foresees  that  the  future  generation  of  laryngo- 
logists  will  not  have  the  "incentive  to  spend  a  lifetime  at  the  practice 
necessary  to  acquire  skill  "  in  indirect  laryngeal  operating.  In  view  of 
the  introduction  of  Killian's  suspension  method  of  laryngoscopy  we  think 
that  forecast  will  prove  correct.  It  will  be  remembered  that  two  years 
ago  Dan  McKenzie  most  trenchantly  defended  the  attitude  of  those  who 
followed  Jackson  in  relying  solely  on  the  direct  method  in  endo-laryugeal 
operations. 

Jackson  agrees  with  StClair  Thomson  that  external  operation  should 
almost  be  "  iinlieard  of  iu  the  treatment  of  simple  laryngeal  neoplasms 
in  adults,  and  should  be  resorted  to  only  when  an  expert  has  failed  2>er 
vias  naturales."  He  quotes  Semon  as  agreeing  with  him  that  thyro- 
fissure  is  rarely  justifiable  even  in  recurrent  multiple  papilloinata  in 
children.      Long-continued  vertical  laryngostomy  is  oulv  indicated,  he 
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teaches,  in  cases  where  injudicious  thyro-fissure  has  led  to  cicatricial 
laryugeal  stenosis. 

"  Eiido-laryngeal  extirpation  of  papillomata  in  children  is  practically 
limited  to  the  direct  method."  No  local  or  General  anaesthesia  is  employed 
as  a  rule.  If  for  any  reason  a  general  anaesthetic  should  be  requii-ed,  a 
tracheotomy  should  be  first  performed  in  every  such  case !  In  many 
patients,  of  course,  the  obstruction  is  so  great  wlieu  cases  are  brought  to 
hospital  that  ti'acheotomy  is  indicated  for  safety's  sake.  In  reference  to 
tracheotomy  as  a  method  of  treatment  in  itself  for  papillomata  in  children, 
Jackson  remarks  that  it  is  markedly  beneficial  in  some  cases  and  dis- 
appointing in  others.  "  The  author  has  had  the  best  results  from  a 
comliination  of  the  alcohol  application  of  Delavau  between  excisions  by 
the  direct  method  and  with  tracheotomy  in  all  cases  that  2)ersistently 
repuUulate." 

Mention  is  made  of  radium  applications  in  papillomata  as  advocated 
by  Harris.  So  large  a  dose  as  200  mgrni.  of  radium  bromide,  or  its 
emanation  equivalent,  should  be  applied  for  twenty  minutes  in  a  rubber- 
coated  metal  container,  the  latter  being  2  mm.  thick.  As  the  screening 
power  of  the  metals  usually  used  in  filters,  viz.,  platinum,  silver,  and  lead, 
varies  as  their  density,  the  nature  of  the  2  mm.  thick  metal  should,  of 
course,  have  been  specified.  We  believe,  however,  that  platinum  screens 
are  usually  used  in  America. 

Jackson  has  "  had  excellent  results  in  the  treatment  of  sessile  vocal 
nodules  by  touching  them  with  a  fine  galvano-cautery  point,  as  recom- 
mended by  Wylie."  He  agrees,  however,  with  StClair  Thomson  that 
caution  and  dexterity  is  requisite  in  dealing  with  a  patient  to  whom  the 
voice  is  a  valuable  asset.  For  larger  growths  the  author  uses  what  he 
calls  his  "tissue  forceps." 


Endoscopy  in  Malignant  Disease  of  the  Larynx. 

Endoscopy  is  not  employed  by  Jackson  in  cases  of  malignant  disease 
for  purposes  of  endo-laryugeal  extirpation,  as  advised  by  a  small  number 
of  laryngologists  in  very  small  and  enrly  growths,  but  exclusively  for  the 
purposes  of  deciding  on  the  limits  of  the  growth  in  order  to  determine 
whether  it  is  suited  for  extirpation  by  external  operation.  In  doubtful 
eases  a  specimen  can  be  removed  through  the  endoscope  for  microscopic 
inspection,  but,  in  agreement  with  Semon,  only  if  the  patient  has  con- 
sented to  undergo  operation  on  microscopical  confirmation  of  its  malignant 
nature. 

"  The  decision  as  to  the  operability  of  any  laryngeal  malignancy 
depends  on  whether  the  party  wall  is  involved  or  not."  This  statement 
might  at  fii-st  sight  be  presumed  to  apply  to  the  question  of  the  possi- 
bility of  radical  removal  by  thyro-fissure  of  malignant  growths  of  the 
vocal  cord  area  ;  and  most  specialists  would  agree  that  involvement  of 
the  laryngo-pharyugeal  party  wall  renders  complete  extirpation  by  the 
thyro-iissure  route  less  certain,  but  it  is  cjuite  another  matter  when  the 
author  states  "  that  involvement,  no  matter  how  slight,  means  that  the 
patient's  chances  are  slender  no  matter  how  radical  the  operation,  because 
of  the  free  lymphatic  leakage."  This  clearly  implies  that  Jackson  is 
prepared  to  veto  either  a  partial  or  complete  laryngectomy  (/'  either  gule 
of  the  laryugo-pharyngeal  party  wall  is  involved,  and  emphasises  the 
importance  he  puts  on  a  careful  laryugoscopic  and  pharyngoscopic 
examination  by  the  direct  method. 
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This  limitation  of  external  laryngectomy  to  those  growths  which  stop 
short  of  the  laryngo-pharyngeal  party  wall  will  not  be  generally  accepted 
in  this  country. 

In  addition  to  endoscojjic  determiuatioii  of  the  limits  of  a  malignant 
growth  originating  in  the  larynx,  Jackson  employs  the  direct  pharyngo- 
scope and  laryngoscope  for  making  ap|ilicatious  of  radium  and  for 
surgical  diathermy,  to  the  interior  of  the  larynx,  to  the  deep  pharynx,  and 
to  the  common  party  wall.  The  technique  of  these  two  latter  palliative 
methods  is  unfortunately  not  given  in  any  detail. 

Benign  and  Malignant  Tumours  and   other  Lesions  op  the 
Tbachko-Bronchial  Tree. 

The  number  of  cases  coming  under  the  above  heading  (i.  e.  apart  from 
foreign  bodies)  dealt  with  by  any  one  specialist,  even  with  a  large 
endoscopic  practice,  is  bound  to  be  relatively  and  actually  small,  but  the 
value  of  the  three  chapters  on  these  subjects,  which  unfortunately  are 
not  consecutive,  have  been  greatly  enhanced  by  the  fact  that  some  of  the 
more  important  records  and  experiences  of  others  have  been  laid  under 
contribution. 

Jackson  lays  down  wide  indications  for  resorting  to  tracheo-broncho- 
scopy :  (1)  In  foreign  body  cases.  (2)  In  all  cases  of  l)ronchiectasis 
for  diagnosis  of  the  j^reseuee  of  a  foreign  body  and  for  its  removal,  and 
for  the  diagnosis  of  an  accompanying  strictui'e  and  for  its  treatment  by 
divulsion  or  by  intubation.  (3)  In  every  case  of  dyspnoea,  including 
asthma,  but  excepting  "  pneumonia  and  similar  well-understood  con- 
ditions." (4)  In  every  case  where  the  insertion  of  a  tracheotomy 
cannula  does  not  relieve  dyspnoea.  (5)  In  all  cases  of  hsemoptysis,  which 
are  not  definitely  tubercular,  for  diagnosis  and  treatment.  (6)  In 
recurrent  nerve  paralysis  of  obseui-e  origin.  (7)  "  In  any  case  of  thoracic 
disease  in  which  any  element  of  doubt  exists." 

'•  Unless  there  are  urgent  indications,  it  had  better  not  be  done  except 
for  foreign  bodies  in  case  of  aneurysm,  high  blood-pressure,  advanced 
heart  disease,  pidmouary  tuberculosis."' 

No  anaesthesia  of  any  kind  is  used  in  children  ;  in  adults  the  larynx 
can  be  cocainised,  but  at  least  one  examination  of  the  lower  air-passages 
should  be  made  without  cocaine.  The  recumbent  position  is  advised  in 
children  and  the  sitting  in  adults,  tiiongh  in  the  latter  the  patient 
should  be  examined  in  both  positions  "for  obtaining  scientific  data." 
The  latter  applies  to  asthmatics,  for  instance,  and  bronchoscopists  are 
urged  to  study  "  during  the  attacks  every  case  of  asthma  available. 
Bronchoscopic  accomplishment  here  promises  to  be  second  only  to  that 
in  the  field  of  foreign  body  extractions."  It  is  absolutely  necessary,  we 
are  told,  "  to  start  with  the  mind  blank  to  previous  theories,"  more 
especially  as  regards  "  spasm  of  the  muscles  of  the  bronchial  walls  "  and 
"  swelling  of  the  bronchial  mucosa,"  etc. 

Jackson  has  apparently  only  succeeded  in  inducing  two  of  his 
asthmatic  patients  to  submit  to  an  endoscopic  examination  during  an 
attack,  and  we  are  not  surprised  to  find  that  he  drew  lilank,  as  no 
practicable  bronchoscope  is  able  to  reach  the  bronchioles  which  are  the 
seat  of  the  obstruction,  whether  due  to  spasm  or  to  tumefaction. 
Physical  examination  of  the  chest  does  not  support  the  view  that  there 
is  obstruction  in  the  larger  bronchi  such  as  could  be  reached  by  the 
bronchoscope  in  true  paroxysmal  asthma.  Jackson,  however,  testifies, 
it  is  interesting  to  note,  to  the  relief  afforded  by  the  mere  passage  of 
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the  bronchoscope  without  medication,  thus  confirming  the  observations 
of  Ephraim  and  others  ;  whether  the  relief  is  clue  to  removal  of  secretions 
or  to  a  reflex  bougie  effect,  or  to  the  eoml)ined  effect,  is  a  matter  of 
speculation.  Applications  of  orthofonn  emulsion,  propaesin,  supra-reuin, 
or  novocain  are,  it  is  alleged,  more  successfully  administered  through 
a  long  brouchoscopic  atomizer  than  tiv  the  iutracliael  syringe  method. 

We  may  be  wi-ong,  but  we  leave  this  subject  with  the  general 
impression  that  Jackson's  pronouncements  on  spasmodic  asthma  and 
its  briinehoscopic  treatment  are  not  founded  on  any  considerable  expe- 
rience of  such  cases.  Those  who  have  hitherto  not  accepted  these 
claims  will  not  find  them  any  more  acceptable  after  reading  Jackson 
on  the  sul.)ject. 

Jackson's  adventurous  excursions  mark  a  new  departure  in  tracheo- 
bronchoscopy,-and  have  enabled  him  to  draw  up  what  he  claims  to  be 
a  fair  account  of  the  local  appearances  in  influenzal  tracheitis.  The 
early  stage  of  redness  of  the  mucosa  is  followed  by  swelling.  "  Later 
an  exudate  forms,  at  first  serous,  then  mucoid,  then  purulent,  and  finally 
thick  and  tenacious,  and  exceedingly  difficult  of  expectoration  even  by 
the  robust  adult."  "  In  infants  the  bronchi  or  even  the  trachea  itself 
may  be  occluded  hj  mucosal  swelling  or  oedema  actually  causing  death 
hv  steniisis."  Superficial  erosions  and  blood-clots  have  been  seen  by 
the  author  in  a  number  of  cases.  The  only  difference  between  influenzal 
tracheitis  with  exudation  and  diphtheria  lies  in  the  absence  of  "  any 
true  adherent  membranous  exudate."  Much  stress  is  laid  on  the 
following  facts  :  That  in  this  condition  in  some  infants  there  is 
inspiratory  stridor  without  laryngeal  obstruction;  there  is  absence  of 
the  cough  reflex;  there  is  severe  inflamiuatiou  of  the  trachea  and  larger 
bronchi  without  pneumonia;  on  account  of  inhibition  of  ciliary  action 
the  little  patient  is  apt  to  be  drowned  by  his  own  pulmonary  secretions. 
Illustrative  cases  are  alluded  to. 

The  author  regrets  that  tuberculosis  below  the  larynx  "  has  not 
received  the  amount  of  endoscopic  study  that  the  scientific  value  of  the 
■  lata  tlius  obtainable  would  warrant  "  ! 

■■  Endoscopy  may  afford  the  only  means  of  locating  and  diagnosticating 
hasnioptvsis  "  in  cases  where  objective  signs  of  tuberculosis  are  absent. 
The  author  found  a  luetic  lesion  in  three  cases.  Malignant  lesions  and 
varix  of  the  trachea  and  aneurysm  have  been  thus  discovered  by  others, 
it  is  stated.  He,  however,  admits  that  in  a  number  of  his  cases  the 
soui'ce  of  the  Islood  has  turned  out  to  be  a  tuberculous  lesion  after  all. 

The  various  causes  of  compression  stenosis  of  the  trachea  and  larger 
bronchi  and  the  endoscopic  findings  are  well  described.  The  normal 
respiratoiy  up-and-down  movement  of  the  carina  is,  it  is  alleged,  of 
"  great  diagnostic  importance,  because  it  is  interfered  with  by  various 
peri-tracheal  and  peri-bronchial  conditions.  The  fixation  is  greatest  in 
cancer ;  somewhat  less  so  in  cases  of  masses  of  tuberculous  glands, 
unless  these  have  suppurated,  and  the  movement  is  only  slightly  inter- 
fered with  in  aneurysm."  These  assertions,  to  say  the  least,  recjuire 
checking  by  a  considerable  number  of  observations  by  competent 
observers. 

Considering  Jackson's  reputation  as  an  endoscopist  in  general  and  a 
traclieo-l)roiichoscopist  in  particulai',  readers  will  hardly  be  prepared  for 
a  disappointment  in  the  chapter  on  benign  growths  of  the  eudo-bronchial 
tree.  The  author  tells  us,  however,  that  he  has  himself  dealt  with  only 
two  true  neoplasms,  though  he  has  seen  a  number  of  benign  growths  not 
truly  neoplastic.     We  conclude  that  under  the  latter  heading  he  includes 
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grauulomata,  granulation  polypi,  cedematous  polypi,  tuberculomata  and 
sypliilomata.  Of  these  we  should  have  assumed  that  the  most  familiar 
to  per-oral  endoscopists  would  be  post-tracheotomic  grauulomata  and 
polvpi  developing  from  them.  Curiously  enough  Jackson,  whilst  men- 
tioning granulomatous  and  cedematous  polypi,  does  not  allude  to  their 
frequent  post-tracheotomic  incidence.  The  recent  records  of  otiiers  in 
endoscopic  methods  in  benign  growths  might  have  been  laid  under  more 
extensive  contribution  with  advantage,  seeing  that  the  personal  experiemje 
of  any  one  observer,  even  in  large  practice,  is  bound  to  l)e  so  limited.  On 
the  other  hanil,  it  may  be  argued  that  not  only  can  the  presence  of  a 
benign  growth  be  easily  made  out  with  the  aid  of  the  endoscope,  but  it 
can  also  be  easily  and  successfully  treated  through  it,  and  there  is  little 
justification  for  padding  this  section  by  adding  accounts  of  collected 
records  and  the  subsequent  microscopic  findings.  It  would,  however,  be 
most  instructive  to  have  a  collective  investigation  on  the  question  of 
recrudescence.  There  is  nothing  in  this  chapter  to  lead  one  to  suppose 
other  than  that  a  growth  having  been  removed  through  the  endoscope 
there  is  an  end  of  the  trouljle.  We  admit  that  sucli  is  our  own  experience, 
a  verv  limited  one,  however,  but  we  would  have  liked  information  on  this 
point  without  having  to  go  through  the  literature. 


Endoscopic  Procedures  in  the  Lower  Pharynx  and  in  the 

(Esophagus. 

In  accordance  with  the  clinical  arrangement  of  his  subject-matter 
which  has  commended  itself  to  the  author,  we  find  that  chapters  on  endo- 
scopic procedures  in  various  morbid  lesions  of  the  cesophagus  are  not 
grouped  consecutively,  but  are  scattered  thrciughout  the  book.  Jackson 
regards  the  throat,  tracheo-bronchial  tree  and  gullet  as  three  divisions  of 
a  Y-shaped  area  which  for  purposes  of  descriptive  eudoscopv  is  best 
treated  as  one.  Thus  the  endoscopic  extraction  of  foreign  bodies  in  this 
tri-uue  area  is  first  considered.  Then  benigu  tumours  in  the  three  areas 
are  consecutively  dealt  with  :  then  malignant  tumours  :  then  lesions  of 
the  throat,  tracheo-bronchial  tree  and  gullet,  other  than  foreign  bodies 
and  tumours.  We  here  propose  to  ileal  wdth  tliis  scattered  endoscopic 
material  on  the  gullet  as  if  tbe  chapters  had  been  consecutive  and  in  the 
conventional  sequence.  And,  following  Jackson,  we  shall  consider  deep 
pharyngoscopy  in  conjunction  with  oesophagoscopy. 


Contra  Indications. 

Jackson  does  not  impose  on  himself  a  long  catalogue  of  contra- 
indications to  <leep  pharyngoscopy  and  oesophagoscopy  as  do  many  high 
authorities.  Extremes  of  age  are  no  bar.  "  While  the  author  would 
not  hesitate  to  advise  oesophagoscopy  in  a  patient  with  aneurysm  or  very 
hard  arteries,  advanced  organic  disease,  or  extensive  acute  necrotic  or 
corrosive  oesophagitis,  if  there  were  very  urgent  necessity  for  it ;  yet 
oesophagoscopy  can  be  indicated  in  such  a  case  only  by  very  urgent  con- 
ditions such  as  the  lodgment  of  a  foreign  body."  Elsewhere  Jackson 
says  he  would  rather  not  pass  an  endoscope  in  the  early  stages  of 
escharotic  pharyngitis  and  oesophagitis.  He  admits,  however,  one 
absolute,  as  distinguished  from  conditional,  contra-indication,  viz.,  a  state 
of  "■  water-hunger."  "  This  condition,  which  makes  the  patient  a  very 
bad  surgical  subject,  does  not  seem  to  be  recognised  by  the  profession." 
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We  are  therefoi-e  rather  staggered  to  find  that  it  is  Jaekson's  illogical 
practice,  where  the  "  bad  surgical  subject"  has  been  "  able  to  get  but 
little  liquid  down  for  a  number  of  days,"  to  resort  to  surgery  nevertheless, 
and  "  have  a  gastrostomy  done  iinniediately  should  the  patient  prove  to 
be  in  a  serious  state  of  water-hunger."  "  Water  is  introduced  into  the 
circulation  bv  hypoderiiioclysis  and  enteroclysis  simultaneously  "'  while 
gastrostoniv  is  being  pei'formed  !  We  have  met  with  a  number  of  water- 
hunger  cases,  and  iu  no  instance  have  immediate  endoscopic  procedures 
resulted  iu  other  than  good.  In  a  verv  bad  case,  however,  we  should 
prefer  to  rely  on  a  saline  injection  per  rectum,  and  then  resort  to  the 
oesophagoscope  rather  than  risk  an  unnecessary  gastrostomy.  Jackson 
rightlv  remarks  that,  however  valuable  a  rectal  saline  injection  may  be 
for  relieving  thirst  aud  collapse,  "  for  nutrient  purposes  i-ectal  adminis- 
tration is  dangerously  inefficient." 


Preliminary  Use  of  the  Throat  Mirror. 

Before  passing  an  endoscope  in  suspected  oesophageal  disease  Jackson, 
of  course,  insists  on  the  value  of  the  use  of  the  throat  mirror  in  order  to  be 
.sui'e  that  the  dysphagia  is  not  really  due  to  obvious  disease  of  the  visible 
part  of  the  pharyugo-laryugeal  party-wall  or  of  the  pyriform  fossae. 
Laryngeal  paralysis,  if  present,  will  l)e  a  sign  suggestive  of  maliguaut 
disease  either  low  down  iu  the  pharynx  or  high  up  iu  the  gullet.  He 
alludes  to  the  presence  of  fluid  (though  there  is  no  mention  of  its  being 
frothy)  in  the  pyriform  sinuses  when  the  patient  is  erect.  "This 
condition  is  known  as  the  author's  sign  aud  is  diaynosflc  of  a  high  degree 
of  cesophageal  stenosis."  We  were  not  aware  that  this  was  known  as 
Jackson's  sign,  and  it  certainly  is  not  of  any  differential  diagnostic  value 
in  "oesophageal  stenosis  if  of  a  severe  type,''  as  he  frecjuentiv  alleges,  for 
it  is  also  met  with  in  all  cases  of  severe  stenosis  of  the  deep  pharynx.  It 
is  found,  for  instance,  in  cancerous  aud  other  forms  of  tumefaction  of  the 
arytenoid  regions  and  of  the  pyriform  fossse,  and  in  stricture  of  the  hidden 
post-cricoidal  pharynx  due  to  cancer  or  to  escharotic,  luetic,  aud 
traumatic  strictures  ;  also  it  is  seen  iu  pharyngeal  diverticula.  In  fact 
fluid,  and  usually  frothy,  is  a  very  familiar  sign  of  marked  obstruction 
either  in  tlie  lower  pharynx  or  in  the  gullet.  Jackson  admits  that  Lew 
has  called  his  "  attention  to  an  exception  to  the  pathntjnnmon}!  of  this  sign 
in  advanced  cases  of  laryngeal  tuberculosis."  This  he  explains  as  the 
result  of  avoiilance  of  swallowing  due  to  pain,  and  possildy  also  "  in  some 
such  cases  to  an  cesophafjeal  (sic)  stenosis  due  to  reflex  spasm  of  the 
crico-pharyngeus."  We  must  add  that  the  quotations  cited  iu  this 
paragraph  contain  no  words  in  italics  in  the  original. 

Win.  Hill. 
{To  be  continued). 
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CORRESPONDENCE. 

November  29,  1915. 

To  the  Editor  of  The  Johrnal   of    Laryngology,    Rhinology,    and 

Otology. 

Dear  Sib, — After  Dr.  J.  S.  Eraser's  paper'  had  been  read  at  the 
discussion  on  mastoid  ".grafting-  at  the  meeting  of  the  Otological  Section, 
I  stated  that  for  many  years  ])ast,  in  the  ease  of  my  patients,  a  slice  of 
slnu  had  been  removed  from  the  upper  border  of  the  skin  flap  above  the 
ear  to  pi-eveut  the  ear  dioppiu<>-. 

In  confirmation  of  tliis,  I  am  writing  to  mention  that  on  p  ige  551  of 
the  second  edition  of  my  boolc,  ])ublished  in  1901,  the  following  passage 
occurs : 

"  Unless  special  precautions  are  taken,  the  auricle  will  slip  to  a  much 
lower  level  than  its  normal  ixisition.  In  order  to  prevent  this,  it  is  well 
to  remove  a  slice  from  the  upper  border  of  the  flap,  and  then  pass  some 
sutures  througli  the  flap,  and  fasten  them  over  drainage-tubing  to  the 
skin  above  the  line  of  the  incision." 

Tours  sincerely, 

T.  Mark   Howell. 


NEW   INSTRUMENT. 


The  possible  advantages  of  a  malleable  over  a  rigid  metal  curette  in 
the  performance  of  intra-nasal  operations  was  brought  to  my  mind  by  the 
difficulty  I  often  experienced  in  using  the  rigid  instrument  in  the 
more  or  less  inaccessible  regions  of  the  nasal  cavity  and  its  adnexes. 
I  have  accordingly  had  an  instrument  made  for  me  by  Messrs.  Mayer 
and  Meltzer  which  has  a   malleable  metal  shaft  four  inches  in  length, 


^B= 


and  permits  of  the  curette  being  turned  in  anv  lateral  or  antero- 
posterior direction  as  desired.  This  instrument,  the  curette  of  which  is 
made  in  four  sizes,  I  have  found  of  great  utility  in  the  performance  of  all 
intra-nasal  sinus  operations,  and  is  of  special  use  in  the  removal  of 
adenoid  remains  in  and  about  Eosenmiiller's  fossa  by  the  trausuasal 
I'oute. 

Care  must   lie  taken   to  avoid  bending  the  instrument  at  that  place 
where  the  rigid  curette  is  joined  to  the  malleable  copper  shaft. 

J.  E.  Hokgan,  M.B. 


NOTES  AND  QUERIES. 

We  understand  tliat  a  second  edition  oi  Sir  StClair  Thomson's  "Diseases 
of  the  Nose  and  Throat "  is  in  the  press.  It  is  headed  with  the  Excelsior  motto 
from  Michelet ;  "  Un  livre  est  toiijoufs  un  moyen  defaire  un  meilleur  livre." 

'  See  p.  80. 
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PARTIAL    RESECTION    OR    WINDOW    RESECTION     OF     THE 
LARYNX  FOR  INTRINSIC  MALIGNANT  DISEASE. 

By  H.  Lambert  Lack. 

The  aim  of  an  operation  for  malignant  disease  of  the  larynx  is  to 
remove  the  disea.se  thoroughly  with  the  least  risk  and  the  best 
functional  result ;  and  every  operation  must  be  judged  by  the 
facilities  it  gives  for  obtaining  these  three  objects.  The  chief  risk 
at  the  time  of  the  operation  arises  from  blood  entering  the  wind- 
pipe and  interfering  with  respiration  during  the  administration 
of  the  anaesthetic.  The  later  and  more  considerable  dangers  are 
sepsis  and  septic  pneumonia.  They  are  due  either  to  the  inhala- 
tion of  blood  during  the  operation ;  or  later  on  to  food  and  fluids 
from  the  mouth  entering  the  wound,  setting  up  sepsis  in  it,  and 
causing  profuse  septic  discharge  which  runs  down  the  trachea  or 
is  sucked  into  the  lungs.  Operations  on  the  larynx,  more  particu- 
larly in  cases  of;.early  epithelioma  limited  to  one  vocal  cord  when 
the  operation  known  as  thyrotomy  is  possible,  give  remarkably 
good  results.  Yet  I  believe  that  this  operation  may  be  greatly 
improved  in  all  cases  by  the  removal  of  a  portion  of  the  laryngeal 
cartilages.  This  addition,  instead  of  complicating,  greatly  simplifies 
the  operation,  diminishes  its  risks,  allows  a  more  thorough  removal 
of  the  disease,  and  gives  as  good,  if  not  better,  functional  results. 

The  usual  operation  consists  in  exposing  the  cartilages  of  the 
larynx  and  trachea  through  a  vertical  incision  in  the  median  line 
of  the  neck  from  the  hyoid  bone  to  within  a  finger's  breadth  of  the 
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sternal  notch.  A  low  tracheotomy  is  jJerformed,  a  tube  inserted, 
the  thyroid  cartilage  is  divided  in  the  median  line,  and  then  the 
soft  parts  and  mucous  membrane  of  the  larynx  carefully  divided 
through  the  anterior  commissure  so  as  not  to  injure  either  vocal 
cord.  The  incision  may  be  prolonged  upwards  across  the  thyro- 
hyoid membrane  and  down  across  the  crico-thyroid  membrane,  even 
the  ring  of  the  cricoid  may  be  divided  if  the  growth  extends  low 
down.  The  interior  of  the  larynx  is  exposed  by  pulling  apart  the 
halves  of  the  thyroid  cartilage  with  retractors,  and  through  this 
opening  packing  is  introduced  into  the  upper  part  of  the  trachea, 
to  prevent  blood  entering  the  lungs  during  the  rest  of  the  opera- 
tion. The  two  halves  of  the  larynx  being  retracted  as  far  as 
possible,  an  incision  is  made  above  and  below  the  growth,  leaving 
a  sufficiently  wide  margin  of  healthy  tissue,  and  the  soft  parts, 
including  the  perichondrium,  are  raised  off  the  inner  side  of  the 
thyroid  cartilage  and  cut  away. 

The  difficulties  of  this  operation  are  mainly  due  to  the  fact  that 
splitting  the  thyroid  cartilage  and  pulling  aside  the  two  halves 
with  retractors  gives  a  very  poor  view  of  the  interior  of  the  larynx. 
When  this  opening  is  filled  by  forceps  and  cutting  instruments 
their  manipulation  is  very  difficult,  and  if  bleeding  is  at  all  brisk 
the  difficulty  is  increased.  Constant  sponging  is  necessary,  and 
even  then  but  a  brief  view  can  be  obtained.  There  is  danger  of 
blood  getting  past  the  plug  into  the  trachea  and  embarrassing  the 
ansesthetic,  and  a  danger  of  subsequent  pneumonia  if  the  anaesthesia 
is  too  deep.  Through  the  small  opening  it  is  almost  impossible  ta 
arrest  the  bleeding  with  pressure  forceps.  The  difficulty  in  seeing, 
in  defining  the  limits  of  the  growth,  and  in  removing  it  thoroughly 
and  in  arresting  the  haemorrhage,  are  increased  as  the  posterior 
part  of  the  cord  is  reached  and  the  posterior  incisions  have  to  be 
made.     By  my  method  these  difficulties  are  largely  overcome. 

The  steps  of  the  operation  may  be  briefly  summarised.  The 
larynx  being  exposed  and  tracheotomy  performed,  the  larynx  is 
opened  by  a  median  incision,  extending  from  the  thyroid  notch 
to  the  upper  border  of  the  cricoid  ring,  or  through  the  ring  if 
necessary,  just  as  in  thyrotomy  (see  Fig.  1,  a  b).  This  incision  is 
deepened  carefully  in  the  median  line  until  the  interior  of  the 
larynx  is  opened,  when  retractors  are  inserted  and  the  two  halves 
of  the  larynx  gently  pulled  apart.  The  retraction  should  be  done 
gently,  just  enough  space  being  obtained  to  see  clearly  into  the 
interior  of  the  larynx  with  reflected  light  and  to  ascertain  the 
upper  and  lower  limits  of  the  disease.     This  opening  allows  con- 
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firmation  of  the  diagnosis  by  direct  inspection  and  also  permits 
examination  with  the  finger  if  this  is  desired.  This  examination 
concluded,  the  perichondrium  is  turned  off  the  ala  of  the  thyroid 
as  far  up  and  as  far  back  as  it  is  desired  to  remove  the  cartilao-e. 
With  cutting  pliers  or  strong  scissors  transverse  incisions  are  now- 
made,  dividing  the  cartilage  and  the  mucous  membrane  of  the 
larynx  at  one  cut.     These  incisions  are  made  as  high  above  and 


Fig.  1. 

as  far  below  the  growth  as  considered  necessary,  and  gradually 
sarried  backwards  (see  Fig.  1,  a  c  and  b  d).".  As  they  are 
carried  backwards,  the  flap  marked  out  is  easily  retracted,  and 
permits  a  good  view  of  the  interior  of  the  larynx.  The  deeper  the 
incisions,  the  easier  the  retraction  and  the  better  the  view.  Thua 
when  the  posterior  end  of  the  cord  is  reached  and  the  posterior 
incision  has  to  be  made,  a  very  free  view  is  obtainable.  The  opera- 
tion is  completed  by  dividing  the  thyroid  cartilage  in  the  line  of 
the  posterior  incision,  and  thus  removing  growth,  cord,  and  under- 
lying cartilage  in  one  piece.     If  the  cartilage  is  ossified  and  very 
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hard  or  brittle,  this  transverse  posterior  cut  can  be  made  earlier  in 
the  operation.  It  should  be  made  with  a  small  saw,  or  by  gently 
sawing  with  a  knife,  and  the  soft  parts  underlying  it  should  not  be 
cut.  This  division  of  the  cartilage  renders  retraction  of  the  flap 
more  easy.  All  bleeding  and  oozing  being  arrested,  the  perichon- 
drium detached  from  the  removed  cartilage  is  united  with  one  or 
two  sutui-es  to  the  opposite  cartilage,  the  packing  and  the  tracheo- 
tomy tube  removed  as  in  the  ordinary  operation  of  thyi'otomy. 


Fig.  2. 


The  great  advantages  of  this  method  result  from  the  easy  access 
it  pi'ovides.  Instead  of  operating  through  a  narrow  slit,  one  has 
ample  room,  one  can  see  the  limits  of  the  growth  and  take  away 
exactly  as  much  tissue  as  one  wishes.  The  operation  can  be 
carried  out  rapidly,  it  would  not  be  too  much  to  claim  that  from 
the  time  of  the  tracheotomy  being  completed  the  subsequent  steps  of 
the  operation  do  not  occupy  half  the  usual  time  required  for  thyro- 
tomy.  All  bleeding  points  may  be  controlled  with  pressure 
forceps  in  the  usual  way.     These  advantages  may  be  summarised. 
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(1)  Thorough  removal  of  the  disease  is  ensured  by  the  free 
view  of  the  parts  which  is  obtained.  The  removal  of  the  cartilage 
underlying  the  growth  makes  for  additional  thoroughness. 

(2)  The  rapidity  of  the  operation  and  the  ease  with  which  the 
bleeding  is  controlled  diminishes  the  great  danger  of  the  operation, 
namely,  blood  entering  the  air-passages  and  causing  difficulty  with 
the  anaesthetic  during  operation  and,  subsequentlj-,  septic  pneumonia. 

(3)  After  the  operation  the  patient  is  able  to  swallow  perfectly 
just  as  after  a  simple  tracheotomy.  In  the  ordinary  thyrotomy  to 
obtain  sufficient  access  it  is  often  necessary  to  divide  the  thyro- 
hyoid membrane  and  to  pull  the  two  halves  of  the  larynx  forcibly 
apart.  After  the  operation  the  patient  may  have  difficulty  in 
swallowing.  Fluids  especially  are  very  apt  to  enter  the  air-passages, 
causing  sepsis  and  septic  pneumonia.  This  is  not  a  necessary  con- 
sequence of  thyrotomy,  and  certainly  does  not  occur  in  many  cases. 
Moreover,  in  some  it  is  slight,  and  the  patient  can  cough  up  the  few 
drops  which  "  go  the  wrong  way."  In  a  proportion  of  cases  the 
difficulty  is  serious,  and  tube-feeding  for  a  few  days,  a  week  or 
even  ten  days,  is  necessary.  In  such  cases  there  is  always  a  leakage 
of  saliva  into  the  wound,  with  consequent  sepsis  and  a  danger  of 
septic  pneumonia.  The  patient  can  also  swallow  without  pain, 
whilst  after  thyrotomy  there  is  often  considerable  pain  for  some 
days,  due  probably  to  the  wrenching  apart  and  bruising  of  the 
tissues  from  the  prolonged  retraction  and  sponging  of  the  wound 
and  larynx.  This  danger  and  pain  are  entirely  avoided  by  the 
metliod  I  have  described. 

(4)  Healing  is  rapid,  and  there  is  less  apt  to  be  necrosis  of  the 
cartilage,  as  all  the  cartilage  wiiich  has  been  bared  of  peri- 
chondrium has  been  cut  away.  In  thyrotomj'  a  piece  of  cartilage 
from  the  inner  side  of  which  the  perichondrium  has  been  stripped 
is  left,  and  before  healing  is  complete  a  small  sequestrum  occa- 
sionally forms  and  comes  away. 

(.5)  The  after  results  are  excellent,  the  voice  is  good  and  returns 
even  more  quickly  than  after  thyrotomy.  The  return  of  the  voice 
depends  upon  the  formation  of  a  firm  fibrous  band  to  take  the 
place  of  the  removed  cord.  This  band  will  form  much  more  ■ 
rapidly  from  perichondrium  and  soft  tissues  than  it  will  from  bare 
cartilage.  In  fact,  after  some  of  my  cases  of  thyrotomy  the  result- 
ing voice  has  been  disappointing,  a  large  cavity  having  been  left 
where  the  soft  parts  were  removed.  There  seems  no  danger  o 
stenosis.  Thus  on  every  ground  this  opei-ation  seems  preferable 
to  a  simple  thyrotomy. 
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The  operation  as  above  described  is  suitable  for  all  cases  of 
limited  growth  upon  one  vocal  cord,  but  various  modifications 
suggest  themselves. 

"Where  the  growth  is  small  and  known  to  be  limited  to  the 
centre  of  one  vocal  cord,  the  operation  may  be  performed  as 
follows  :  The  larynx  being  exposed  and  tracheotomy  performed, 
the   crico-thyroid  membrane   and  the   ala  of  the  thyroid  on  the 


Fio.  3. 

affected  side  are  laid  bare  and  the  perichrondrium  dissected  off 
the  lower  half  of  the  cartilage.  A  median  incision  is  made  through 
the  crico-thyroid  membrane  and  the  thyroid  cartilage  and  the 
underlying  soft  parts,  that  is  through  the  anterior  commissure, 
upwards  almost,  but  not  quite  up  to  the  thyroid  notch  (see  Fig.  2, 
A.  b).  From  either  end  of  this  cut  two  transverse  incisions  are 
next  made,  one  from  the  median  line  backwards  through  the 
crico-thyroid  membrane  as  close  to  the  cricoid  cartilage  as  possible 
(see  Fig.  2,  b  c),  and  the  other  backwards  through  the  ala  of  the 
thyroid  almost  to  its  postei'ior  edge  (see  Fig.  2,  a  d).     The  quadri- 
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lateral  flap  being  retracted,  a  view  of  the  interior  of  the  larynx 
can  be  obtained  and  the  exact  limits  of  the  growth  ascertained  (see 
Fig.  3).  These  transverse  incisions  can  be  carried  back  as  far  as 
considered  necessary,  and  the  "  window"  flap  retracted  more  and 
more  until  the  posterior  incision  is  made  and  the  growth  removed. 
A  full  view  is  obtained  of  every  step  of  the  operation,  and  any 
bleeding  immediately  arrested.     In  this  way  the  growth  attached 


Fig.  4. 


to  the  cord,  with  a  sufficient  margin  of  healthy  tissues,  and  the 
cartilage  underlying  it  are  removed  in  one  piece  without  doing 
thyrotomy  at  all.  The  remaining  steps  are  the  same  as  above 
described. 

Again,  if  a  growth  be  situated  in  the  anterior  commissure  the 
operation  may  be  performed  as  follows :  Tracheotomy  being  per- 
formed and  the  larynx  thoroughly  exposed,  a  piece  of  the  upper 
part  of  the  cricoid  ring  is  removed  by  a  semi-circular  trans- 
verse cut.  The  larynx  is  opened  by  deepening  this  incision 
and    continuing    it    through   the    crico  -  thyroid    membrane    (see 
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Fig.  4,  A  b)  .  By  turning  up  this  flap  a  peep  into  the  larynx  can  be 
obtained  and  the  incision  gradually  extended  upwards  and  around, 
but  well  wide  of  the  growth.  In  this  way  the  cartilage  and  soft 
parts  underlying  it  can  be  cut  across  as  in  the  diagram  and 
removed  (see  Fig.  4).  This  operation  is  a  little  difficult,  but  has 
the  special  advantage  that  the  growth  is  removed  in  one  piece 
without  cutting  into  it.  There  is  thus  no  danger  of  transplantation 
of  epithelial  cells  such  as  must  occur  in  thyrotomy  where  a  median 
incision  is  made.  The  risk  of  the  operation  is  that  if  too  much 
cartilage  is  removed  there  may  be  subsequent  stenosis  of  the 
larynx.  Therefore  it  might  be  wiser  to  remove  the  thyroid 
cartilage  from  one  side  only,  viz.,  that  most  affected.  The  opera- 
tion can  easily  be  arranged  for  this  object.  Of  course,  when  a 
considerable  portion  of  both  cords  is  removed  there  is  always  apt 
to  be  stenosis  in  whatever  way  the  operation  is  performed,  and  at 
the  same  time  the  voice  will  be  considerably  impaired. 

It  is  quite  a  mistake  to  state,  as  some  of  my  critics  have  done, 
that  this  operation  is  only  suitable  for  cases  of  very  limited 
growth.  The  opposite  is  indeed  the  truth;  the  more  e.xtensive  the 
growth  the  greater  the  advantages  of  removing  the  cartilage. 
The  whole  of  one  ala  of  the  thyroid  may  be  removed  except  the 
upper  and  lower  border,  as  Prof.  Broeckhaert  stated  in  the  discus- 
sion at  the  Laryngological  Section,  without  sacrifice  of  any  of  the 
objects  of  the  operation.  When  the  growth  extends  low  down  half 
the  cricoid  ring  can  also  be  removed. 

I  have  described  the  operation  of  partial  resection  or  "  window" 
resection  of  the  larynx  as  an  alternative  to  thyrotomy,  but  it  might 
in  most  cases  be  more  accurately  described  as  an  addition  to 
thyrotomj-.  The  tei-m  "thyrotomy"  is  apparently  used  in  two 
senses.  As  applied  to  an  operation  for  malignant  disease  of  the 
larynx  it  is  genei'ally  used  to  mean  splitting  the  larynx  in  the 
median  line,  excising  a  growth  and  more  or  less  of  the  soft  parts, 
but  not  removing  any  cartilage.  Used  in  this  sense  the  above 
title  is  correct.  But  perhaps  the  term  thyrotomy  should  really  only 
be  applied  to  the  preliminary  splitting  of  the  thyroid.  In  this  case 
"  thyrotomy  "  may  be  perfoi'med  as  one  of  the  preliminaiy  steps 
of  my  operation,  just  as  it  is  often  done  in  the  early  stage  of  total 
extirpation.  Partial  resection,  or  better  still  "window  "  resection, 
would  best  describe  the  method  I  am  advocating,  whether  or  not 
it  is  jDreceded  by  thyrotomy. 

For  the  drawings  I  am  indebted  to  the  kindness  of  Dr.  Norman 
Patterson. 
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REMOVAL  OF   CARCINOMA  OF   THE   HYPOPHARYNX  WITH 
PLASTIC   RESTORATION   OF   THE    LUMEN. 

By  Wm.  Mollison,  F.R.C.S. 

Carcinoma  of  the  hypopharynx  occurs  as  a  rule  in  women,  and  in 
comparatively  young  women,  from  the  ages  of  thirty-two  to  forty- 
five.  It  is  insidious  in  its  onset,  and  unfortunately  cases  are  seldom 
seen  till  the  growth  is  so  far  advanced  as  to  put  operation  out  of 
the  question.  Beginning  as  an  ulcer  in  the  hj'popharyngeal  wall 
on  the  posterior  aspect  of  the  cricoid,  the  growth  gradually  spreads 
round  the  lumen  of  the  gullet.  It  tends,  too,  to  spread  downwards 
to  the  oesophagus.  When  it  passes  upwards,  it  arrives  above  the 
level  of  the  arytaenoids,  and  then  forms  a  projection,  which  may 
attain  to  a  very  large  size,  overhanging  the  larynx. 

The  clinical  picture  is  very  characteristic.  Dysphagia  of 
gradual  onset,  but  progressive  ;  hyper-secretion  of  saliva  which 
cannot  be  swallowed  and  which  remains  about  the  upper  aperture 
of  the  hypopharynx  and  larynx  :  this  gives  to  the  voice  a  char- 
acteristic thickness.  Laryngoscopic  examination  may  reveal  this 
saliva  as  a  frothy  mucus,  or  may  show  the  upper  edge  of  the  ulcer 
pushing  its  way  upwards  behind  the  arytenoids.  It  is  scarcely- 
overstating  the  case  to  assert  that  a  thin  woman  of  thirty-five  to  forty- 
five  who  complains  of  dysphagia  and  has  hyper-secretion  of  saliva 
is  suffering  from  carcinoma  of  the  hypopharynx.  The  final  dia- 
gnosis is  made  by  direct  examination  with  a  Hill's  tube  in  cases  of 
doubt. 

The  following  case  is  perhaps  of  interest  as  being  a  fairly  early 
one,  and  one  in  which  operation  wa.s  possible.  The  ulcer  had  not 
involved  the  whole  lumen,  and  did  not  extend  for  more  than  1^  to 
2  in.  in  a  vertical  direction. 

The  patient.  Rose  L ,  aged  thirty-nine,  attended  in  the  Throat 

and  Ear  Department  at  Guy's  Hospital  complaining  of  difficulty  in 
swallowing.  This  symptom  had  been  noticed  for  four  months,  and 
had  been  increasing,  till  on  admission  to  the  hospital  only  fluids 
could  be  taken  slowly  and  with  much  difficulty. 

The  patient  was  a  thin,  pale  woman  with  a  long  neck.  Examina- 
tion with  the  laryngeal  mirror  showed  frothy  mucus  about  the 
upper  end  of  the  hypopharynx,  and  on  phonation  there  was 
revealed  the  edge  of  an  ulcer.  With  a  Hill's  tube  this  ulcer  was 
seen  to  occupy  almost  the  whole  circumference  of  the  hypo- 
pharynx.    There    was    only    a    narrow    strip    of    normal    mucous 
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membrane  on  the  left  posterior  wall.  A'^ertically  the  ulcer  extended 
from  the  level  of  the  lower  part  of  the  aryttenoids  above  to  about 
i  in.  below  the  lev^el  of  the  cricoid  cartilage.  There  were  no 
glands  to  be  felt  in  the  neck. 

Since  the  ulcer  was  comparatively  small,  the  patient's  neck 
long  and  thin,  and  the  general  condition  of  the  patient  favourable, 
operation  for  removal  of  the  growth  was  decided  upon  and  per- 
formed on  December  4,  1915. 

Dr.  Shipway  kindly  administered  ether  by  intratracheal  in- 
sufflation. This  proved  of  great  assistance,  doing  away  with 
the  necessity  of  tracheotomy  and  removing  all  anxiety  as  to 
blood  passing  into  the  trachea.     The  catheter  lying  in  the  larynx 
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in  no  way  interfered  with  the  operation  when  the  pharynx  was 
opened  and  the  growth  removed. 

The  method  of  approach  was  that  described  by  Mr.  Trotter  in 
his  Hunterian  Lectures,  1913,  and  the  steps  of  the  operation 
followed  those  described  by  him. 

The  skin  and  subcutaneous  tissues  of  the  neck  were  infiltrated 
with  a  siilution  of  novocain  (0'5  per  cent.)  and  adrei.alin,  and  tlie 
anfesthetic  was  then  administered. 

(1)  An  incision  was  made  slightly  to  the  right  of  the  middle  line 
from  the  level  of  tlie  hyoid  bone  to  withiii  an  inch  of  the  suprasternal 
notch.  From  the  upper  end  of  this  another  incision  was  carried 
out  along  the  hyoid  bone  to  the  anterior  border  of  the  sterno- 
raastoid.  The  triangular  area  of  skin  with  the  platysma  was 
reflected  outwards,  thus  exposing  the  carotid  triangle. 

(2)  The  pharynx  was  separated  from  the  carotid  vessels,  and  the 
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fascia  over  tlie  carotid  triangle  was  sutured   to  the  prevertebral 
fascia. 

(3)  The  great  cornu  of  the  hj-oid  bone  and  the  right  ala  of  the 
thyroid  cartilage  were  freed  from  their  muscular  attachments  and 
from  the  pharyngeal  wall  on  their  deep  aspects  and  removed.  The 
superior  laryngeal  nerve  was  seen  and  easily  avoided. 

This  step  gives  a  very  good  view  of  the  pharyngeal  wall ;  in 
this  particular  case  it  probably  was  not  necessary  to  remove  the 
great  cornu  of  the  hyoid,  as  the  growth  wms  confined  to  the  post- 
cricoid  region. 

(4)  The  pharyngeal  wall  was  opened  (between  two  stitches)  by 
a  vertical  incision  at  the  level  of  the  upper  part  of  the  thyroid  ala; 
by  enlarging  this  incision  the  growth  was  well  seen.  It  was  now 
found  that  more  room  was  required  downwards,  and  the  right 
lateral  lobe  of  the  thyroid  body  was  removed. 

(5)  The  ulcer  was  excised  with  a  i-inch  border  of  apparently 
normal  mucous  membrane  all  round,  stripping  off  the  growth  from 
the  back  of  the  cricoid.  When  this  was  done  a  strip  of  mucous 
membrane  only  5  to  j  of  an  inch  wide  and  2  inches  long  was  left 
connecting  the  pharynx  above  with  the  oesophagus  below. 

(6)  The  skin  flap  was  now  brought  forward,  and  two  horizontal 
incisions  were  made  in  such  a  position  that  a  flap  was  formed 
opposite  the  gap  made  in  the  gullet  by  the  removal  of  the  ulcer. 
The  free  edge  of  this  flap  was  now  sutured  to  the  posterior  edge 
of  the  mucous  membrane;  this  flap  lay  over  the  carotid  triangle. 

(7)  Lastly,  the  original  incision  was  sutured  as  far  as  possible, 
and  a  rubber  tube  was  passed  from  the  mouth  to  the  stomach. 

The  progress  of  the  case  was  good ;  the  patient  was  fed 
through  the  tube  for  about  five  days ;  it  was  then  removed  and 
passed  into  the  stomach  from  the  neck  wound.  To  prevent  infec- 
tion of  the  wound,  the  dressings  were  changed  several  times  a  day. 
Except  for  a  little  redness  of  the  skin  over  which  the  mucus 
passed,  healing  took  place  without  incident  ;  the  skin-mucous 
membrane  junction  was  soon  perfect.  After  three  weeks  the  tube 
was  removed,  and  the  patient  swallowed  fluids  and  semisolids  with 
comfort  by  holding  a  pad  over  the  neck-wound. 

On  January  23  a  further  operation  was  performed  in  order  to 
complete  the  lumen  of  the  gullet  by  turning  in  the  skin-flap. 

Mr.  Knott  administered  ether  by  intratracheal  insuflSation. 

The  base  of  the  flap  over  the  sterno-mastoid  was  divided,  and 
the  skin  freed  for  a  sufficient  distance  to  allow  of  the  edge  being 
turned  forwards  and  inwards  behind  the  cricoid  and  fastened  to 
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tlie  anterior  edge  of  the  mucous  nieinbrane  sti-ip ;  this  was  done 
by  means  of  catgut  sutures,  threaded  on  clefb  palate  needles  and 
manipulated  by  means  of  a  Lane's  needleholder.  The  upper  and 
lower  free  edges  of  the  skin  "  tube  "  were  then  sutured  to  the 
free  edges  of  the  pharyngeal  wall  above  and  of  the  oesophagus 
below,  in  order  to  make  the  junction  watertight. 

The  superficial  skin  edges  were  drawn  together  as  well  as 
possible,  and  the  rubber  tube  once  more  passed  from  the  mouth 
through  the  new  gullet  to  the  stomach;  it  was  left  in  position  for 
three  days.  On  its  removal  the  patient  swallowed  fluids  without 
any  leakage.  In  a  few  days  semi-solids  were  allowed,  and  then 
solids,  till  finally  the  patient  was  swallowing  like  a  normal  person. 


REPORTS  FOR  THE  YEAR  1915  FROM  THE  THROAT  AND  EAR 
DEPARTMENT  OF  THE  ROYAL  INFIRMARY,  EDINBURGH. 

Under  the  care  of  A.  Logan  Turner,  M.D.,  F.R.C.S.E,  F.R.S.E. 

AN  INVESTIGATION  INTO  THE  RESULTS  OF  THE  SUB- 
MUCOUS RESECTION  OF  THE  SEPTUM  IN  CHILDREN. 

By  Charles  H.  Hayton,  F.R.C.S.Ed. 

Interiim.  Surgeon  for  Diseases  of  Nose,  Ear,  and  Throat,  Prince  of  Wales  Hospital, 

Tottenham,  and  Queen's  Hospital  for  Children,  Hackney  ;   formerly  Senior 

Clinical  Assistant,  Ear  and  Throat  Department,  Eoyal  Infirmary,  Edinburgh. 

The  advisability  of  performing  a  submucous  resection  upon  the 
nasal  septum  before  the  age  of  puberty,  while  not  contested  as 
keenly  as  a  few  years  ago,  is  still  a  debatable  question. 

Loeb  (1),  in  1912,  when  citing  the  indications  for  and  the 
contra-indication  against  such  an  operation,  stated  that  it  is 
advisable  not  to  operate  upon  children  and  young  people  under 
eighteen  years  of  age.  Now  and  again  one  reads  of  the  same 
injunction  being  given  in  current  text-books  published  upon  the 
nose  and  throat. 

On  the  other  hand,  Killian  (2)  in  1908  had  operated  upon 
children  from  four  to  eight  years  of  age  with  good  results. 
Heermann  (3)  states  that  the  submucous  resection  of  the  septum  in 
children,  if  the  deviation  be  not  too  extreme,  can  be  performed 
under  local  anesthesia  witliout  leading  to  post-operative  dis- 
turbances of  the  growth  of  the  nose.  He  further  states  that  septal 
spines  should  be  removed  by  the  submucous  resection  method  and 
not    by    the    saw.     Subsequent    experience   has   shown    that  such 
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operations  upon  cliildreu,  if  performed  carefully  and  judiciously, 
are  productive  of  excellent  results,  and  that  the  fear  of  facial 
deformity  following  the  operation,  while  not  wholly  groundless, 
has  been  much  over-estimated. 

The  results  of  the  submucous  resection  upon  children  during 
the  seven  years  from  1908-1914  inclusive,  in  the  Ear  and  Throat 
Depai'tment  of  the  Koyal  lufit-mary  of  Edinburgh  are  found  in 
the  following  report.  The  statistics  have  been  compiled  from  the 
case-sheets  of  the  patients  with  the  kind  permission  of  Dr.  Logau 
Turner,  and  also  from  interviews  with  and  examinations  of  the 
patients  themselves.  All  the  operations  were  performed  by  Dr. 
Logan  'J'urner  or  Mr.  J.  S.  Eraser. 

The  total  number  of  patients  operated  upon  for  submucous 
resection  during  the  seven  years  above  mentioned  have  been  761. 
Of  this  number  seventy-three,  or  9  per  cent.,  were  children  whose 
ages  ranged  from  six  to  fourteen  years.  Sixteen,  or  21  per  cent., 
of  the  seventy-three  cases  were  girls.  Forty-four,  or  60  per  cent., 
gave  a  definite  history  of  blows  or  accidents  to  the  nose  as  the 
cause  of  the  deformity.  The  remaining  twenty-nine  cases  had  no 
cause  recorded  in  the  notes.  It  is  possible,  however,  that  trauma 
had  been  a  factor  in  producing  the  deflection  in  many  of  these 
cases. 

The  following  table  gives  the  number  of  children,  the  age  of 


Age. 

6 

7 

8 

9 
10 
11 
12 
13 
14 


Totals 

The  operations  were  all  performed  under  general  anaesthesia. 
Chloroform  was  used  in  all  the  cases  till  the  year  1914.  Since 
then  the  open  ether  method  has  been  tried,  with  varied  success. 
In  some  cases  a  mixture  of  chloroform  and  ether  was  given.  To 
the  older  children  atropine,  -j4-g-  gr.,  combined  with  morphia,  ^V  gr., 
was  administered  one  half-hour  before  the  operation.      In  addition 
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1908. 

1909. 

1910. 

1911. 

1912. 

1913. 

1914. 

3 

2 

.       1     . 

2 

.        1      . 

1     . 

7 

.       1 

.       1     . 

3     . 

1 

1 

3 

2 

1     . 

4 

.        1 

1     . 

1 

.         1 

5 

1 

2 

1     . 

1 

10 

2 

.       1 

o 

2 

.       3 

21 

.       1 

.       1 

4 

.        1     . 

4     . 

5 

5 

18 

1 

2 

3 

.       3     . 

6     . 

.       3 

73 

6 

.       4     . 

14 

10     . 

16     . 

10 

13 
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each  nostril  was  packed  with  gauze  steeped  in  5  per  cent,  cocaine, 
to  each  drachm  of  which  was  added  5  drops  of  1  in  1000  adrenalin 
solution . 

The  technique  of  the  operation  followed  along  the  classical  lines 
of  Killian  with  a  few  modifications.  The  incision  used  was  the 
L-shaped  one,  with  the  horizontal  limb  running  along  the  floor  of 
the  nose  beneath  the  crest.  The  muco-perichondrium  was  sepa- 
rated on  both  sides  of  the  deviation,  and  the  thickened  portion  of 
the  cartilage  removed  first.  Only  when  this  had  been  accom- 
plished was  the  separation  undertaken  of  the  muco-periosteum 
from  the  maxillary  crest  and  the  vomer.  In  this  way  it  was 
possible  to  avoid  splitting  or  tearing  the  muco-perichondrium 
along  the  line  of  the  crest  on  the  side  of  the  septal  convexity. 
The  upper  portion  of  the  quadrilateral  cartilage  was  always  left 
to  support  the  dorsum  of  the  nose.  In  some  cases  the  anterior 
end  of  the  cartilage  was  removed,  as  it  projected  into  one  of  the 
nostrils  and  gave  rise  to  obstruction.  The  septum  of  many  of  the 
traumatic  cases  was  very  difficult  to  remove,  because  the  cartilage 
was  often  found  to  be  split  vertically,  so  that  one  had  to  deal  with 
two  pieces  separated  by  fibrous  tissue.  The  mucous  membrane  in 
these  cases  was  always  adherent  and  very  difficult  to  detach. 

In  conducting  the  investigation  into  the  results  obtained,  a 
card  was  sent  to  each  of  the  seventy-three  patients  asking  them 
to  call  at  the  infirmary  for  examination.  Thirty-one  patients 
responded  to  the  request.  In  a  number  of  cases  the  parents  or 
other  relations  accompanied  the  patient,  and  with  their  help  most 
satisfactory  answers  were  obtained.  The  forty-two  patients  who 
did  not  report  received  a  letter  in  which  was  enclosed  a  set  of 
questions  to  be  answered  and  returued.  Twenty-two  papers  were 
received  completed  ;  fourteen  were  returned  "  address  unknown  " ; 
and  the  remaining  six  were  never  heard  from. 

The  following  questions  were  asked  : 

(1)  In  what  different  ways  has  the  operation  benefited  the 
child  ? 

(2)  Have  there  been  any  falls  or  blows  on  the  nose  since  the 
operation  ? 

(3)  Have  the  patients,  parents,  or  friends  noticed  any  change 
in  the  appearance  of  the  nose  since  the  operation  ? 

The  examination  consisted  in  noting  the  following  : 

(1)  The  amount  of  any  external  deformity. 

(2)  The  patency  of  both  nostrils. 

(3)  The  consistency  of  the  newh'  formed  septum. 
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(4)  Perforations  of  the  septum. 

(5)  Nasal  discharge,  crusts,  and  enlarged  turbinates. 

With  few  exceptions,  the  parents  and  patients- themselves  bore 
unsolicited  testimony  to  the  great  improvement  in  nasal  breathing 
and  general  health  which  had  resulted  from  the  operation. 

Three  of  the  mothers  said  that  their  boys  had  formerly  been 
subject  to  asthmatic  attacks,  but  since  the  operation  these  attacks 
had  entirely  disappeared.  Four  others  had  noticed  the  relief 
obtained  from  constant  attacks  of  colds.  Two  parents  remai-ked 
that  bronchitis  had  disappeared  since  the  operation.  One  mother 
stated  that  her  boy  had  been  an  "habitual  sniflBer"  till  the 
operation,  but  that  the  habit  had  since  left  him.  Another  parent 
said  that  her  boy's  deafness  had  much  improved  since  the  opera- 
tion. Another  parent  remarked  that  a  wateiy  discharge  had 
completely  dried  up.  "  He  sleeps  better  at  night  now,"  "  He  does 
not  have  his  mouth  open  so  much,"  and  "  He  breathes  through 
both  his  nostrils  since  the  operation,"  were  some  common  state- 
ments which  were  made. 

With  regard  to  the  falls  and  blows  upon  the  nose,  none 
remembered  having  any  since  the  operation. 

Tlie  replies  to  the  question  relating  to  the  external  appearance 
of  the  nose  were  not  so  gratifying.  Ten  patients,  and  the  parents 
of  these  as  well,  33  per  cent,  of  the  thirty-one  cases,  stated  that 
they  had  noticed  since  the  operation  a  broadening  of  the  nose, 
especially  across  the  alas.  Six  of  these  ten  patients  noticed  that 
the  nose  had  a  tendency  to  sink  in  as  well.  The  "  sinking  in" 
appeared  to  take  place  at  the  junction  of  the  lower  border  Of  the 
nasal  bones  and  the  quadrilateral  cartilage.  As  the  patients  sat 
together  waiting  for  the  examination  one's  attention  Avas  attracted 
to  this  peculiar  saddle-back  appearance  of  the  nose.  A  photo- 
graph of  three  of  the  patients  taken  at  the  time  accompanies  this 
article. 

In  order  to  form  an  accurate  opinion  as  to  whether  submucous 
resection  of  the  deviated  portion  of  the  septum  really  results  in 
deformity,  or  in  increasing  an  existing  deformity,  it  woitld  be 
necessary  to  take  photographs  of  the  patients  in  profile  before  as 
icell  an  after  the  operation.  At  present  we  have  only  the  statements 
of  the  childtren  and  their  parents  to  go  on.  The  writer  thinks  it 
better  in  the  meantime  to  publish  the  paper  as  it  stands,  though 
he  hopes  on  a  future  occasion  to  go  more  scientifically  into  the 
question. 

In  contrast,  six,  or  20  per  cent.,  of  the  patients   had   noticed 
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that   tlie  nose  was    much    straighter  since    the    operation, 
remaining  fifteen,  or  47  per  cent.,  had  noticed  no  difference. 
If  tabulated  the  results  stand  as  follows  : 


lie 


Thirty- three  per  cent.,  or  ten  patients,  broadening  of  nose  with 
saddle-backs  (six). 

Twenty  per  cent.,  or  six  patients,  nose  straighter. 

Forty-seven,  or  fifteen  patients,  no  difference. 

The  examination  showed  that  all  the  patients  could  breathe 
through  both  nostrils  quite  freely.  Eleven,  or  38  per  cent.,  of  the 
septa  were  not  quite  in  the  mesial  plane.     Six,  or  20   per  cent., 
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showed  crust  formation.  Three  seemed  to  have  slight  watery 
discharge.  No  atrophic  conditions  were  seen.  In  four  of  the 
patients  one  inferior  turbiiial  was  enlarged.  Six  of  the  septa 
moved  slightly  on  forced  breathing.  All  could  be  moved  with  the 
probe,  thus  showing  that  the  newly  formed  septum  consisted  of 
fibrous  tissue.  As  newly  formed  fibrous  tissue  has  a  great  tendency 
to  contract,  it  is  easy  to  account  for  the  flattening  and  the  dimpling 
of  the  nose.  No  'perforations  were  disconered  in  the  thirty-one  cases 
examined.  Eight  profiles  of  the  nose  drawn  during  the  examina- 
tion are  here  shown.  These  illustrate  the  average  anatomical 
deformities  complained  of.  No  photographs  of  the  cases  before 
the  operations  were  taken.     By  comparison  it  might  be  shown  that 


Profile  view  of  uose. 


many   of   the  external    defects   in   the   nose   existed   prior   to   the 
operation. 

Gases  reported  by  Letter  only. 

Of  the  forty-two  letters  sent  to  the  patients  twenty-two,  or 
50  per  cent.,  were  returned  completed.  The  questions  asked  upon 
the  papers  were  the  same  as  those  asked  the  patients.  Seventeen 
patients,  or  77  per  cent,  (twelve  boys  and  five  girls),  were  reported 
by  their  parents  to  have  breathed  much  more  freely  since  the  opera- 
tion. Four  boys  did  not  seem  to  derive  much  benefit — in  what  way 
was  not  stated.  Eleven  boys  and  three  girls  reported  that  they  had 
been  free  from  constant  attacks  of  colds  since  the  opei-ation.  One 
boy  and  one  girl  stated  that  their  "runnings"  from  the  uose  had 
ceased.  Only  one  boy  reported  he  had  received  a  blow  upon  the 
nose  since  the  operation. 

Nine  parents,  or  40  per  cent,  (six  boys  and  three  gii'ls),  reported 
they  had  noticed  that  the  noses  of  their  children  had  become  a 
little  flatter  than  formerly,  and  five  of  the  same  pai-ents  said  also 
that  the  nose  seemed  more  dimpled.  Three  parents  made  no 
reply  to  this  question. 

10 
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The  following  letter  received  from  a  parent,  whose  son  had 
been  operated  upon  three  years  previous,  is  typical  of  the  state- 
ments made  : — 

"Dear  Sir, — In  reply  to  your  incpiiry  about  my  son,  William, 
the  operation  upon  his  nose  has  altered  his  appearance  somewhat, 
the  bridge  of  the  nose  looks  flat,  and  has  fallen  in  a  little. 

Yours  respectfully." 

On  the  other  hand  ten  parents,  or  44  per  cent.,  eight  boys  and 
two  girls,  reported  that  they  had  not  noticed  any  change  in  the 
external  appearance  of  their  childi-en's  noses  since  the  operation. 

If  tabulated  the  results  of  the  letters  stand  as  follows  : — 

Forty  per  cent.,  or  nine  patients,  broadening  of  the  nose,  with 
five  also  flattening. 

Forty-four  per  cent.,  or  ten  patients,  no  change. 

Si.xteen  per  cent.,  or  three  patients,  no  reply. 

The  conclusions  one  may  draw  from  the  foregoing  investigation 
of  the  thirty-one  cases  who  submitted  themselves  for  cxaminntion 
and  the  twenty-two  papers  returned  are  as  follows  : 

(1)  Seventeen  of  the  letters  and  the  thirty-one  patients  who 
were  interviewed  (92  per  cent,  of  the  fifty-three  cases)  bore 
straightforward  testimony  to  the  great  benefits  derived  in  regard 
to  the  general  health  and  the  nasal  breathing  of  the  child. 

(2)  A  certain  amount  of  physical  deformity  apJDears  to  have 
followed  the  operation  in  35  per  cent,  of  the  fifty-three  cases.  No 
data  are,  however,  available  on  which  to  form  an  opinion  as  to 
the  amount  of  the  deformity  present  before  operation. 

(3)  The  great  benefit  derived  from  the  opei-ation  as  to  the 
liealth  of  the  child  over.shadows  the  slight  cosmetic  defects  that 
were  complained  of,  especially  as  these  defects  could  be  remedied, 
if  necessary,  by  paraffin  injections. 
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The  Histology  of  an  Angeio-fibroma  of  the  Naso-pharynx  and 
its  important  Bearing  on  Operative  Procedures.' — Irwin  Moore. — 

Considerable  difference  iu  opinion  appears  to  exist  as  to  the  origin  and 
attacbments  of  these  growths,  the  question  of  a  capsule,  the  position  of 
the  blood-vessels  and  sinuses,  and  the  best  method  of  removal.  Further 
confusion  takes  place  through  not  differentiating  them  from  fibrous 
growths  originating  in  the  nasal  cavities. 

The  General  Structure  of  these  Growths. — Thej  are  composed  mainly 
of  a  dense  fibrous  tissue,  strands  of  which  may  be  seen  spreading  out  from 
their  basal  origin.  A  longitudinal  section  microscopically  shows  these 
fibres  displayed  parallel  with  each  other,  with  a  tendency  to  interlace. 
Scattered  about  and  embedded  between  the  fibres  are  a  variable  number 
of  connective  tissue  cells,  in  some  parts  densely  packed. 

These  growths  also  contain  a  large  number  of  thin-walled  blood- 
vessels and  large  cavernous  sinuses. 

Seat  of  Origin. — They  arise  from  a  broad  base  in  the  thick  periosteum 
covered  by  mucous  membrane  which  lines  the  roof  of  the  naso-pharynx,  a 
comparatively  narrow  and  limited  area  corresi^onding  to  the  basilar  pro- 
cess of  the  occipital  bone  and  the  body  of  the  adjoining  sphenoid.  They 
are  very  firmly  attached  to  both  periosteum  and  bone.  For  examj)le, 
in  a  transverse  section  through  the  base  of  this  growth  spicules  of  bone 
were  found  attached  to  the  periosteum,  which  interfered  with  the  cutting 
of  the  specimen.  As  the  tumour  grows,  the  base  increases  in  extent  and 
fresh  attachments  arise,  due  either  to  the  spreading  from  the  original 
source  or  to  adventitious  attachments  being  formed  as  a  result  of  inflam- 
matory action.  In  cases  reported  of  additional  origins — e.g.,  the  margin 
of  the  internal  pterygoid  plate,  within  the  spheno-palatine  and  spheno- 
maxillaiy  fossae — we  may  conclude  that  these  were  extensions  from  the 
original  growth.  Eeference  to  sections  through  the  base  of  the  growth 
shows  the  fibrous  tissue  to  be  denser  there  than  iu  other  parts,  and  the 
naked-eye  specimen  shows  the  fibres  disjjosed  in  lines  converging  from 
their  basal  origin. 

The  Investing  M'^mbrane. — Many  authorities  describe  a  "  capsule"  to 
these  growths.  They  are  covcied  by  an  investing  membrane,  which  con- 
sists of  the  mucous  membrane  lining  the  vault,  sometimes  comparatively 
thick,  but  more  frequently  thinned  away  by  the  increasing  pressure  of  the 
growth. 

Fig.  4  shows  a  portion  of  the  free  surface  of  the  growth  with  its 
investing  mucosa  attenuated  and  partially  devoid  of  epithelial  cells,  but 

'  See  JouKN.  OF  Laeynqol.,  Ehinol.,  and  Otol.,  vol.  xxx,  pp.  319-399. 
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nothing  which  conld  be  correctly  described  as  a  capsule ;  hence  this  term 
is  niisleadiug  and  is  better  not  used.  A  few  mucous  glands  may  be  seen 
a  short  distance  below  the  surface. 

Tie  Vascular  Supply.— Vig.  4  shows,  both  superficially  and  deeply 
placed,  many  thin- walled  vessels  and  cavernous  spaces.  They  are  lined 
by  a  single  row  of  endothelial  cells,  which  are  well  seen  in  Figs.  2  and 
3.  Being  devoid  of  a  contractile  coat  and  embedded  in  the  dense 
fibrous  tissue,  these  vessels  do  not  contract  when  cut  across.  In  these 
tumours  the  central  portion  of  the  growth  appears  to  be  much  more 
vascular  than  the  i)eripheral  portion,  and  here  the  cavernous  spaces  pre- 
dominate ;  hence  the  risk  of  dangerous  haemorrhage  through  cutting  into 
or  tearing  the  body  of  the  tumour,  well  shown  in  Fig.  2,  which  should 
be  compared  with  Fig.  4.  In  one  section  through  the  base  of  the 
growth,  the  fibrous  tissue  is  denser  than  elsewhere,  and  the  number  of 
vessels,  although  they  are  of   considerable    size,   is  relatively   smaller. 


Via.  1. — Angeio-fibroma  of  the  iiaso-pliarynx  removed  from  a  boy,  aged 
sixteen.  It  measured  IJ  in.  in  its  longest  diameter  and  Ij  m.  in  its 
shortest.  The  broad  basal  attachment  to  the  basi-sphenoid  and  occipital 
bones  is  shown,  also  its  prolongation  into  the  left  naris. 


Here  and  there  a  vessel  furnished  with  a  muscular  wall  is  encoimtered. 
This  is  of  great  importance  from  the  operative  point  of  view,  and  is  a 
guide  to  the  position  for  attack. 

Epistaxis. — When  this  case  was  shown  on  March  5,  Dr.  Dundas 
Grant '  suggested  that  the  growth  was  not  very  vascular,  since  spon- 
taneous epistaxis  had  not  occurred ,  but  though  generally  considered  a 
characteristic  feature  of  these  growths,  it  certainly  does  not  always 
happen.  In  the  earlier  stages  epistaxis  is  quite  unusual.  In  the  case 
shown  by  Mr.  E.  D.  D.  Davis  ^  epistaxis  was  absent,  as  also  in  Dr. 
Peters'  case,^  shown  at  the  Laryngological  Society  in  1906,  and  one 
reported  by  Mr.  Guthrie.'  These  were  all  early  cases.  When  bleeding  does 
occur  it  is  due  to  surface  erosion,  owing  to  the  pressure  of  the  growth 
on  its  investing  mucous  membrane.    All  these  points  require  to  be  taken 

1  See  JouBN.  OF  Laryngol.,  Khinol.,  and  Otol.,  vol.  xxx,  p.  320. 

2  Ihid.,  p.  279. 

5  Vide  Proc.  Laryng.  Soc.  Lond.,  1905-06,  xiii,  p.  40. 
'  Vide  Lancet,  1910,  ii,  p.  1271. 
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into  consideratioii  iu  deterinining  the  best  method  for  the  removal  of 
these  highly  vascular  growths. 


Fig.  2. — Showing  the  caveiuou.s  .spaces  liut'J  by  a  single  layer  of 
endothelial  cells.     (Low  power.) 


Fio.  3. — Showing  one  cavernous  space  of  similar  structure  to  tliose  in 
Fig.  2,  highly  magnified. 

Conclusions. — (1)  These  tumours  should,  in  my  opinion,  be  approached 
vi''!  the  mouth  and  naso-pharynx,  attacked  at  their  base,  and  removed 
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throus^li  tlie  moutli.  This  is  tlie  route  recommended  by  Doyen,  Moure, 
EscaC  Laurens,  Lubet-Barbon,  and  other  Freneb  surgeons.  There  is 
greater  freedom  of  access  by  this  route  than  through  the  nose,  and  since 
the  prolongations  of  the  growth  into  the  nasal  cavities  cannot  be  deter- 
mined from  the  front,  the  separation  of  the  main  mass  from  behind 
permits  these  prolongations  being  more  easily  followed  up  and  dealt  with. 
With  the  soft  pala'te  tied  back  by  two  pieces  of  thin  rubber  tubing 
passed  through  the  nostrils  and  out  at  the  mouth,  it  is_ astonishing  the 
amount  of  room  available— quite  as  much  as  that  obtained  by  splitting 
the  soft  palate. 

(2)  The  base  of  the  growth  and  its  extensions  or  adhesions  to 
adjoining  parts  of  the  naso-pharynx  should  be  peeled  with  the  peri- 
osteum from  the  bone  by  means  of  sharp  periosteal  elevators,  starting 


Pio  4.. — Free  surface  of  growth  showing  eouio  of  the  investing  mucosa 
(the  so-called  capsxile)  and  a  few  mucous  glands,  lying  a  short  distance 
below  the  surface.     (Low  power.) 


posteriorly  in  close  proximity  to  the  growth,  and  worldng  round  and 
over  it  as  far  as  the  choanal  margin  from  behind  forwards  and  from  side 
to  side.  In  this  way  the  large  blood  sinuses  in  the  central  part  of  the 
growth  can  be  avoided.  With  the  patient  in  the  hanging-head  position 
the  nasal  channels  are  free  to  carry  off  the  profuse  stream  of  blood 
■which  pours  out  of  the  naso-pharynx,  and  this  does  away  with  the 
necessity  for  a  preliminary  tracheotomy  or  laryngotomy  and  tampon  in 
the  larynx. 

(3)  The  growth  should  not  be  seized  by  forceps  until  its  base  has 
been  detached,  in  order  to  avoid  tearing  into  its  central  portion.  By 
means  of  strong  clamp  forceps  the  main  mass  of  the  growth  is  then 
seized  and  removed  by  evulsion,  tearing  away  with  it  the  nasal  of  other 
prolongations  which  extend  into  the  adjoining  cavities  ;  these  are  usually 
much  less  firmly  attached  than  the  base.  If,  however,  they  are  too 
iirmly  adherent   to   be  torn  away,   curved   periosteal    elevators  passed 
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tlirougli  the  mouth  into  the  choanae,  or  through  the  anterior  nares,  may 
be  employed  to  separate  them. 

(4)  The  operatifiu  should  be  performed  rapidly  and  no  time  lost  in 
trying  to  staunch  the  excessive  haemorrhage  which  invariably  occurs, 
but  which  ceases  spontaneously  as  soon  as  the  growth  and  its  attach- 
ments have  been  removed.  There  is  no  doubt  but  that  there  are  few 
of  these  growths  that  cannot  be  reached  through  the  natural  passages 
and  extracted  with  less  danger  and  better  results  than  after  extensive 
and  disfiguring  operations  through  the  face.  Resort  to  such  measures 
is  rarely  warranted,  and  certainly  not  when  the  growth  is  in  the  earlier 
stages. 

Sir  William  Milligan  :  I  think  that  Dr.  Irwin  Moore  has  indicated 
a  very  important  point — viz.,  that  these  large  blood-vessels  are  held  by 
tibrous  tissue,  and  are  therefore  unable  to  retract.  In  other  words,  they 
are  canalised,  and  for  that  reason  I  think  it  is  advisable,  before  operating, 
to  tie  the  external  carotid  artery  ;  it  makes  a  good  deal  of  difference  in 
regard  to  the  comfort  of  the  operation,  and  if  it  is  done  immediately 
before  operating  there  is  no  time  for  the  setting  up  of  a  collateral 
circulation.  I  want  to  ask  whether  any  members  of  the  Section  have 
ever  had  such  an  unfortunate  accident  as  I  had  the  other  day  in  dealing 
with  a  similar  case.  I  was  operating  on  a  boy,  aged  sixteen,  who  had  a 
growth  as  big  as  that  in  Dr.  Moore's  case  ;  I  tied  the  external  carotid 
artery  and  removed  tLe  growth  with  difficulty.  The  boy  was  put  back  to 
bed,  but  in  twenty-four  hours  he  became  extremely  weak  and  died.  We 
are  unable  to  ascertain  any  reason  for  his  death  ;  it  was  not  from  hsemor- 
rhage,  as  there  was  so  little  of  that.  It  is  the  only  accident  I  have  had 
in  such  a  case,  and  I  have  removed  a  fair  number  of  such  growths. 
With  regard  to  the  cajasule,  I  think  the  fact  that  these  growths  almost 
invariably  recur  sooner  or  later  is  one  of  the  points  which  make  one 
conclude  there  is  uo  real  capsule,  and  the  microscopic  section  shows 
.simply  a  mucous  membrane  covering,  attenuated  in  some  parts,  thickened 
in  otber  parts.  As  to  situation,  my  experience  has  not  been  that  they 
grow  from  the  basi-sphenoid,  but  from  the  latteral  wall,  at  the  junction 
of  the  posterior  and  lateral  walls  of  the  naso-pharynx,  in  the  region  of 
the  Eustachian  tube.  Very  few  of  these  growths  are  pedunculated  ; 
they  have  broad-based  attachments,  so  that  it  is  very  difficult  to  get 
anything  like  a  loop  of  wire  round  them.  Mr.  Guthrie  a  short  time  ago 
jiublished  a  method  of  dealing  with  these  growths  by  removing 
subcutaneously  a  portion  of  the  nasal  process  of  the  superior  maxilla, 
which  gives  a  much  better  view  from  the  front  and  more  room  for 
working.' 

Dr.  DuNDAS  Geant  :  We  are  indebted  to  Dr.  Irwin  Moore  for  having 
shown  us  so  beautifully  that  the  vascularity  is  chiefly  in  the  interior  of 
these  growths  rather  than  at  the  site  of  origin.  I  would  recommend 
very  strongly  the  mode  of  access  to  them  through  the  nose,  jjassing  a 
periosteal  elevator  through  the  nasal  passage.  With  the  finger  of  the 
operator  in  the  pharynx,  one  can  attack  the  base  very  well,  especially  if 
they  are  attached  as  much  to  the  inner  surface  of  the  internal  pterygoid 
plate  as  to  the  basi-sphenoid.  And  we  ought  to  distinguish  these  sessile 
growths  from  those  which  have  their  origin  in  the  antrum  of  Highmore, 
and  which  require  an  adventitious  adhesion  and  do  not  grow  from 
the  naso-pharynx,  though  they  appear  to  do  so.  For  the  latter  cases  a 
different  method  of  treatment  has  to  be  carried  out — namely,  through  the 

'  See  JouBN.  OF  Laryngol.,  Ehinol.,  and  Otol.,  vol.  x.\x,  p.  427. 
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autrum.  They  are  apt  to  be  lumped  together  with  the  others  in  compiling 
statistics,  and  formulating  treatment  too.  It  was  instructive  to  hear 
what  Sir  William  Milligan  had  to  tell  us,  and  it  is,  jierhaps,  because  so 
few  of  us  have  had  any  number  of  such  cases  that  a  similar  accident  has 
not  come  before  us.  One  does  not  know  whether  delayed  chloroform 
poisoning  or  some  similar  coincidental  misfortune  may  have  had  some- 
thing to  do  with  the  death. 

Mr.  W.  Stuart-Low  :  I  have  had  a  number  of  these  cases  which  I 
have  shown  here,  and  they  were  all  successful.  I  lay  great  stress  upon 
getting  the  soft  palate  out  of  the  way  ;  if  this  is  done  it  facilitates  the 
speed  of  the  operation.  This  is  best  carried  out  by  splitting  it  freely, 
and  then  stitching  it  up  after  finishing  the  operation.  The  easiest  and 
most  effective  method  of  controlling  the  haemorrhage  consists  in  pushing 
a  sponge-holder  carrying  a  small  sponge  into  each  nostril.  As  the  growth 
is  displaced  the  assistant  pushes  these  sponges  into  position,  and  so 
arrests  the  bleeding. 

Mr.  Herbert  Tillet  :  I  submit  that  there  is  no  one  method  we  can 
adopt  for  the  operative  treatment  of  these  growths.  1  am  rather  tired  of 
refeiTing  to  the  case  which  I  have  .shown  here  on  more  than  one  occasion, 
in  which,  after  removal  of  a  very  large  growth  from  the  postero-lateral 
portion  of  the  nose,  there  were  three  separate  recurrences.  In  that 
patient  I  split  the  soft  palate  and  removed  j  art  of  the  hard  palate,  so  that 
good  access  to  the  growth  was  obtained.  But  as  it  recurred,  it  was  obvious 
I  was  not  getting  to  the  oi'igin  of  the  growth.  Dr.  Pegler  was  present  at 
the  final  operation,  when  we  opened  the  maxillary  antrum,  having  removed 
the  ascending  process  of  the  maxillary  bone,  and  found  the  growth  very 
firmly  attached  to  the  whole  posterior  wall  of  the  antrum.  It  is  obvious 
you  cannot  remove  a  growth  from  that  position  through  the  mouth :  it 
must  be  approached  through  the  face.  Hence  there  are  contingencies 
which  necessitate  operation  through  the  nose  or  by  a  modified  Eouge's 
operation.  "When  the  growth  springs  from  the  basi-sphenoid,  as  we  used 
to  be  taught,  one  can  operate  through  the  mouth  by  Doyen's  method.  I 
do  not  think  these  growths  spring  from  the  basi-sphenoid  as  often  as 
from  the  spheno-ethmoidal  recess,  so  they  are  not,  strictly  speaking,  naso- 
pharyngeal growths,  but  post-nasal,  and  should  be  classed  with  diseases 
of  the  nose  rather  than  with  those  of  the  naso-pharynx. 

Mr.  Lambert  Lace  ;  There  is  no  one  method  of  dealing  with  all  these 
cases  ;  they  vary  so  much  that  one  must  be  prepared  to  deal  with  them  in 
different  ways.  Some  can  be  removed  successfully  with  a  thick  wire 
snare,  some  require  a  far  more  severe  operation.  In  one  case,  in  which 
I  used  a  snare,  the  patient  remained  free  twelve  years,  but  he  has  now  a 
recurrence.  In  another  case  I  performed  the  Watson-Williams  operation, 
opening  the  nose  from  the  front,  because  the  growth  spread  up  into  the 
nose,  and  I  think  that  was  the  best  method  of  reaching  it.  At  any  rate, 
the  operation  was  done  six  years  ago  and  the  patient  remains  well.  In  a 
number  of  cases  the  growths  spring  from  the  side  of  the  naso-pharyux, 
where  it  is  impossible  to  remove  them  surgically  at  all,  and  in  such  cases 
I  think  we  should  certainly  try  radium  and  X  rays. 

Mr.  E.  D.  D.  Davis  :  I  have  had  four  of  these  cases.  In  two  of  them 
Mr.  Waggett  and  I  split  the  palate,  and  in  two  the  palate  was  retracted. 
The  latter  two  went  very  much  better  than  the  others.  In  a  young 
subject  you  get  a  very  good  view  of  the  growth  by  pulling  the  palate  well 
forward  and  pushing  it  uji,  almost  against  the  roof  of  (he  mouth.  There 
were  prolongations  into  the  nose.     The  cases  did  well,  and  the  sections 
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show  that  they  were  fibromata  attached  to  the  posterior  wall  of  the  naso- 
pharvnx. 

The  Chaieman  (Dr.  Donelan)  :  I  think  Dr.  Irwin  Moore  is  to  be  con- 
gratulated on  his  demonstration  and  the  discussion  which  has  taken  place. 
We  gather  from  that  discussion,  as  Mr.  Tilley  bas  so  well  pointed  out, 
tbat  each  case  requires  its  own  s^jecial  method  of  treatment. 

Dr.  Irwin  Moore  (in  reply)  :  In  answer  to  Sir  William  Milligan,  as 
to  tying  the  external  carotid,  in  looking  up  the  literature  in  reference  to 
these  growths  I  find  a  case  is  reported  by  an  American  surgeon  in  which, 
though  he  tied  the  carotid,  the  hsemorrhage  still  continued.  With  regard 
to  Dr.  Guthrie's  method,  he  uses  a  periosteal  elevator  through  the  nose. 
But  I  think  this  is  beginning  at  the  wrong  end  because,  if,  as  in  my  case, 
there  is  a  prolongation  of  the  growth  along  the  roof  of  the  nose,  this 
interferes  with  one  getting  above  the  base  of  the  main  growth  in  the  post- 
nasal space.  I  did  not  know  there  was  a  prolongation  into  the  nose  in 
my  case  until  I  had  got  under  the  periosteum  and  stripped  the  growth  off 
the  roof  of  the  post-nasal  space,  and  had  grasped  the  growth  with  forceps  ; 
then  I  found  that  it  was  attached  to  the  spheno-ethmoidal  recess,  and  I 
had  to  separate  it  by  using  a  jjeriosteal  elevator,  passed  through  the  front 
of  the  nose.  If  such  jjrolongatinns  cannot  be  easily  torn  away  along  with 
the  main  growth  after  the  latter  has  been  detached,  they  may  be  loosened 
in  the  above  manner.  I  agree  with  Mr.  Tilley  that  there  may  be  no  one 
method  of  removal  for  advanced  cases,  but  in  most  cases,  and  especially 
in  the  earlier  stages,  the  procedure  described  above  is  certainly  the  best. 

Instruments  for  Laryngo-fissure  (Thyrotomyj.— Irwin  Moore. 

— Demonstration  of  some  instruments  specially  designed  and  recom- 
mended by  exhibitor  for  improving  the  technique  of  this  operation  : 
(I)  Thyrotomy  shears  ;  (2)  thyrotomy  saw  ;  (3)  self-retaining  laryngeal 
retractor;  (4)  iuti-a-laryngeal  scissors:  (a)  straight,  {h)  curved  on  the 
flat,  (c)  rectangular.  The  above-named  instruments  which  I  have 
devised  for  tliis  operation  have  been  for  some  years  in  use,  though  they 
have  not  yet  been  formally  introduced  to  the  profession,  since  it  was  my 
desire  that  they  should  first  stand  a  fair  trial.  They  are  now  used  and 
recommended  by  many  of  my  colleagues. 

Thyrotomy  Shears. — Designed  for  splitting  the  thyroid  cartilage  in 
the  middle  line  so  as  to  expose  the  inside  of  the  larynx.  They  are  very 
strongly  made  and  are  used  in  the  same  way  as  scissors.  They  will  divide 
the  cartilage  with  one  clean  cut  without  causing  any  crushing  or  damage, 
thus  avoiding  the  risk  of  perichondritis  and  sepsis.  The  lower  blade  has 
a  very  fine  saw  edge,  and  is  curved  and  pointed  to  facilitate  its  introduc- 
tion through  the  crico-thyroid  membrane  under  the  low^-r  edge  of  the 
larynx,  and  upwards  between  the  vocal  cords.  The  upper  blade  is  pro- 
vided with  a  sharp  spike  at  the  extremity  of  its  cutting  edge  in  order  to 
transfix  the  larynx  and  keep  it  steady  during  the  cutting.  The  position 
of  the  handles  in  relation  to  the  blades  is  such  that  they  are  well  away 
from  the  neck,  so  that  the  tracheotomy  tube  previously  inserted  in  the 
trachea  does  not  get  in  the  way  of  the  operator's  hands. 

Experience  has  proved ,  the  great  advantage  of  these  cutting  shears 
over  any  other  instrument  used  for  this  purpose.  They  may  also  be  used 
in  the  treatment  of  stenosis  of  the  larynx  for  the  operation  of  laryngos- 
tomy — i.  e.,  laying  open  the  larynx  anteriorly  and  keeping  it  open  for  a 
long  period  of  treatment.  In  such  a  case  they  will  divide  the  cartilage 
and  soft  parts,  including  the  skin,  at  one  cut. 

Thyrotomy  San: . — This  is  a  small  fine  saw  which  is  not  so  cumbersome 
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as  those  formerly  in  use.  It  is  iutended  for  partially  sawing  the  larynx 
before  using  the  shears  in  those  cases  in  which  the  u]>per  and  lower 
edges  of  the  thyroid  cartilage  are  ossified — so  frequently  met  with  in 
elderly  people.  The  depth  of  the  saw-blade  is  only  4  mm  ,  so  that  it 
cannot  do  any  damage  to  the  intra-laryngeal  soft  parts.  The  shaft  is 
bent  in  such  a  way  that  when  the  saw  is  used  by  the  operator  standing 
above  the  head  of  the  patient,  the  patient's  chin  does  not  get  in  the  way 
of  the  operator's  hands.  If  it  is  used  from  below,  the  operator's  hands 
are  well  away  fiom  the  neck  and  do  not  come  in  contact  with  the 
tracheotomy  tube. 

Self-retaining  Retractor  for  Larynx. — This  inslriunent  is  made  on  the 
principle  of  a  nasal  retractor.  It  is  useful  for  separating  the  lateral 
halves  of  the  larynx  after  they  have  been  split  open  by  the  shears,  and 
retaining  them  in  any  position.  With  this  retractor  the  larynx  may  be 
opened  and  closed,  gradually  or  quickly,  with  the  greatest  facility  with- 
out overstraining  or  damaging  the  cartilage,  as  may  occur  with  ordinary 
hand  retractors.  The  retracting  liooks  may  be  so  adjusted  on  eitlier  side 
of  the  retractor  that  they  do  not  interfere  with  the  dissection  of  the 
growth  from  the  inner  wall  of  tlie  larynx.  It  does  away  with  the  necessity 
of  an  extra  assistant. 

Intra-Jarymjeal  Scissors. — (a)  Straight.  (6)  Curved  on  the  flat, 
(c)  Curved  at  riglit  angles.  These  have  been  made  with  small  yet  very 
strong  blades  and  long  shafts,  which  are  strengthened  to  prevent  any 
strain  and  consequent  giving  way  in  the  cutting  lilades.  After  the 
perichondrium  and  soft  parts  have  been  raised  from  the  inner  wall  of  the 
larynx  by  the  periosteal  elevator,  these  scissors  are  of  great  service  in 
cutting  away  the  growth  along  with  a  portion  of  the  surrounding  normal 
tissue. 

TJie  straight  scissors,  or  those  curved  on  the  flat  are  used  iu  making  the 
upper  and  lower  incisions — /.  e,  above  and  below  the  growth,  from  before 
backwards. 

The  rectangular  scissors  are  used  to  separate  the  mass  posteriorly  from 
the  arytaenoid  cartilage. 

Paralysis  of  Yocal  Cord  from  a  Bullet- wound. — F.  A.  Rose. — 

A  soldier  wounded  at  Armeutieres  on  October  20.  The  bullet  apparently 
grazed  the  left  thumb,  left  side  of  the  chin,  entered  the  neck  1  iu.  above 
left  margin  of  sternum,  and  came  to  rest  in  the  chest- wall  in  the  neighbour- 
hood of  the  right  third  rib,  as  shown  by  a  skiagram.  Surgical  emphysema 
appeared  iu  the  right  side  of  the  neck  and  lasted  one  week  ;  the  patient 
■  also  S2>at  up  small  quantities  of  blood  for  several  days.  Since  admission 
to  St.  Bartholomew's  Hospital,  under  Captain  Ball,  there  has  been  an 
attack  of  diaphragmatic  pleurisy  on  the  right  side.  The  right  vocal  cord 
presents  the  appearance  of  abductor  paralysis. 

Dr.  Dan  McKenzie  :  Perhaps  I  may  be  allowed  to  mention  the 
sequel  of  a  case  I  showed  at  the  last  meeting,  that  of  a  bullet  wound  of 
the  neck  which  I  thought  had  gone  through  the  vagus  nerve.  The  jjatient 
has  since  been  submitted  to  operation  and  the  vagus  exposed,  and  it  was 
found  that  that  nerve  had  not  been  cut,  but  it  was  tightly  bound  up  by 
adhesions,  from  which  it  was  released.  I  have  not  seen  the  patient 
since  the  operation.  Our  President  expressed  the  opinion  that  the  vagus 
had  not  been  cut,  bis  alternative  suggestion  being  that  it  was  bruised. 

Dr.  D.  E.  Paterson  :  I  had  under  my  care  a  soldier  who  was  injured 
by  the  explosion  of  a  shrapnel  shell  while  he  was  lying  in  his  dug-out. 
He  was  awakened  by  the  explosion,  and  found  that  his  voice  had  gone. 
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A  spicule  of  slirapnel  bad  tia-versed  bis  carotid  sbeatb,  tbe  point  of 
entry  being  almost  opposite  the  tbvroid  cartilage ;  one  could  see  the 
spicule  in  front  of  tbe  vertebra.  Ibere  was  coiiij)lete  paralvsis  of  the 
left  recurrent  nerve.  In  Mr.  Kose's  case  there  appears  to  be  some  slight 
movement.  In  our  case  we  did  not  feel  justified  in  cutting  down  upon 
it.     The  loss  of  voice  followed  immediately  on  the  injury. 

Sir  William  Milligan  :  At  a  previous  meeting  I  showed  a  skiagram 
of  a  bullet  embeddtd  in  the  second  cervical  vertebra.  The  only  lesion 
left  was  recurrent  paralysis.  Tbe  bullet  remains  in  the  vertebra  to  this 
day.  The  man  is  well,  except  for  paralysis  of  his  vocal  cord.  Something 
must  have  happened  to  tbe  vagus  in  his  case. 

Dr.  JoBSON  HoENE :  The  man  has  a  remarkably  good  voice  at 
present.  Not  a  few  such  cases  have  come  under  notice,  and  the  lesson 
of  experience  is  that  so  far  as  surgical  exjiloration  is  concerned  the  less 
that  is  done  the  better. 

Dr.  DuNDAS  Grant:  It  would  be  interesting  to  note  whether,  and 
after  what  interval  of  time,  tbe  right  vocal  cord  passes  from  the  position 
of  abductor  paralysis  into  that  of  complete  paralysis  illustrating  Semon's 
law  :  and  whether  at  that  time  tbe  voice  will  again  become  husky. 

Mr.  Rose  (in  rejily)  :  I  showed  the  case  because,  although  we  have 
seen  a  series  in  which  tbe  left  cord  has  been  paralvsed  bv  a  bullet,  this 
is  the  only  one  in  which  I  have  seen  right-sided  paralysis.  The  p)atient 
has  several  wounds  on  the  left  side  of  the  body,  he  has  none  on  the  right 
side;  therefore  the  bullet  must  have  entered  the  left  side  of  the  body 
and  travelled  acioss  the  middle  line.  It  is  highly  probable  his  trachea 
was  bruised,  if  not  perforated,  because  surgical  emphysema  appeared 
on  tbe  right  side  of  tbe  neck,  and  for  several  days  he  spat  up  blood.  The 
bullet  is  clearly  visible  on  the  right  side,  in  the  chest  wall,  near  the 
third  rib. 

Unilateral  (Left)  Paralysis  of  Soft  Palate  and  Larynx. — Charles 

A.  Parker. — J.  D ,  aged  27,  telegraphist,  eighteen  months  ago  noticed 

bis  voice  was  gradually  getting  weak.  Came  to  Golden  Sc|uare  Throat 
Hospital  in  October,  1914,  when  he  was  found  to  be  suffering  from  left 
unilateral  motor  paralysis  of  tbe  soft  palate  and  complete  paralysis  of 
left  vocal  cord.  There  was  no  history  of  any  preceding  illness.  There 
was  some  subjective  improvement  after  a  course  of  strychnine.  Patient 
came  to  the  hospital  again  a  fortnight  ago  as  his  voice  bad  become  hoarse 
as  well  as  weak.  The  conditions  of  left  half  of  palate  are  just  as  they 
were  a  year  ago,  the  left  cord  remaining  completely  paralysed.  The 
hoarseness  is  accounted  for  by  a  tag- like  thickening  of  posterior  third  of 
the  right  vocal  cord.  Suggestions  as  to  the  nature  and  position  of  the 
nerve  lesion  are  invited. 

Dr.  JoBSON  HoRNE  :  I  consider  that  the  case  calls  for  a  good  deal  of 
clinical  investigation  before  an  opinion  can  be  usefully  expressed.  The 
clinical  conditiuu  of  the  soft  palate  and  laruyx  reminds  me  of  a  case  of 
svringomyeha  I  brought  before  the  Larvngological  Society  of  London  in 
1897. 

Dr.  DuNDAs  Grant  :  There  may  be  an  isolated  spot  of  sclerosis  at 
the  root  of  the  vagus  nerve. 

Mr.  Herbert  Tilley  :  Those  who  are  interested  in  this  class  of  case 
will  find  in  the  Larvngological  Society's  Proceedings  the  reports  of  two 
similar  cases  shown  by  me  many  _\ears  ago.  One  was  that  of  a  man  whom 
we  thought  had  pachymeningitis  at  the  base  of  skull.  He  had  the  left 
vocal  cord,  left  side  of  palate,  the  upper  part  of  the  left  trapezius  and  the 


148  The  Journal  of  Laryngology,  [April,  i9i6. 

left  sternomastoid  paralysed.  It  is  a  class  of  case  of  which  examples  were 
shown  by  Sir  Morell  Mackenzie  aud  Sir  George  Johnson,  and  quoted  b_y 
Sir  Felix  Semon  in  one  of  his  monographs  on  the  subject. 

Dr.  Banks  Davis  :  I  showed  a  case  very  similar,'  in  which  there  was 
paralysis  of  the  left  side  of  the  tongue  and  palate  and  of  the  left  recurrent 
laryngeal,  and  it  was  regarded  as  a  specific  jjachyuieniiigitis.  As  he  had 
difficulty  in  swallowing,  we  took  him  into  the  hospital.  At  the  jwsN 
mortem  examination  we  found  he  had  a  large  cancer  at  the  base  of  the 
tongue  which  he  had  not  complained  of  during  life. 

Malignant  Disease  (?)  of  the  Left  Arytseno-epiglottidean  Fold 
and  Ventricular  Region  of  the  Larynx.— Irwin  Moore. — Female, 
aged  thirty-eight.  Came  to  hospital  on  November  15,  complaining  of 
difficulty  and  pain  in  swallowing,  together  with  hoarseness  of  the  voice 
for  two  months,  and  feeling  as  if  there  were  a  lump  in  her  throat.  For 
six  weeks  there  has  l)een  vomiting  immediately  after  food,  and  patient 
has  been  losing  weight.  Palpation  of  larynx  causes  considerable  pain  on 
left  side,  suggesting  perichondritis.  No  glands  in  the  neck  can  be  felt. 
No  history  of  syphilis.  There  is  marked  oedematous  infiltration  of  the 
left  arytseno-epiglottic  fold  and  ventricular  band,  together  with  paresis  of 
the  left  vocal  cord. 

Mr.  Herbert  Tillet  :  I  think  that  the  condition  is  inflammatory, 
and  not  a  new  growth. 

Dr.  JoBsoN  Horne  :  The  clinical  appearances  do  not  suggest  to  me 
malignant  disease  of  tiie  larynx.  Tuberculosis  should  be  completely 
excluded  from  the  diagnosis  in  the  first  place. 

Halfpenny  impacted  for  Five  Days  in  the  (Esophagus  of  a 
Child,  aged  four. — Irwin  Moore. — This  case  occurred  at  a  general 
hospital  in  the  subui-bs,  and  illustrates  the  great  advantage  of  the  more 
modern  method  of  endoscopy  over  the  old  coin-catcher.  Though  the 
position  of  the  coin  was  well  shown  by  X  rays  at  the  level  of  the  seventh 
cervical  vertebra,  all  attempts  to  seize  it  with  the  coin-catcher  failed, 
owing  to  the  coin  lying  against  the  posterior  wall  of  the  cesophagus,  and 
so  the  instrument  missed  it  by  passing  up  and  down  in  front  of  it. 
Five  days  later  the  coin  was  removed  without  any  difficulty  through  the 
cesophagoscope.  (Esophageal  wall  undamaged.  Patient  left  hospital 
next  day. 

Dr.  Pateeson  :  I  had  a  case  in  which  a  halfpenny  had  been  in  the 
cesoi^hagus  eighteen  mouths,  and  it  looked  as  if  it  had  been  dug  out  of 
some  Eoman  ruin.  As  in  Dr.  Moore's  case,  the  child  had  gone  to  a 
general  hospital,  where  it  had  been  submitted  to  a  coin-catcher,  and  as  it 
failed  to  bring  anything  away  the  child  was  sent  home.  After  eighteen 
months  there  were  some  tracheal  symptoms,  aud  at  hospital  the  coin  was 
discovered.  These  cases  are  common  now,  and  I  think  it  is  time  the 
authorities  at  general  hospitals  recognised  that  the  direct  method  is 
the  proper  one,  and  tbat  such  cases  should  not  be  submitted  to  a  coin- 
catcher. 

Sir  William  Milligan  :  I  want  simply  to  remark  that  I  think  it 
is  on  the  posterior  wall  that  these  coins  always  lie.  It  is  right  to  recog- 
nise this,  because  even  with  the  cesophagus  tube  it  is  possible  to  pass  over 
a  halfpenny  without  knowing  it.  I  associate  myself  with  Dr.  Paterson's 
remark  ;  1  think  hospitals  should  give  definite  instructions  to   house- 

'  See  JouRN.  OF  Labtngol.,  Ehinol.,  and  Otol.,  vol.  xxix,  p.  32. 
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surgeons  not  to  use  tlie  coin-catcher.  It  is  lamentable  the  state  the 
oesophagus  is  brought  into  sometimes  by  the  inexperienced  trials  at 
removal  of  foreign  bodies.  If  these  cases  were  at  once  sent  to  the  right 
department,  the  right  method  would  be  used.  I  have  several  times  seen 
fatal  cases  as  the  result  of  the  wall  of  the  oesophagus  being  torn  by 
means  of  coin-catchers.  I  would  suggest  that  this  Section  frame^  a 
resolution  and  forward  it  to  the  various  teaching  hospitals  in  the 
country. 

Mr.  HowARTH  :  I  should  like  to  relate  a  case  illustrating  Sir  William 
Milligan's  remarks.  At  a  hospital  with  which  I  am  connected  an  attempt 
was  made  to  extract  a  halfjienny  from  a  child's  oesophagus  by  means  of 
a  coin-catcher.  The  child  bit  the  coin-catcher,  broke  off  the  end,  and 
this  was  swallowed.  It  became  impacted  in  the  pylorus  and  had  to  be 
removed  by  laparotomy,  and  the  coin,  which  remained  impacted  in  the 
cesopbagus,  was  removed  by  the  direct  method.  Since  this  occurrence 
the  coin  catcher  has  been  banished  from  the  casualty  department  at  that 
hospital. 

Dr.  F.  DE  Haviland  Hall  :  I  certainly  think  some  I'epresentation 
on  this  subject  is  desirable,  but  not  to  a  lay  committee.  I  think  that  if 
the  Section  were  to  draw  up  a  communication  and  send  it  to  the  members 
of  general  hospital  staffs  it  would  be  very  desirable  indeed.  The  time 
has  come  for  pronouncing  that  the  direct  method  should  be  employed  in 
these  cases,  instead  of  using  the  coin-catcher. 

Tin  Disc,  1|  in.  in  Diameter,  removed  from  the  Gullet  by  the 
Direct  Method. — D.  R.  Paterson. — A  lance-corporal,  serving  in  the 
trenches,  found  after  swallowing  a  piece  of  bully  beef  that  the  disc 
usually  placed  inside  the  tin  had  been  attached  to  it  and  got  stuck  in  his 
throat.  On  being  admitted  to  the  Third  Western  General  Hospital 
under  exhibitor's  care  six  days  later,  a  skiagram  showed  the  disc  opposite 
the  sternal  notch.  On  examining  through  the  oesophagoscope  it  was 
noted  that  the  gullet,  distended  laterally,  was  sloughing  whei-e  the  edge 
of  the  disc  impinged  on  it,  and  there  was  a  foetid  odour.  After  making 
out  its  bearings,  a  large-sized  tube  (20  mm.)  was  passed,  and  the  disc 
being  well  exposed  was  loosened  by  careful  manipulation  and  drawn  up 
along  with  the  tube.  The  disc  is  rather  larger  than  half-a-crown,  with 
its  edge  turned  up  at  three  points. 

Large  Irregular  Piece  of  Bone,  impacted  in  the  (Eosphagus, 
removed  by  Direct  Method ;  Death  from  Sepsis  Six  Days  later. 
— D.  R.  Paterson. — The  patient,  a  short,  thick-necked  man,  aged  thirty- 
five,  swallowed  a  piece  of  bone  in  some  soup,  and  was  seen  some  hours 
later  by  a  doctor,  who  tried  without  success  to  pass  a  bougie.  When 
seen  next  day  by  the  exhibitor,  inability  to  swallow  was  absolute. 
Direct  examination  showed  the  mass  opposite  the  level  of  the  sternal 
notch  with  some  oedema  of  the  gullet  mucosa  above  it.  By  passing  a 
20-mm.  tube  a  good  view  was  obtained  of  its  upper  aspect,  from  which  a 
sharp  process  impinged  into  the  left  side  of  the  gullet.  The  mass  was 
firmly  impacted,  and  owing  to  its  size  and  shape  ordinary  forceps  failed 
to  grasp  it  properly  or  move  it.  On  the  following  olay,  with  Irwin 
Moore's  forceps,  a  good  hold  and  better  control  was  obtaineol.  Careful 
attention  being  paid  to  piroteeting  the  mucosa  from  the  sharp  projection 
on  the  left,  steady  traction  with  some  lateral  movement  was  made,  and 
the  mass  was  removed  without  much  difficulty.  Examination  of  the 
parts   immediately  after  showed   slight  bleeding  from  the  oedematous 
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mucosa  on  the  riglit,  which  had  apparently  been  scored  by  a  ragged  edge 
of  the  bone.  The  patient  did  well  until  the  fourth  day,  when  the 
temperature  went  up  ;  there  were  pain  and  tenderness  on  the  right  side 
of  the  neck,  and  he  died  two  days  later,  apparently  from  septic  absorption. 
No  autopsy  was  obtained. 

The  foreign  body — part  of  a  vertebra — has  one  end  smooth  and 
conical,  which  facilitated  entrance  into  the  oesophagus ;  the  other — the 
upper  surface  as  it  lay  in  situ — being  oblique  with  a  fractured  surface, 
measures  1  in.  (23  mm.)  transversely,  and  f  in.  (17  mm.)  antero- 
posteriorly.  The  prominent  sharp  process  on  the  left  side  was  protected 
during  extraction,  and  it  was  evidently  the  sharp  right  edge,  which  lay 
deeper  and  could  not  be  so  well  examined,  that  caused  the  lesion. 
Befoi'e  extraction,  the  question  of  cesophagotomy  was  considered,  and  it 
was  thought  the  site  of  impaction  and  the  short  thick  neck  of  the  patient 
precluded  it. 

Sir  StClaie  Thomson  :  I  would  like  to  draw  attention  to  the  great 
danger  connected  with  such  septic  bodies  as  pieces  of  bone  in  the 
oesophagus  ;  they  are  much  more  dangerous  than  such  articles  as  tin  discs 
or  halfpennies.  I  have  removed  from  a  gullet  a  denture  which  had 
been  there  two  and  a  half  years,  and  had  not  led  to  any  septic  trouble, 
and  not  long  ago  I  removed  a  piece  of  hare-bone  (f lom  hare  soup,  a 
highly  septic  concoction)  which  had  been  in  a  man's  bronchus  six  to  eight 
months.  Bat  when  septic  bodies  are  in  the  oesophagus,  and  even  when 
removed  with  all  the  ai-t  of  which  we  know  Dr.  Paterson  is  capable,  still 
extraction  is  a  very  dangerous  proceeding,  and  we  should  be  careful  about 
our  prognosis. 

Dr.  Dan  McKenzie  :  I  think  that  the  matter  of  sepsis  in  Dr. 
Paterson's  case  raises  a  very  important  question  indeed,  and  that  is 
whether  it  is  possible  to  know  when  it  is  better  to  perform  an  external 
operation  on  those  cases  rather  than  attempt  removal  by  internal 
manipulations,  even  through  the  endoscope ;  because  in  a  case  of  this 
description  only  exterual  operation  would  give  the  patient  a  chance. 
Having  seen  the  foreign  bodv,  I  consider  it  is  remarkable  that  Dr. 
Paterson  should  have  succeeded  it  getting  it  out  at  all.  It  is  wedge- 
shaped,  angular,  and  the  cedematous  mucous  membrane  had  lapped  over 
the  sharp  edges  of  the  base  of  the  wedge  as  it  lay  point  downwards  in 
the  oesophagus.  Here  an  external  operation  might  have  given  the  man 
more  chance.  Of  course,  it  would  often  bo  impossible  to  determine 
when  external  operation  should  be  preferred. 

Dr.  Hill  :  It  may  perhaps  be  suspected  that  the  employment  of  an 
endoscope  of  so  large  a  diameter  as  20  mm.  has  something  to  do  with 
the  fatal  result  in  one  of  Dr.  Paterson's  cases.  I  do  not  think  that  is  so, 
however,  as  I  have  for  many  years  consistently  employed  oesophagoscopes 
of  18  mm.  and  20  mm.  diameter  without  any  evidence  of  harm  resulting. 
I  was  led  to  adopt  tubes  of  large  calibre  after  Dr.  Paterson  had  reported 
a  case  of  a  large  bone  in  the  gullet,  which  he  only  succeeded  in  removing 
after  improvising  an  endoscope  out  of  a  bicycle  frame  tube  20  mm.  in 
diameter.  Chevalier  Jackson's  largest  oesophagoscopic  tube  is  10  mm.,  and 
KiUian's  tubes  and  also  v.  Briining's  outside  tubes  do  not  exceed  13  mm. 
in  diameter.  In  my  experience,  however,  the  use  of  the  large-calibre 
tubes  introduced  by  Dr.  Paterson  greatly  facilitates  endoscopic  procedures 
for  diagnosis — and,  of  course,  more  especially  in  treatment — and  mark 
a  great  advance  in  technique. 

Major  Kent  Hughes  :  I  had  a  case  in  which  a  halfpenny  was  swallowed 
by  a  child  five  mouths  before,  and  the  patient  was  brought  to  a  children's 
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hospital  ou  aecouut  of  bronuclio-pueumonia.  There  was  a  history  that 
something  had  been  swallowed,  and  the  X  rays  showed  a  halfpenny  in 
the  posterior  mediastinum,  and  it  had  ulcerated  through  the  right 
posterior  wall  of  tlie  oesophagus.  We  managed  to  remove  it  by  cutting 
away  a  part  of  the  clavicle  and  two  ribs.  The  child  died  of  Ijroncho- 
pneumonia.  With  regard  to  external  operation  for  removal  of  a  foreign 
body  iu  the  oesophagus,  1  have  done  cesophagotomy  for  such  a  case  once, 
and  I  do  not  want  to  do  it  again.  It  was  the  case  of  a  man  who  swallowed 
an  upper  metallic  denture.  It  lodged  2  in.  below  the  sternal  notch,  and 
notbiug  I  did  made  any  impression  up  or  down.  I  did  not  like  to  do 
much  to  it,  as  it  was  so  tightly  impacted.  I  did  a  low  oesoj^hagotomy 
and  with  great  difficulty  removed  the  denture  with  a  strong  pair  of 
Spencer- Wells  forceps.  If  anyone  does  this  operation,  I  advise  him  at 
the  same  time  to  remove  the  jugular  vein.  This  man  went  on  well  for 
two  days,  and  then  ate  quickly  an  unripe  pear  which  the  occupant  of 
another  bed  had  given  him  while  the  nurse's  back  was  turned.  His 
cesopliageal  wound  was  split,  and  I  liad  to  cut  through  the  lower  end  of 
the  steruomastoid  muscle  so  as  to  get  better  drainage.  The  jugular  vein 
ulcerated,  and  whilst  the  house-surgeon  was  dressing  him  there  was 
violent  haemorrhage,  which  was  controlled  by  a  double  ligature  round 
both  vessels.  In  view  of  the  fact  that  one  so  often  gets  sepsis  follow- 
ing cesophagotomy,  I  should  now  remove  the  internal  jugular  vein  at 
the  outset. 

Mr.  Lambert  Lack  :  I  do  not  know  whether  members  will  approve 
of  a  procedure  I  once  adopted.  To  avoid  cesophagotomy,  I  pushed  the 
foreign  body — a  large  tooth-plate — into  the  stomach,  and  left  the  surgeon 
to  deal  with  it  by  that  route,  a  much  simpler  and  safer  procedure  than 
cesophagotomy.  Some  foreign  bodies  which  will  not  come  up  can  be 
pushed  down  easily. 

Dr.  Irwin  Moore  :  I  should  like  to  congratulate  Dr.  Paterson  on  so 
successfully  removing  the  tin  disc  by  means  of  an  cesophagoscopic  tube. 
At  our  meeting  on  February  5,  1915,  Mr.  Whale  reported  a  similar  case 
— a  piece  of  tin  with  the  same  measurements,  i.  e.  If  in.  diameter — which 
he  was  obliged  to  remove  by  cesophagotomy.  I  think  the  question  of 
using  bigger  tubes  is  a  very  important  one,  for  it  would  appear  that  the 
lumen  of  the  oesophagus  is  much  larger  and  more  distensible  than  we  are 
accustomed  to  think  it  is,  and  it  is  evident  that  we  can  safely  use  much 
larger  tubes  for  the  removal  of  foreign  bodies. 

Mr.  E.  D.  D.  Davis  :  I  had,  last  week,  a  case  in  which  a  hare-bone 
was  impacted.  When  I  removed  it  by  the  cesophagoscope  it  was  sur- 
rounded by  an  abscess.  The  patient,  a  lady,  aged  forty-eight,  died 
suddenly  forty-eight  hours  later  of  mediastinitis  and  a  double  pleural 
effusion  ;  the  pus  had  tracked  downwards  between  the  anterior  wall  of 
the  oesophagus  and  the  trachea,  and  led  to  the  fatal  result. 

Dr.  Paterson  (iu  reply)  :  I  Ijrought  this  case  forward  to  call  atten- 
tion to  the  great  advantage  of  these  very  large  tubes.  As  Dr.  Hill  has 
said,  I  have  used  them  for  many  years,  and  I  have  not  noticed  any 
difficulty  or  after-trouble.  I  do  not  think  the  large  tube  was  resjjonsible 
for  the  fatal  result.  I  think  it  was  due  to  some  tearing  of  the  oesophagus 
during  the  extraction  of  the  bone.  Those  who  have  seen  the  foreign 
body  will  realize  the  difficulties  which  were  met  with.  The  question 
of  an  external  operation  is  very  important,  and  was  carefully  considered 
at  the  time.  The  man  had  a  very  short,  thick  neck,  and  the  foreign  body 
being  down  at  the  sternal  notch,  it  meant  our  going  into  tlie  mediastinum, 
and  the  chance  of  successful  cesophagotomy  was  very  small.     The  direct 
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method  was  preferred.  The  difficulty  of  extraction  was  not  very  great, 
aud  such  a  result  was  very  disappoiutiug,  because  he  went  on  very  com- 
fortably for  four  days,  and  then  suddenly  the  septic  condition  occurred. 
If  there  had  been  any  warning  of  this  onset  naturally  one  would  have 
opened  the  part.     I  particularly  recommend  the  large  tube. 

Laryngeal  Case  for  Diagnosis. — Irwin  Moore. — Male,  aged  fifty- 
three,  compLiiuiug  of  hoarseness  for  one  month,  gradually  getting  worse. 
History  of  syphilis  twenty-seven  years  ago.  The  right  vocal  cord  is 
thickened,  oedematous,  and  restricted  in  its  movements.  There  is  also 
some  infiltration  on  the  inner  surface  of  the  right  arytijeuoid. 

Dr.  JoBsoN  HoRNE:  I  assume  that  the  all-imjiortant  point  to  be 
eliminated  in  this  case  is  the  presence  of  malignant  disease  of  the  larynx. 
Personally  I  can  see  no  evidence  of  malignant  disease. 

Case  for  Diagnosis.      ?  Chancre  of  Lip.— Irwin  IWoore.— Male, 

aged  twenty-seven,  complains  that  he  has  suffered  from  swollen  glands, 
both  sides  of  neck,  for  one  month.  He  has  been  unable  to  swallow  solid 
food  for  three  days,  aud  can  only  take  liquid  food  with  considerable 
pain. 

Major  Kent  Hughes  :  I  think  that  the  lesion  on  the  inside  of  the 
lower  lip  is  undoubtedly  a  primary  chancre.  There  is,  in  addition,  a 
faint  rash  on  the  skin,  and  the  very  large  glands  are  almost  diagnostic  of 
of  a  primary  syphilitic  infection  in  the  neighbourhood. 

Dr.  JoBSON  Hokne  :  I  agree  with  the  diagnosis  ;  so  far  as  one  can 
judge  in  the  artificial  light,  tliere  appears  to  be  a  secondary  eruption  on 
the  face.  On  palpation  neither  the  sore  on  the  lip  nor  the  corresjjonding 
gland  at  the  angle  of  the  jaw  yields  the  same  induration  as  in  similar 
cases  I  have  examined.  The  glandular  condition  is  dominated  in  this 
case  by  the  extensive  tonsillar  involvement. 

Dr.  Banks  Davis  :  I  have  seen  a  good  number  of  cases  of  the  kind, 
and  I  think  that  if  the  chancre  is  at  the  junction  of  mucous  membrane 
and  external  skin  of  the  lip  there  will  be  an  enormous  collar  of  glands, 
so  that  the  case  may  be  mistaken  for  mumps.  If  it  is  on  the  inner  side 
— i.e.,  mucous  membrane — there  will  not  be  the  same  glandular  involve- 
ment, and  the  glands  will  be  soft. 

Chronic  Dacryocystitis  cured  by  West's  Intra-nasal  Operation 
after    Failure    by    External    Operation. — Herbert    Tilley.— Mrs. 

E was  operated   on    by   the   external   method   by   an   ophthalmic 

surgeon  three  and  a  half  years  ago  for  chronic  suppuration  in  the  right 
lacrymal  sac.  A  suppurating  external  fistula  remained.  On  July  27, 
1915,  I  performed  West's  operation,  and  last  week  received  a  letter  from 
the  patient  saying  "  I  am  better  than  I  have  been  for  six  years." 

(By  West's  operation  is  understood  the  exposure  of  the  lacrymal 
sac  in  the  nose,  and  the  removal  of  the  greater  jiortion  of  its  inner  wall ; 
in  the  large  majority  of  eases  the  sti-icture  is  at  the  junction  of  the  sac 
with  the  lacrymal  canal,  and  hence  the  operation  provides  permanent 
drainage  into  the  nasal  cavity  above  the  stricture.) 

Dr.  DuNDAS  Grant  :  It  is  an  admirable  result,  and  I  should  like  to 
ask  whether  Mr.  Tilley  has  any  information  as  to  what  the  external 
operation  was,  whether  it  was  complete  excision  of  the  sac  or  jjossibly  an 
imperfect  one. 

Mr.  HowARTH  :  I  have  operated  upon  about  a  dozen  such  cases,  and 
the  result  is  extremely  satisfactory.    Ophthalmic  surgeons  say  that  some- 
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times  after  these  operations  you  still  get  a  mucocele  and  some  dis- 
charge through  the  canaliculus,  owing  to  the  lower  part  of  the  sac  being 
left  and  bulging  down.  This  can  be  overcome  by  taking  away  the  upper 
pai't  of  the  duct  as  well  as  the  sac,  and  I  do  that  in  my  eases  now.  I 
have  had  no  untoward  results,  and  certainly  the  cases  have  done  well. 

Dr.  Paterson  :  In  two  cases  I  have  had  there  has  been  some  closure 
of  the  opening  after  the  operation.  Both  of  them  were  cases  of  syphilis, 
and  I  think  it.  well  definitely  to  ascertain  whether  syphilis  is  present  in 
such  cases,  and,  if  so.  to  make  a  large  opening.  In  both  my  syphilitic 
cases,  wliich  closed  afterwards,  I  made  a  much  larger  opening.  I  used 
the  small  punch-forceps  which  Dr.  Watson-Williams  employs  for  enlarging 
the  entrance  to  the  fronto-uasal  duct.  Another  difficulty  I  have  met  with 
occurred  also  in  a  syphilitic  case,  in  which  considerable  retraction  and 
bony  change  had  taken  place.  The  position  of  the  sac  is  sometimes 
determined,  and  one  can  combine  it  with  Toti's  operation  ;  I  have  done 
it  in  two  cases,  with  verv  satisfactory  results.  Another  instance  where 
I  had  the  same  difficidty  occurred  in  a  man  who  had  a  very  severe  injury, 
his  face  being  driven  in,  and  so  the  position  of  the  sac  was  very  difficult 
to  determine.  We  started  inside,  and  found  tiie  bone  was  so  thick,  and 
it  was  so  indefinite,  that  we  did  an  external  operation  at  the  same  time, 
and  by  combining  them  we  secured  a  very  good  result. 

Dr.  JoBsoN  HoRNE  :  It  is  interesting  to  note  how  long  it  takes  for  a 
scientific  suggestion  to  become  generally  known  and  adopted.  Speaking 
from  memory,  I  think  I  am  right  in  stating  that  as  far  back  as  the 
eighteenth  century  an  English  surgeon  pointed  out  that  dacryocystitis 
could  be  successfully  treated  by  an  operation  performed  through  the 
nose. 

Major  Kent  Hughes  :  In  former  years  I  did  a  good  deal  of  eye 
work,  because  in  Melbourne  specialities  are  not  so  sharply  divided  as 
here.  Some  of  the  failures  of  West's  operation  may  be  due  to  the  fact 
that  ophthalmic  surgeons  make  false  passages  in  these  cases  more  often 
than  they  know.  I  say  this  advisedly,  because  for  several  years  I  have 
tried  to  cure  this  condition  by  making  a  new  mucus-lined  tube  for  the 
lacrymal  duct,  dissecting  the  whole  sac  and  duet  out.  I  placed  a  hollow 
tube  surrounded  with  mucous  membrane  in  the  lacrymal  groove.  It 
answers  very  well  at  the  time,  but  it  is  difficult  to  get  enough  tissue 
there  to  prevent  subsequent  contraction.  I  suggest  that  when  the  rhino- 
logist  fails  in  curing  the  lacrymation  it  may  be  due  to  the  fact  that 
there  are  two  or  three  false  passages  in  the  upper  part  of  the  tract. 

Mr.  TiLLEY  (in  reply)  :  I  was  asked,  in  the  other  room,  "  How  do 
you  know  exactly  where  the  sac  is  when  you  look  up  the  nose  ?  "  There 
is  an  easy  way  of  finding  it,  namely,  to  take  a  pair  of  forceps  with  biting 
edges,  such  as  we  use  in  detaching  the  tissues  covering  the  capsule  of  the 
tonsil.  Pass  one  arm  of  the  forceps  outside  the  nose  till  the  end  rests 
on  the  lacrymal  sac ;  the  other  arm  is  passed  up  within  the  nose  and, 
by  pressing  it  towards  the  outer  arm,  a  small  blood  spot  can  be  made 
which  will  reveal  the  situation  of  the  sac  inside  the  nasal  cavity. 

Microscopic  Specimen  of  Recurrent  Epithelioma  remoYed  from 
the  remains  of  the  Right  Ventricular  Band  of  a  Patient  who  had 
been  Operated  upon  for  Epithelioma  of  the  Right  Yocal  Cord  Nine 
Years  ago.— Herbert  Tilley. — A  male,  aged  seventy-one,  underwent 
thyro-choudrotomy  in  May,  190(3,  and  until  the  last  four  months  he  had 
no  laryngeal  symptoms.  He  then  noticed  an  alteration  in  his  voice,  it 
became  more  grutf  and  his  thi-oat  ached  after  much  talking.     Having 
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seen  him  every  six  months  since  the  operation,  I  was  surprised  in  October 
to  notice  a  localised  swelling  in  the  anterior  half  of  the  laryngeal  mucous 
membrane  corresponding  t(.)  the  situation  of  the  right  ventricular  band 
(removed  at  original  operation).  This  increased  in  the  course  of  three 
weeks,  and  when  examined  on  November  7  the  appearance  was  that  of  a 
greyish-pink,  localised,  slightly  nodulated  swelling  about  the  size  of  a 
l^ea.  I  opened  the  larynx  again  on  November  18,  and  found  the  nodule 
suspicious  in  its  appearance,  but  soft  to  the  feel.  Fearing  it  was  a 
recurrence  of  the  old  trouble,  I  removed  all  the  soft  tissues  which  covered 
the  internal  aspect  of  the  right  thyroid  cartilage.  The  patient  made  a 
rapid  recovery,  his  temperature  not  having  risen  above  normal  when  he 
left  the  home  ten  days  after  ojieration. 

The  case  is  recorded  because  of  the  anxiety  c.uised  to  both  the  ]>atiput 
and  myself  by  the  rapid  development  of  symptoms  and  pathological 
appearances  in  the  situation  of  a  former  operation  for  squamous  epithe- 
lioma. 

Dr.  Teale  cut  sections  of  the  nodule  and  reported  that  it  was  definitely 
epithelioma.  So  it  is  a  recurrence  nine  years  after  the  primary  operation. 
It  is  somewhat  remarkable  that  amongst  my  operations  for  malignant 
disease  of  the  vocal  cord  by  thyro-fissure,  I  am  able  to  I'ecord  recurrences 
five,  six,  seven,  nine,  thirteen,  and  fifteen  years  after  the  primary  opera- 
tion. 

Carcinoma  of  the  Superior  Maxilla  with  Secondary  Glands  in 
the  Neck;  Operation;  no  Recurrence  after  Two  Years. — W.  M. 
Mollison. — Female,  aged  forty-five,  was  shown  at  a  meeting  of  the 
Section  in  May,  1914,  after  operation  for  carcinoma  of  the  left 
maxillary  antrum  and  removal  of  malignant  glands  in  the  neck  in 
January,  1914.  Now,  nearly  two  years  after  operation,  she  remains  free 
from  recurrence. 

Sarcoma   of   the    Ethmoid  ;  Operation.— W.   M.    Mollison. — 

N.  E ,  female,  aged  twenty,  was  seen  at  Guy's  Hospital  in  February, 

1915,  on  account  of  pain  about  the  right  eye  and  swelling  in  the  region  of 
the  nasal  process  of  the  right  maxilla.  She  had  some  right-sided  nasal 
obstruction.  Examination  of  a  piece  of  tissue  from  the  ethmoidal  region 
showed  the  case  to  be  one  of  sarcoma.  Operation  was  performed  through 
Moure's  incision,  and  the  nasal  process  of  the  maxilla  removed  and  the 
ethmoidal  cells  opened  ;  these  were  found  to  be  filled  with  soft  growth, 
and  finger-like  processes  projected  downwards  and  hung  into  the  antrum  ; 
the  origin  of  the  growtli  appeared  to  be  from  the  lining  of  ethmoidal 
cells.  The  whole  growth  came  away  easily  and  seemed  almost  to  be 
encapsulated.  There  is  as  yet  no  sign  of  recurrence,  and  the  patient 
feels  perfectly  well. 

Mr.  HowAKTH  :  Sarcomata  of  the  ethmoid  are  often  very  amenable 
to  surgical  treatment,  as  they  appear  to  be  of  only  a  low  degree  of 
malignancy,  and  that  delays  any  recurrence.  Moure's  operation  is  in 
most  cases  an  excellent  procedure;  it  gives  admirable  access  to  these 
tumours  of  the  ethmoid,  and  one  can  often  remove  the  whole  growth  and 
much  of  the  surrounding  tissue  in  a  case  that  does  not  look  by  any  means 
hopeful. 

Dr.  Dan  McKenzib  :  If  these  cases  are  watched  afterwards,  some- 
times one  can  see  the  first  sign  of  recurrence,  and  if  the  cautery  is  then 
applied  it  will  stop  the  progress  of  the  disease. 
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Sarcoma  of  the  Tonsil  (?) ;  Mass  of  Glands  in  Neck  ;  Removal 
of  Tonsil. — W.  M.  MoUison. — Male,  aged  thirtj-seveu,  complained  of 
enlargement  of  the  glands  in  the  right  side  of  the  neck,  extending  as 
high  as  the  parotid  region,  also  an  enlarged  tonsil.  On  examination,  the 
right  tonsil  was  seen  to  be  much  enlarged,  but  normal  in  shape  and 
consistency.  The  glands  in  the  neck  appeared  to  be  discrete  and  fairly 
soft ;  glands  were  also  felt  in  both  epitrochlear  regions,  in  the  axillae,  and 
in  the  inguinal  regions.  A  blood-count  kindly  carried  out  by  Dr.  P.  P. 
Laidlaw  showed  the  following  :  Eed  cells,  5,700,000  per  cubic  millimetre  ; 
hseiiioglobin,  100  per  cent. ;  white  cells,  8400  per  cubic  millimetre  ;  poly- 
morphonuclears, 63  6  per  cent. ;  eosinophiles.  73  per  cent. ;  lymphocytes, 
19  percent.;  large  hyaline,  10  per  cent.  No  abucirmalities  among  the 
red  cells.  This  result  did  not  suggest  a  general  blood  disease.  The  right 
tonsil  was  therefore  enucleated,  under  intratracheal  insufflation  of  ether, 
and  an  epitrochlear  gland  removal. 

The  tonsil  is  shown,  also  microscopical  sections  of  the  tonsil  and  of 
the  gland,  and  these  show  chronic  inflammatory  changes  only. 

Mr.  MoLLisoN  (in  reply  to  a  remark  by  a  Member)  :  I  would  like  to 
mention  the  enormous  help  one  gets  iu  these  cases  from  intratracheal 
insufflation  of  ether.  There  is  no  comparison  between  that  and  the 
ordinary  chloroft)rm  inhalation  method.  Microscopical  section  of  the 
trochlear  gland  and  tonsil  shows  neither  sarcoma  nor  Hodgkin's  disease, 
as  suggested,  but  an  inflammatory  condition.  The  question  came  up  in 
this  case  whether  his  occupation  as  a  munition  worker  was  in  any  way 
the  cause  of  his  condition.     I  do  not  think  so. 

Exostosis  from  the  Frontal  Sinuses  and  Ethmoidal  Cells. — 
H.  Lambert  Lack.  —  (i)  This  large  exostosis  occupied  the  whole  of  the 
inner  end  of  the  left  frontal  sinus  and  extended  backwards  almost 
horizontally  through  the  ethmoidal  region  towards  the  sphenoidal  sinus. 
It  was  discovered  on  operation.  The  patient  had  a  small  sinus  over  the 
centre  of  the  upper  eyelid  which  led  directly  to  bare  bone.  I  regarded 
this  as  a  suppurating  frontal  sinus  which  had  opened  itself,  although  the 
nose  appeared  normal  and  there  was  no  histoi-y  of  nasal  trouble.  The 
frontal  sinus  was  exposed  through  the  usual  incision  and  an  attempt 
made  to  open  it  over  its  inner  end.  In  this  region  nothing  but  den.se 
bone  was  encountered,  and  it  looked  as  though  no  frontal  sinus  was 
present.  By  chiselling  over  the  outer  half  of  the  orbit,  however,  a  fair- 
sized  cavity  was  opened,  which  seemed  to  be  a  displaced  frontal  sinus. 
It  contained  pus  and  the  mucous  membrane  was  thickened.  The  walls 
of  the  cavity  were  entirely  removed,  and  the  operation  completed  by 
removing  the  whole  of  the  lining  membrane  and  enlarging  the  infundi- 
bulum.  The  bony  mass  of  the  inner  half  of  the  sinus  was  now  examined 
thoroughly,  and  seemed  to  be  growing  from  the  posterior  wall  of  the 
sinus.  It  filled  the  sinus  so  tightly  that  not  even  the  finest  probe  could 
anywhere  be  inserted  between  the  growth  and  the  anterior  or  posterior 
walls  of  the  sinus.  The  nasal  bones  were  cut  away  until  the  growth 
was  exposed,  and  it  was  then  found  to  be  loose  and  easily  extracted, 
leaving  a  huge  cavity.  When  this  had  been  done  and  the  cavity  freely 
opened  into  the  nose  it  was  found  that  the  sinus  septum  was  perforated 
and  the  opposite  frontal  sinus  was  full  of  pus.  This  sinus  was  also  dealt 
with  by  obliteration  iu  the  usual  way.  The  patient  made  an  uninterrupted 
recovery. 

(iij  This  exostosis  was  removed  some  years  ago.  Half  the  growth 
projected  into  the  orbit  and  two  or  three  attempts  had  been  made  to 
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remove  it.  On  exposing  the  growth  thoroughly  by  a  curved  incision 
round  the  inner  angle  of  the  orbit  the  growth  was  seen  to  pass  through 
the  inner  wall  of  the  orbit  into  the  ethmoidal  region.  The  inner  wall 
of  the  orbit  was  accordingly  chiselled  away  until  the  growth  became 
loose,  when  it  was  easily  extracted,  leaving  a  large  perforation  into  the 
nose.     This  patient  also  made  a  rapid  recovery. 

Tracheitis  Sicca  in  a  Boy.— H.  Lambert  Lack. — This  patient,  a 
Hebrew  boy,  aged  seven,  was  sent  to  me  two  months  ago  with  marked 
stridor  and  considerable  dyspncea  of  five  weeks'  duration,  for  which  no 
cause  could  be  found.  On  examination  I  found  the  trachea  obstructed 
by  a  mass  of  large  black  crusts  which  seemed  almost  to  fill  the  lumen. 
The  boy  was  treated  with  steam  inhalations  and  a  "  bronchitis  kettle  " 
with  no  effect.  Many  days  he  was  kept  in  bed,  and  some  days  he  had 
marked  dyspncea  and,  according  to  the  parents'  account,  became  cyanosed. 
I  then  put  him  in  a  nursing  home,  had  his  nose  syringed  twice  daily,  the 
throat  sprayed  three  times  a  day  with  a  Seigle's  steam  spray,  and  gave 
him  small  doses  of  potassium  iodide.  Under  this  treatment  he  has 
greatly  improved.  There  is  no  stridor  nor  dyspncea,  but  there  are  still 
crusts' to  be  seen  in  the  trachea.  At  no  time  has  the  larynx  been  aft'ected, 
the  voice  has  always  beeu  good,  there  are  no  crusts  in  the  pharynx.  The 
nose  is  rather  wide,  wilh  a  tendency  to  drynes-. 

Dr.  F.  DE  Havilland  Hai.l  ;  I  would  point  out  the  difficulty  which 
sometimes  arises  in  the  diagnosis  of  these  cases.  Some  years  ago  I  was 
called  in  to  see  a  patient  iu  consultation,  a  man,  aged  about  thirty-five, 
who  was  suffering  from  urgent  dyspncea  and  was  very  restless.  There 
was  very  little  air  entry,  and  he  had  marked  tracheal  stridor.  On 
examining  his  larynx  as  well  as  his  restlessness  would  allow,  I  found  the 
vocal  cords  were  much  congested,  but  moving  freely.  I  could  not  get  a 
view  of  the  interior  of  the  trachea.  The  voice  was  fairly  clear.  The 
uro-ent  symptoms  were  dyspncea  and  some  cyanosis.  I  am  bound  to  say 
that  for  some  minutes  I  was  staggered  for  a  diagnosis ;  he  had 
been  like  that  for  three  days,  and  I  could  not  find  a  cause  of  direct 
pressure  ou  the  trachea.  It  was  only  afterwards  I  thought  he  had  some 
rhinitis  sicca,  which  led  me  to  expect  the  possibility  of  extension  to  the 
trachea.  He  was  taken  into  hospital,  and  there  under  warm  alkaline 
sprays  and  iodide  of  potassium  and  chloride  of  ammonium  internally,  he 
brought  up  in  two  or  three  days  an  enormous  mass  of  thick  inspissated 
secretion  from  the  trachea.  When  I  saw  him  he  seemed  to  be  in 
imminent  peril  of  death.  Cases  of  this  kind  should  be  reported,  because 
there  is  sometimes  so  little  to  be  seen. 

Dr.  H.  J.  Banks  Davis  :  I  suggest  the  application  of  paroleine  and 
menthol  with  a  laryngeal  syringe. 

Mr.  Lambert  Lack  (in  reply)  :  I  brought  the  case  forward  to  ask 
about  treatment.  The  treatment  which  Dr.  Hall  has  mentioned  has 
been  carried  out  with  the  exception  of  giving  ammonium  chloride,  but 
it  has  not  cured  him ;  he  still  has  crusts,  but  has  lost  his  dyspnoea.  I 
have  had  one  case  which  died  in  almost  exactly  the  same  circumstances 
as  Dr.  Hall  has  described.  I  have  seen  others,  but  not  another  fatal 
case.  The  cause  of  this  affection  is  doubtful ;  in  most  cases  there  has 
been  very  Uttle  wrong  with  the  nose.  In  some  cases  alcoholism  seemed 
probable. 

Papilloma  of  Larynx  in  a  Child  treated  under  Suspension 
Laryngoscopy. — Dan  McKenzie. — The  patient,  a  boy,  aged  seven,  had 
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papillomata  removed  on  several  occasions  in  the  usual  manner,  but  always 
with  recurrence,  so  Albrecht's  plan'  of  suspension  and  curetting  was  tried. 
The  individual  papillomata  having  been  removed ,  their  bases  were  curetted. 
The  operation  took  place  a  year  ago,  and  there  had  been  no  further  recur- 
rence so  far. 

Mr.  E.  D.  D.  Davis  :  I  have  done  four  of  these  cases  recently,  and  I 
used  a  very  fine  cautery  after  removing  the  papillomata  with  Paterson's 
forceps,  with  good  results  in  children.  This  has  been  done  two  or  three 
times,  and  I  have  had  neither  trouble  nor  recurrence.  It  has  been  care- 
fully done  under  direct  vision,  and  there  has  been  no  scarring. 

Dr.  Dan  McKenzie  :  I  should  be  extremely  cautious  in  applying  the 
cautery  to  the  larynx  of  a  child ;  first,  because  of  the  reaction,  and 
secondly,  because  of  the  risk  of  adhesions  and  contraction.  If  a  simpler 
method,  such  as  curretting,  is  used,  the  result  is  as  good  and  it  is  freer 
from  risk ;  this  method  has  been  carried  out  in  many  cases  with 
success. 

Dr.  JoBSON  HoRNE  :  I  have  used  the  galvano-cautery  in  the  treat- 
ment of  papillomata  of  the  larynx  in  a  child,  aged  twelve  months,  and 
with  satisfactory  results. 

Long-continued  Spasm  of  the  (Esophagus. — Dan  McKenzie. — 

The  patient,  a  man,  aged  twenty-seven,  came  to  hospital  about  a  year 
ago  complaining  of  obstruction  in  the  gullet  of  fifteen  years'  duration. 
According  to  the  patient's  story  the  swallowing  both  of  liquids  and  of 
solids  (or  semi-solids)  had  long  i)een  a  matter  of  great  difficulty  with  him. 
Whatever  he  took  seemed  to  lodge  in  his  chest,  and  on  most  occasions 
was  regurgitated  into  the  mouth  and  swallowed  again.  The  manoeuvres 
necessary  to  circumvent  the  obstacle  occupied  so  much  time  that  it  was 
by  no  means  unusual  for  him  to  give  up  a  meal  in  despair.  Indeed,  when 
he  was  first  brought  to  us  by  Dr.  T.  B.  Jobson,  one  of  our  registrars,  he 
was  living  entirely  upon  liquids. 

The  X-ray  picture  shows  general  dilatation  of  the  oesophagus  above 
the  cardia,  but  the  screen  showed  two  points  at  which  the  bismuth  meal 
was  arrested. 

By  endoscopic  examination,  the  only  obstruction  found  was  at,  or 
about,  the  cardia,  where  the  lumen  of  the  gullet  seemed  to  be  sharply 
crescentic,  with  the  convexity  forward.  A  solid  bougie  was  easily  passed 
under  inspection  ;  and,  beginning  with  a  medium  size,  we  have  gradually 
worked  up  to  the  full  size,  which,  once  inserted,  is  allowed  to  remain  in 
situ  for  periods  of  an  hour  at  a  time. 

The  result  of  the  treatment  has  been  encouraging.  The  patient  is 
able  to  eat,  if  not  a  quick  lunch,  at  all  events  with  some  hope  of  filling 
his  stomach,  and  his  weight  has  increased  by  I  st.  in  the  last  two  or  three 
months.  He  is  not  quite  well  yet,  but  we  are  hoping  eventually  to  obtain 
a  permanent  success. 

I  could  see  no  sign  of  any  ulceration  or  other  disease  of  the  mucous 
lining,  consequently  it  may  be  tentatively  regarded  as  a  case  of  spas- 
modic sti-icture— what  Dr.  Hertz  has  called  "  achalasia  of  the  cardia." 
One  can  now  insert  the  oesophagoscope  through  the  cardiac  orifice  into 
the  stomach. 

Dr.  F.  DB  Havilland  Hall  :  I  have  had  two  cases  of  long-continued 
spasm  of  the  oesophagus,  both  of  them  in  medical  men,  aged  forty-three 
and  thirty-five  respectively,  and  both  addicted  to  morphia.     In  one,  the 

'  See  JouRN.  OF  Lartngol.,  Rhinol.,  and  Otol.,  vol.  xxix,  p.  71. 
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spasm  lasted  eighteen  months  ;  it  came  on  soon  after  he  discontinued  the 
morphia ;  but,  persevering,  he  recovered  fair  swallowing  power.  He 
again  took  to  morphia,  and  on  discontinuing  it  he  had  a  recurrence  of 
the  spasm.  When  I  saw  him  he  was  very  much  emaciated,  and  could 
swallow  nothing  but  milk,  and  had  some  difficulty  in  taking  even  that. 
Yet  a  large-sized  bougie  passed  easily  into  his  stomach.  By  persevering 
and  keeping  him  off  morphia,  he  made  a  good  recovery.  That  was  twenty 
years  ago,  and  when  I  saw  him  two  or  three  years  ago  he  was  in  very 
fair  condition.  The  other  patient,  aged  thirty-five,  also  easily  allowed 
the  passage  of  a  bougie,  yet  next  day  the  difficulty  in  swallowing  was  as 
pronounced  as  ever.  This  lasted  two  or  three  years  to  my  knowledge, 
and  then  I  lost  sight  of  him.  I  have  wondered  whether  there  are  other 
similar  instances  on  record.  The  morphia  was  not  taken  for  the  spasm. 
One  of  the  patients  had  been  my  clinical  clerk  at  a  hospital,  and  when  I 
called  in  to  see  him  he  was  suffering  from  acute  tonsillitis,  and  was  in 
great  agony.  I  injected  morphia,  and  he  attributed  his  habit  to  the 
delightful  sensation  so  caused. 

Mr.  MoLLisoN :  I  have  recently  seen  a  curious  ease  somewhat  similar 
to  this,  in  a  man  aged  about  thirty-eight.  He  was  admitted  to  hospital 
because  of  his  total  inability  to  swallow.  We  examined  him  by  the 
direct  method,  but  found  no  ulceration  or  obstruction.  Next  day  he 
swallowed  well,  and  could  swallow  full  diet.  But  he  came  up  again  in 
five  weeks'  time,  the  doctor  saying  he  was  excessively  ill ;  he  had  become 
thin  and  wasted,  so  that  he  could  scarcely  walk  into  the  ward.  Again 
we  passed  a  tube,  but  found  nothing  wrong,  and  this  time  I  left  a 
gastric  tube  in  place  for  forty -eight  hours,  and  he  was  fed  through  it. 
At  the  end  of  that  time  he  swallowed  a  full  meal  again,  and  went  out 
well.  Thinking  he  might  be  a  case  of  achalasia,  I  tried  passing  a 
mercury-filled  rubber  tube,  but  it  would  not  go  through  the  cardia.  He 
may  yet  develop  signs  of  malignant  growth. 

Mr.  E.  D.  D.  Davis:  I  have  seen  a  2"J^t-moi-tem  of  an  apparently 
similar  case,  in  which  gastro-enterostomy  had  been  done  for  persistent 
vomiting.  A  dilated  cesophagus  was  found  and  one  could  get  the  thumb 
through  the  cardiac  end.  There  was  no  stricture,  no  mediastinitis,  and 
no  oesophageal  obstruction. 

Major  Kent  Hughes  :  A  near  relative  of  mine  suffered  from  this 
condition  for  many  years,  but  is  practically  well  now.  Still,  whenever 
she  does  too  much,  or  is  very  tired,  the  condition  recurs.  Probably  it 
has  to  do  with  exhaustion  of  the  longitudinal  fibres,  as  Dr.  Hertz  has 
pointed  out.  Was  there,  in  this  case,  a  difference  between  the  abihty  to 
swallow  hot  liquids  and  cold  liquids  ?  In  the  case  I  speak  of,  the  patient 
could  take  warm  liquids,  but  not  cold  ones. 

Dr.  Dan  McKenzie  (in  reply) :  The  points  about  morphia  and 
tiredness  are  exceedingly  interesting  from  a  physiological  point  of  view. 
When  the  vagi  are  simulated  the  oesophagus  contracts  and  the  cardia  opens ; 
and  when  the  vagi  are  paralysed  the  cesophagus  dilates  and  the  cardia 
closes.  That  would  explain  cases  which  were  worse  during  tiredness,  and 
might  explain  the  cases  in  which  morphia-taking  seemed  to  be  the  cause. 
My  patient  has  had  obstruction  since  the  age  of  twelve.  Several  months 
ago  Mr.  Hope  showed  a  case  in  which  a  similar  spasmodic  contraction  of 
the  oesophagus  was  found  in  a  child,  and  it  was  eui-ed  by  the  passage  of 
bougies. 

Child  with  Enlargement  of  External  Nose.— William  Hill.— 

Girl  aged  eight,  whose  nose  has  been  getting  verv  large  for  nine  months, 
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with  rapid  iuci'ease  durint;  the  last  three  months.  The  bones,  as  well  as 
the  soft  parts,  are  involved  in  the  uniforoi  enlargement,  which  now 
amounts  to  a  deformity.  No  suggestion  of  an  angeiomatous,  lipomatous, 
or  otber  obvious  lesion.     History  of  maggots  in  nose  one  year  ago. 

Mr.  Whale  :  I  saw  the  case  a  year  or  more  ago,  when  the  mother 
said  maggots  were  coming  out  of  the  nose.  I  gave  an  anaesthetic, 
expecting  to  find  a  bead  or  insect  there,  but  found  nothing  amiss.  I  am 
sure  that  at  that  time  there  was  no  enlargement  of  the  nose ;  this  must 
have  occurred  since. 

Pharyngo-laryngeal  Carcinoma. — William  Hill. — Male,  aged 
forty-nine,  with  epithelioma  of  the  pharyngo-laryngeal  party  wall,  full- 
ness of  the  right  pyrifossa,  and  a  secondary  mass  in  the  right  side  of  the 
neck.  Shown  to  elicit  ojjiuions  as  to  whether  the  condition  is  within  the 
limits  of  radical  operative  removal. 

[iMembers  were  agreed  that  the  disease  was  too  advanced  for  any  but 
palliative  measures — e.  (/.,  radium  or  diathermy.] 

Epithelioma    of    Epiglottis. — William    Hill.  —  Tliis    man    was 

exhibited  at  the  Section  in  March,  lit  14.  The  epiglottis  was  subsequently 
removed  through  a  large  endoscope  as  thoroughly  as  possible.  The  case 
is  now  shown  to  demonstrate  the  excellent  palliative  result  obtained, 
although  there  are  now  signs  of  recrudescence  of  the  growth,  which  had 
been  microscopically  proved  to  be  an  eiiithelioma. 

Ulceration  of  Pharynx. — George  W.   Badgerow. — Mrs.  O , 

sent  to  me  at  the  Throat  Hospital,  Golden  Square,  in  June,  1915.  She 
complained  of  pain  on  swallowing.  On  examination,  a  white  membrane 
was  noticed  on  the  pharyngeal  wall  and  epiglottis ;  on  removal  of  the 
membrane  the  surface  was  very  red  and  bleeding.  On  the  epiglottis 
ulceration  was  noticed  in  places.  The  condition  remains  the  same;  it 
does  not  seem  to  get  worse  or  better. 

Mr.  TiLLEY  :  I  should  not  be  surprised  if  the  appearances  were  found 
to  be  of  factitious  origin. 

Dr.  JoBSON  HoRNE  :  If  the  condition  in  the  pharynx  and  right  ary- 
epiglottic  fold  be  due  to  disease,  then,  in  my  opinion,  the  disease  is 
tuberculosis.  I  have  not,  however,  met  with  a  case  of  tuberculous 
ulceration  of  the  pharynx  in  which  tuberculosis  of  the  lungs  has  not  been 
definitely  established. 

Dr.  H.  J.  Banks  Davis  :  It  looks  as  if  the  patient  had  drunk  cor- 
rosive fluid  or  boiling  water.  I  remember  a  nurse  in  a  hospital  who  was 
supposed  to  have  periodical  attacks  of  diphtheria  ;  and  whenever  she 
wanted  to  get  away  she  touched  her  tonsils  with  caustic,  which  produced 
a  diphtheritic  appearance. 


Slbstrart.^. 


PHARYNX. 

Schoolman,  N.  —  The   Bipolar   Origin   of   the   Faucial  Tonsil.      "The 

Laryngoscope,"  191-3,  p.  338. 

Male,  thirty-six  years,  had   diphtheria  and  scarlatina  in  childhood. 

On  the  right  side  the  tonsil  fossa  is  occupied  by  two  tonsillar  masses 

which  are  completely  separated  by  a  deep,  transverse  recess.     A  large 
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l_ymphoid  mass  is  situated  at  the  pliaryngeal  aspect  of  tlie  posterior  pillar> 
and  is  apparently  a  coutiuuatiou  of  the  upper  tonsiL  On  the  left  side  the 
conditions  are  similar. 

Schoolman  admits  that  his  patient  had  a  severe  throat  infection  in 
childhood,  and  that  the  peculiar  appearance  mav  be  the  result  of  an 
extensive  necrosis.  On  the  other  hand,  it  is  difficult  to  believe  that 
ulceration  could  have  split  both  tonsils  in  half.  Further,  the  space  is 
free  from  cicatricial  tissue  or  adhesions.  For  these  reasons  the  'writer 
holds  that  the  conditions  are  due  to  congenital  anomaly. 

Gruenwald  found  that  in  the  third  month  of  fcetal  life  folds  appear  in 
the  second  branchial  arch,  which  gradually  enclose  a  part  of  the  second 
branchial  cleft,  which  soon  becomes  the  seat  of  tonsillar  formations.  The 
enclosed  area  is  marked  off  by  a  transverse  septum  into  an  upper  portion 
(fossa  tonsillaris)  and  a  lower  portion  (sinus  tonsillaris).  In  these  two 
art  as  tonsillar  growths  appear.  About  the  sixth  month  the  two  tonsillar 
masses  approach  each  other.  The  space  between  the  u])per  tonsil  and 
the  palatal  arch  is  the  recessus  palatinus,  and  the  one  between  the  upper 
and  lower  tonsil  masses  is  the  recessus  iutertonsillaris.  Histologically 
the  lower  tonsil  resembles  the  thymus  gland.  This  foetal  condition  is 
sometimes  met  with  in  early  childhood,  but  later  is  obscured,  because 
(1)  the  upper  and  lower  tonsil  masses  merge  into  each  other,  (2)  the 
transverse  septum  is  obliterated,  and  (3)  the  lower  tonsil  tends  to  in- 
volute. One  often  finds,  however,  in  submerged  tonsils  a  transverse  band 
of  mucous  membrane  (plica  transversa)  marking  the  place  of  the  original 
dividing  line.  Viewed  in  this  light,  the  present  case  may  be  considered 
as  an  instance  of  persistence  of  embrvological  formations. 

J.  S.  Fraser. 

Hudson-Makuen,  G.— The   Relation   of   the   Lymphoid   Tissue   in  the 

Upper   Respiratory  Tract  to  the  Voice.     ••  The  Laryngoscope," 

1915,  p.  4G. 

This   short   article   is    a    plea   for   conservatism   in  tonsillar  surgery 

especially  in    singers.     The    author    holds    that    every  child    should    be 

regarded  as  a  possible  singer.     He  admits,  however,  that  degenerated 

tonsils  are  injurious  to  the  voice  because   they  cause   congestion,  and, 

further,  that  abnormalities  which  are  deleterious  to  a  patient's  general 

health,  are  also  deleterious  to  the  voice.     Extra-eapsular  tonsillectomy 

should  only  be  performed  "  when  the  damage  to  the  pharynx  and  the 

individual  threatens  to  become  greater  by  leaving  it  undone." 

J.  S.  Fraser. 


NOSE. 

Goodale,  J.  L. — Pollen  Therapy  in  Hay  Fever.     "Auuals  of  Otology." 
xxiv,  p.  269  ;   and  Hays,  H.-  Experiments  with  Autoserum  in 
the  Treatment   of   Hay  Fever.     The  Relation  of  Anaphylaxis 
and  Eosinophilia  to   Hay  Fever.     A  General  Survey   of  New 
Methods  of  Treatment.     Ibid.,  p.  287. 
It  is  advisable  to  consider  these  two  papers  together.     Goodale's  con- 
clusions are  that  serobiologic  methods  have  shown  phylogenetic  relation- 
ship of  the  different  plant  orders  and  families.     The  application  of  these 
discoveries  to  the  treatment  of  hay  fever  by  injection  of  plaut  proteids 
promises  to  assist  in  the  selection  of  the  specific  material  required  for  a 
given  case. 
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Definite  reactions  are  elicited  in  hay  fever  by  tlie  pollen  of  the 
exciting  plants  when  broiit;:ht  into  contact  with  an  abrasion  of  the  skin. 
The  intensity  of  these  skin  manifotations  may  be  sensibly  diminished 
by  the  repeated  parenteral  administration  of  the  proteids  in  question. 
Coincident  with  diminution  in  the  skin  reactions  seems  to  occur  an 
increased  tolerance  of  the  exposed  mucous  membranes  to  the  pollens  of 
the  plants  employed.  Pollen  therapy  in  hay  fever  may  be  regarded  at  the 
present  time  as  a  promising  method  of  treatment,  but  its  value  and  the 
permanence  of  its  results  remain  still  to  be  definitely  established. 

Hays,  as  a  result  of  the  encouraging  reports  in  the  treatment  of 
various  persistent  and  chronic  dermatoses  by  autoserum,  which  led 
Gottheil  to  think  it  worth  while  applying  similar  treatment  in  hay 
fever,  began  a  series  of  experiments  upon  similar  lines.  His  methods 
and  results  are  recorded  in  the  second  paper,  in  which  he  gives  details  of 
seven  cases,  mentioning  five  others.  Each  was  given  two  or  more 
injections  of  from  5  to  15  c.cm.  of  serum.  In  every  instance  the 
treatment  was  a  failure.  Macleod  Yearsley. 


CESOPHAGUS. 

Chamberlin,  W.  B. — Removal  of  an  Open  Safety-pin  from  the  (Eso- 
phagus under  Suspension.  "  The  Laryngoscope,"  1915,  p.  18. 
The  writer  claims,  after  a  careful  review  of  the  literature,  that  this  is 
the  first  case  in  which  an  open  safety-pin  has  been  removed  from  the 
oesophagus  {sic)  by  the  suspension  method.  Child,  aged  eleven  months, 
had  swallowed  the  pin  an  hour  before.  A  radiogram  showed  the  pin  at  the 
upper  end  of  the  oesophagus  [in  the  hy popharyux  (Abstractor)  ] .  The  catch 
of  the  pin  lay  to  the  child's  right,  while  the  point  was  directed  to  the  left. 
The  catch  was  grasped  with  forceps  and  pushed  to  the  left,  thus  rotating 
the  pin.  The  shaft  of  the  pin  was  now  grasped  with  a  second  pair  of 
forceps,  and  complete  rotation  accomplished.  The  pin  was  then  grasped 
by  the  eye  and  removed.  The  case  illustrates  the  advantage  of  having 
both  hands  free  to  operate,  as  in  the  suspension  method. 

J.  S.  Fraser. 


EAR. 

Scruton,  Wm.  A. — Accidental  Injuries  of  the  Sigmoid  Sinus  inflicted  in 
Simple  Mastoidectomy.  "  Auuals  of  Otology."  xxiv,  p.  31ti. 
Four  cases  are  reported,  three  of  which  developed  septic  thrombosis, 
two  of  which  ended  fatally.  The  author  concludes  that  accidental  injury 
of  the  wall  of  the  sigmoid  sinus  primarily  would  appear  to  be  of  no  great 
consequence  unless  infection  gains  entrance  to  the  protective  clot. 
Therefore,  more  than  usual  antiseptic  treatment  of  the  mastoid  cavity  in 
such  cases  is  imperative.  Macleod   YearsJey. 

Smith,  MacCuen. — The  End  Results  of  the  Radical  Mastoid  Operation. 

"  The  Laryngoscope,"  1915,  p.  332. 
The  first  boni'!  fide  mastoid  operation  was  performed  in  1858,  and 
reported  by  von  TriJlsch  in  1861.  Schwartze,  in  1885,  advised  opening 
the  mastoid  for  the  cure  of  chronic  suppuration.  In  1889  Kiister 
proposed  chiselling  away  the  back  wall  of  the  meatus,  converting  the 
external  auditory  canal,  mastoid  antrum  and  cells  and  tympanum  into 
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one  cavitv.     In  1891   Stacke    published   his   uew   tiiethod   for   opening 
the  mastoid  for  the  relief  of  chronic  suppuration. 

MacCuen  Smith  has  only  operated  on  cases  that  have  utterl}'  failed  to 
respond  to  persistent  non-operative  ti-eatment  and  in  urgent  cases.  In  a 
large  percentage  of  these  chronic  cases  the  middle  fossa  is  found  to 
be  unusually  low,  the  sinus  in  some  instances  being  so  far  forward 
as  to  occupy  {sic^  the  greater  part  of  the  antrum  ;  hence  the  advantage 
of  a  radiogram.  The  writer  has  sent  letters  to  334  patients,  of  whom 
about  two-thirds  responded.  Some  of  the  patients  had  not  been  treated 
since  thev  ceased  their  hospital  visits.  Smith  thinks  that  about  fliree 
months  would  seem  to  be  a  fair  average  for  after-treatineut  in  hospital 
cases.  Unfortunately  he  does  not  give  detailed  figures  of  his  results  ;  he 
savs  that  complete  cessation  of  all  discharge  is  obtained  in  about  80  per 
cent,  of  cases  treated  as  hospital  out-patients,  while  in  private  work  the 
percentage  is  ninety,  or  better.  The  time  of  repair  is  lessened  materially 
by  the  use  of  skin-grafting.  He  has  never  seen  an  iutra-cranial  complica- 
tion develop  after  a  radical  oj^eratiou  has  been  performed.  The  largest 
percentage  of  the  cases  by  far  were  between  the  ages  of  twenty  and  thirty. 
The  degree  of  hearing  depends  on  the  condition  of  the  tympanic  wall, 
moi'e  particularly  on  whether  the  rovnd  or  oval  u-iiulows  have  been 
disturbed  during  the  operation.  [Italics  abstractor.]  The  hearing  of  the 
average  case  should  be  as  good  after  as  before  operation.  In  30  per 
cent,  of  cases  the  hearing  was  better  after  operation,  in  60  per  cent,  it 
was  the  same,  and  in  20  per  cent,  it  was  worse.  In  the  334  cases  there 
were  8  of  post-operative  facial  paralysis.  [The  writer  does  not  say  at 
what  period  after  operation  the  paralysis  appeared. — Abstractor.] .  Of  the 
eight  cases  four  recovered,  two  almost  recovered,  and  two  improved  only 
slightly. 

Smith  does  not  recall  a  single  death  occurring  in  his  own  practice 
which  could  not  be  attributed  to  an  intra-cranial  complication  already 
present  before  opeiution.  He  holds  that  ossiculectomy  and  the  various 
methods  of  treating  or  closing  the  Eustachian  tube  will,  at  times,  bring 
about  a  cessation  of  discharge,  but  this  can  only  be  anticipated  when  the 
tympanic  cavity  or  the  tube  is  the  site  of  the  disease,  and  not  the  mastoid 
process.  /.  S.  Fraser. 


MISCELLANEOUS. 


Carmody,  T.  E. — Oral  Tuberculosis.  "  Annals  of  Otology,"  xxiv, 
p.  193. 
Reports  17  cases  in  full,  and  abstracts  in  tabular  form  534  ciises, 
with  661  lesions,  distributed  as  follows  :  Tonsil,  48  ;  pharynx,  51  ; 
palate,  97  ;  upper  jaw,  48  ;  lower  jaw,  36  ;  cheeks,  16  ;  tongue,  277  ; 
lips,  48  ;  location  not  sjiecified,  40.  The  paper,  which  is  profusely 
illustrated  with  colour  and  other  plates,  forms  a  useful  risunu'  of  its 
subject,  and  requires  to  be  read  in  its  entirety.  Macleod  Yearsley. 

Russell,  L.  Cecil  (New  York  City). — Streptococcus  viridans  in  its  rela- 
tion to  Infections  of  the  Upper  Respiratory  Tract.     "Laryngo- 
scope," 1915,  p.  97. 
Cecil   adopts    Schottmiiller's  classification  of   the  streptococci :    (1) 
Streptococcus    ha'nwlyticns  ;     (2)    Streptococcus    viridans    {mitior)  ;     (3) 
Streptococcus    mucosus.      The    S.   hH-niolyticiis    is    associated    with    sup- 
purative or  phlegmonous  inflammations,  while  the  (S'.  viridans  causes  the 
milder   catarrhal   processes.      The   S.    viridans  is  a  very   small  gram- 
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positive  diplococcus  which  grows  iu  pairs  or  short  chains.  On  glucose 
blood-agar  surface  colonies  sliow  as  minute  rounded  grey  dots  with  a 
narrow  halo  of  green.  S.  viridans  is  associated  almost  exclusively  with 
chronic  infective  endocarditis,  but  Ceiil  maintains  that  it  should  be 
thought  of  as  an  inhabitant  of  the  mouth  and  respiratory  tract,  as  it  can 
be  isolated  from  ]iractieally  every  normal  mouth  and  throat  and  is  more 
abundant  than  the  S.  hii'inohjticiis,  the  S.  miicosii.s,  or  the  strepto-pneumo- 
coccus.  Of  the  eighty-nine  cases  observed  by  Cecil,  fifty  showed  a  pre- 
dominance of  S.  viridans,  while  next  to  this  cime  the  closely  related 
pneumococcus,  which,  including  the  8.  mucosus,  was  predominant  iu 
•20  per  cent.  The  S.  JiR'wnlyficus  came  third,  6  per  cent.  The  remaining 
17  per  cent,  was  divided  between  B.  influenzie,  M.  catarrhalis,  B.  Fried- 
lander,  stajihylococei,  etc.  According  to  Cecil,  staphylococci  play  a  very 
insignificant  role  iu  infections  of  the  upper  respiratory  tract. 

Cultures  were  obtained  as  follows  from  the  tonsil :  A  sterile  platinum 
wire  was  inserted  as  deep  as  possible  into  one  of  the  crypts,  and  the 
material  removed  was  spread  over  the  surface  of  blood  agar  plates  with 
a  sterile  glass  rod.  Out  of  hrenfy-one  cases  of  tonsillitis  the  S.  viridans 
was  present  in  sixteen,  sometimes  in  pure  culture.  Cases  of  acute  tonsil- 
litis, in  which  the  S.  viridans  was  predominant,  were  usually  mild, 
whereas  in  cases  of  scarlet  fever  or  quinzy  the  )S'.  Jnemolyticns  was  usually 
present.  In  acute  tonsillitis  associated  with  rlieumatic  fever  (five  cases) 
the  S.  viridans  was  a  predominant  organism,  and  in  one  case  was  present 
in  pure  culture.  Rosenow  has  recently  cultivated  from  the  jomts  in 
rheumatic  fever  streptococci  resembling  the  S.  viridans:  this  organism  is 
probably  identical  with  Poynton  and  Pane's  Streptococcus  rheumaticus. 
In  one  case  of  clironic  tonsillitis  and  arthritis,  in  which  the  8.  viridans  was 
Ijredominant,  the  tonsils  were  removed  and  the  joints  immediately  began 
to  improve.  In  some  instances  Cecil  observed  a  combination  of  pyorrhoea 
and  tonsillitis  with  arthritis. 

Goadby  has  examined  ninety-three  cases  of  jiyorrhcea  and  found  a 
streptococcus  in  fifty-five  and  a  staphylococcus  in  sixty-three.  Cecil  has 
examined  twelve  cases  of  pyorrhoea  aud  obtained  an  abundant  growth  of 
<S'.  viridans  in  every  case.  Several  of  the  cases  showe'I  arthritis,  nephritis, 
and  one  endocarditis.  Nasal  Cavities  :  Cultures  from  the  nose  in  the  acute 
stage  of  coryza  are  often  sterile,  but  later  on  various  organisms  are  present. 
In  1894  Cautley  described  the  B.  septus,  and  his  observations  were  con- 
firmed by  White  and  Walter.  Allan  holds  that  the  complaint  is  due  to 
a  streptococcus,  while  Tunnicliffe  has  described  a  small  spirochaete  both 
in  acute  and  chronic  coryza.  Schottmiiller  frequently  found  the  8. 
viridans  in  pure  culture  in  acute  and  chronic  rhinitis.  Cecil  has  examined 
fourteen  cases  and  found  the  8.  viridans  in  five.  He  holds  that  coryza 
due  to  the  8.  viridans  nearly  always  starts  in  the  throat  and  extends 
upwards  or  downwards,  or  both.  A  vaccine  of  the  organism  was  very 
effective  in  one  case.  Nasal  Accessory  8in.uses :  Cecil  reports  on  nine 
cases  of  sinusitis,  and  in  three  he  found  the  8.  viridans  predominant. 
Middle-ear  Affections  are  rarely  due  to  the  8.  viridans  ;  only  one  out  of 
thirteen  cases  studied  by  Cecil.  Bronchitis :  Fourteen  cases  studied,  in 
eight  of  which  the  8.  viridans  was  predominant  or  present  in  pure 
culture.     Vaccines  of  the  organism  were  successful.  J.  8.  Fraser. 
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REVIEW. 


Chevalier  Jackson  on  Per-oral  Endoscopy  and  Laryngeal  Surgery. 

Per-oral  Endoscopy  and  Laryngeal  Sunfery.  By  Chevalier  Jackson, 
M.D.,  Prof,  of  Larvno-ologv,  University  of  Pittsburg,  etc.  With 
6  coloured  plates  and  490  other  illustrations.  The  Larvngoscope 
Co.,  St.  Louis,  U.S.A.,  1915. 

(^Continued  from  p.  119.) 

Deep  Pharyngoscopy. 

We  have  alread}'  alluded  to  Jackson's  preference  for  endoscopes  of 
small  calibre  necessitated  by  his  detached  attitude  on  the  employment  of 
anaesthetics.  We  have  also  ackuovs-ledged  the  conspicuous  share  he  has 
taken  in  the  education  of  endoscopists  as  to  the  correct  position  of  the 
patient's  head  in  the  dorsal  decubitus,  and  to  his  advocacy  of  the  dorsal 
table  position  as  the  position  of  choice  for  ordinary  routine  work  in  the 
guUet. 

In  his  eai'ly  work  Jackson  displayed  very  hazy  notions  concerning  the 
lower  pharynx,  more  especially  as  to  where  it  ended  and  the  oesophagus 
began.  These  notions  are  now  stated  more  definitely,  but  they  are  still 
wrong.  The  moutli  of  the  oesophagus,  or  as  he  formerly  called  it  the 
"introitus  esophagi,"  continues  to  be  confused  with  the  lower  sphinteric 
orifice  of  the  pharynx,  lying  immediately  above  tlie  level  of  the  lower 
border  of  the  cricoid  cartilage  and  surrounded  by  the  lower  horizontal  or 
sphiucteric  bundle  of  fibres  of  the  inferior  constrictor  muscle  (crico- 
pharyngeus).  He  writes  of  the  "  crieo-pharyugeal  constriction  of  tlie 
cesophaijus  " — a  contradiction  in  terms  ;  and  what  is  still  worse,  the  same 
terminology  is  applied  to  two  different  constrictions.  In  the  last  para- 
graph on  p.  179  it  is  applied  to  the  "  crescentic  crevice  visible  by  direct 
laryngoscopy  back  of  tlie  arytenoid  eminence  and  ary-ei>iglottic  folds 
where  these  meet  the  postero-lateral  pharyngeal  wall  " ;  and  thus  refers 
to  a  level  actually  above  the  cricoid !  "  This  crevice  is  the  entrance  to 
the  hypo-pharynx."  Others  would  have  said  the  mouth  of  the  pyriform 
fossa.  Elsewhere  the  "  crico-pharyngeal  constriction  of  the  oesophagus" 
refers  obviously  to  the  lower  or  sphincteric  orifice  of  the  so-called  hypo- 
pharynx,  which  orifice  Jackson,  in  common  with  others,  confounds  with 
the  mouth  of  the  oesophagus.  The  latter  orifice,  of  course,  is  really 
situated  immediately  helow  the  level  of  the  crico-pharyngeal  sphincter. 
All  this  confusion  was  aggravated  by  Killian,  who  was  the  first,  however, 
to  recognise,  in  1908,  the  importance  of  the  sphincteric  character  of  the 
lower  bundle  of  fibres  of  the  crico-pharyngeus  and  the  endoscopic 
significance  of  the  projecting  posterior  lip,  and  yet  illogically  referred  to 
this  lowest  sphincteric  portion  of  the  pharynx  as  the  sphincteric  mouth 
of  the  oesophagus.  Jackson  quotes  from  a  paper  by  an  English  endo- 
scopist dealing  mainly  with  another  matter,  but  he  does  not  allude  to  the 
paragi'aph  in  the  same  article  in  which  the  above  error  was  exposed,  and 
we  may  conclude  that  he  failed  to  appreciate  the  criticism.  Not  so, 
however,  Prof.  Keith,  who  also  had  formerly  arrived  at  the  same  con- 
clusion as  Killian,  for  in  a  recent  article  by  Keith  he  alludes  to  "  the 
pharyngeal  sphincter,"  "  which  I  have  mistakenly  described  as  an  upper 
oesophageal  sphincter."  These  surely  ought  to  be  the  last  words  on  this 
question. 

Again,  pharyngeal  pulsion  diverticula,  which  are  localised  hernial 
protrusions  of  the  mucous  and  fibrous  coats  of  the  pharynx  and  actually 
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pass  out  between  the  upper  and  lower  portions  of  the  inferior  constrictor 
muscle,  are  invariably  alluded  to  by  Jackson  as  (esophageal  diverticula  or 
pouches.  Their  pharyngeal  nature  and  origin  was  first  recognised  by 
Eokitansky,  an<l  later  confirmed,  after  many  investigations  of  museum 
and  other  specimens,  by  Zenker.  Moreover,  Morell  Mackenzie,  Butltn, 
and  others  who  continued  to  use  the  old  terminology,  admitted  that  these 
pouches  were  really  often  purely  pharyngeal  or  else  pharyugo-cesophageal 
in  origin.  There  is,  however,  no  warrant  for  the  latter  view,  and  Jackson 
has  misread  Killian  when  he  attributes  the  statement  to  him  that  these 
pouches  pass  out  between  the  lower  sphincteric  or  fuudifomi  fibres  of  the 
phai-ynx  and  the  circular  fibres  of  the  oesophagus  (p.  180).  Killian 
distinctly  recognised  that  they  passed  out  above  the  fundiform,  i.  e.  the 
sphincteric  bundle  of  the  crico-phavyugeus  muscle,  and  therefoi'e  were  in 
no  sense  oesophageal  pouches. 

Foreign  bodies  arrested  in  the  post-cricoidal  pharynx  are  classified  as 
impacted  in  the  oesophagus.  (See  Kyle's  case  and  skiagram  of  a  denture 
impacted  for  eighteen  years,  p.  358  ;  also  StClair  Thomson's  tabular 
illustration  reproduced  on  p.  329,  in  which  no  less  than  twelve  foreign 
bodies  alleged  to  be  in  the  oesophagus  are  seen  to  be  located  above  the 
lower  border  of  the  cricoid.)  Again,  the  statistics  of  malignant  growths 
in  the  deep  pharynx  and  in  tlie  upper  portion  of  the  oesophagus  respec- 
tively have  been  vitiated  by  these  perverse  departures  from  anatomical 
accuracy. 

Endoscopic  examination  of  the  deepest  portion  of  the  pharynx,  viz., 
that  situated  behind  the  aryteenoids  and  cricoid  plate,  is  to  be  carried  out 
by  an  elongated  modified  form  of  his  laryngoscope,  and  this  instrument 
Jackson  characteristically  names  the  oesopliayeal  speculum.  It  is,  of 
course,  a  combined  long  pharyngsocope  and  short  cesophagoscope,  and 
differs  from  his  ordinary  tubular  cesophagoscopes  in  that  it  is  like  his 
laryngoscope,  tubular  in  its  proximal  half,  gutter-shaped  in  its  distal  half, 
and  the  spatular  distal  extremity  is  less  bulky  than  his  laryngoscope.  It 
is  a  very  serviceable  endoscope  and  generally  preferable  to  a  cylindrical 
one,  more  especially  in  removing  foreign  liodies  behind  the  cricoid. 

Suspension  pharyngoseopy  is  dealt  with  earlier  liy  Killian  himself. 

Jackson  does  not  now  mention  the  expanding  endoscopes  for  deep 
pharyngoseopy  brought  out  by  Moslier  and  others. 

The  author  follows  the  herd  in  calling  attention  to  von  Eicken's 
method  of  deep  pharyngoseopy.  He  mentions  the  point  noted  by  Killian, 
that  enormous  force  is  required  to  pull  the  larynx  away  from  contact  with 
the  posterior  pharyngeal  wall,  but  we  could  have  wished  that,  while  he 
was  about  it,  he  had  candidly  stated  that  the  method  was  one  which  few 
endoscopists  would  be  likely  to  employ  twice. 

Some  of  the  endoscopic  procedui'es  in  the  deep  pharynx  were  alluded 
to  under  the  section  of  laryngoscopy,  and  included  the  diagnosis  of 
malignant  disease  and  other  lesions,  together  with  carrying  out  applica- 
tions of  radium  and  surgical  diathermy.  No  mention  was,  however,  made 
there  or  elsewhere  of  the  palliative  surgical  removal  of  considerable  por- 
tions of  large  malignant  tumours  arising  from  the  pharyngo-laryngeal 
party  wall  and  from  the  post-cricoidal  pliarynx  for  the  temporary  relief 
of  obstruction  to  breathing  and  swallowing  and  the  avoidance  of  tracheo- 
tomy, of  intubation  or  of  gastrostomy.  Such  palliative  interference, 
though  considered  unsurgical  in  some  quarters,  has  been  amply  justified 
by  results  in  our  own  practice. 

Formerly  Jackson  did  not  condemn  in  toto  the  employment  of  an 
obturator  or  a  bougie  as  a  guide  to  the  passage  of  an  cesophagoscope  or 
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of  a  gastroscope  through  the  spasmodically  closed  pharvugo-oesopliageal 
jimction.  All  bliud  methods  are  now,  however,  absolutely  interdicted  as 
opposed  to  the  essential  principle  underlying  eudoscojiv,  namely,  advancing 
under  visual  gviidance  step  by  step  from  start  to  finish.  His  pronounce- 
ment that  the  blind  passage  of  a  bougie,  whether  for  diagnosis  or  treat- 
ment, is  unjustifiable  in  any  circumstances,  will  be  considered  by  some  as 
too  rigid,  more  especially  in  regard  to  the  treatment  of  stenoses  which 
have  been  cesophagoscopically  found  to  be  undoubtedly  benign.  We 
may  here  in  passing  note  that  Jackson,  by  using  only  small  calibre 
cesophagoscopes — the  largest  being  10  mm.  in  diameter — is  thus  restricted 
to  the  endoscopic  employment  of  bougies  wliieli  do  not  exceed  8  or  9  mm. 
in  diameter.     This  means  iuefticient  bouginage. 

Tlie  author  agrees  with  Briinings  that  tlie  most  diflicult  and  dangerous 
stage  in  attempting  to  insert  an  endoscope  into  the  gullet  is  on  approaching 
the  region  of  the  spasmodically  contracted  i>haryngeal  sphincter.  Jackson, 
it  is  true,  uses  less  accurate  phraseology,  for  he  alludes  to  the  "  uncon- 
querable barrier"  (quoting  Briinings)  opposed  to  the  passage  of  the 
endoscope  during  spasm  by  "  the  posterior  lip  of  the  cesophageal  (sic) 
mouth."  In  order  to  pass  through  this  pharyngeal  sjjhincteric  area,  the 
position  of  the  patient  and  the  direction  of  the  endoscope  (its  long  axis 
corresponding  to  that  of  the  upper  portion  of  the  gullet)  is  all  important. 
If  a  general  aufesthetic  is  not  used  the  patient  should  be  instructed  to 
breathe  quietly  and  regularly,  and,  we  might  add,  slowly  and  deeply.  He 
rightlv  insists  that  the  j)erformance  of  the  movements  of  swallowing, 
when  the  patient  can  accomplish  it,  aids  materially.  We  may  add  that 
if  the  patient  fortunately  manages  to  eructate  air  vipwards,  this  act  in  a 
small  wav  relaxes  the  pliaryngeal  sphincter  and  the  cricoid  resistance 
vanishes,  the  larynx  moves  freely  forward,  and  the  open  pharyngo- 
cesophageal  junction  is  easily  seen  and  traversed,  provided  the  direction 
of  the  endoscope  is  correct.  Once  within  the  cervical  gullet  matters  are 
comparatively  simple. 

It  may  be  felt  that,  like  Jackson,  we  have  dwelt  too  long  ou  these 
elementary  procedures,  but  it  must  be  reinemljered  that  the  passage  of 
this  region  is  the  one  endoscopic  manipulation  which  is  fraught  witli  real 
danger  if  one's  technique  is  not  punctiliously  correct.  Although  person- 
ally opposed  to  auagsthetics,  Jackson,  of  course,  recognises  that  these 
manipulative  difficulties  and  dangers  are  much  reduced  by  chloroform,  ou 
which  many  of  us  largely  rely  for  all  seriovis  work  in  spite  of  the  author's 
confident  assertion  (p.  180)  in  connection  witli  oesojjhagoscopy,  that  "  no 
endoscopist  expects  to  use  a  general  anaesthetic  in  any  but  exceptional 
cases." 

(EsoPHAGOscopic  Findings. 

The  description  of  the  technique  of  the  passage  of  the  oesophagoscope 
through  the  deep  pharynx  and  through  the  gullet  to  the  cardia  is  clear 
and  correct  except  in  the  matter  of  pharyngeal  nomenclature.  We  are 
glad  to  find  that  Jackson  does  not  often  refer  to  the  compressed  portion 
of  the  oesophagus  at  the  phrenic  level  (;.  e.  where  it  passes  througli  the 
hiatus  in  the  diaphragm)  as  the  liiatus  itself  ;  but  more  usually  employs 
the  better  term  "  hiatal  constriction."  There  is,  of  course,  no  hiatus  in 
the  oesophagus  ;  it  is  a  hole  in  the  diaphragm.  The  potential  lumen  at  the 
level  of  the  hiatus  is  generally  described  as  taking  the  form  of  a  slit, 
the  long  axis  of  which  passes  obliquely  forwards  to  the  left.  Jackson, 
however,  correctly  points  out  that  the  rosette  form  is  as  common,  if  not 
commoner,  than  the  slit  form,  and  makes  the  suggestive  remark  that 
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many  oesophagoscopists  Lave  thus  been  led  to  mistake  this  rosette-like 
lumen  at  the  hiatal  level  for  the  cardiac  orifice. 

The  author  insists  that  evidence  of  spasm  should  always  be  looked 
for  in  passing  the  ojsophagoscope,  more  especially  on  approaching  the 
pharyngo-oesophageal  junction  and  again  when  neariug  the  phrenic 
level. 

Jackson  is  entitled  to  the  credit  of  being  the  first  to  point  out  that 
functional  stenosis  is  almost  always  at  the  phrenic  level  rather  than  at 
the  cardia,  and  in  his  previous  book  he  maintained  that  in  those  rare 
instances  of  true  functional  spasmodic  stricture  the  condition  was  of  the 
nature  of  phreno-spasm  rather  than  cardio-spasm. 

Brown-Kelly,  however,  has  defended  the  cardio-spasm  hypothesis, 
but  he  has  been  careful  to  point  out  that  he  has  in  mind  mere  want  of 
relaxation  of  the  ordinary  tonus  of  the  circular  fibres  of  the  cardiac 
orifice  rather  than  true  hypertonic  spasm.  Hertz,  who  still  refeis  the 
site  of  functional  stenosis  to  the  cardia  rather  than  to  the  hiatal  level, 
but  rejects  the  spasm  theory  iu  favour  of  want  of  co-ordinate  relaxation 
at  the  appropriate  moment,  uses  the  more  acceptable  terminology  of 
"achalasia"  of  the  cardiac  orifice.  Jackson  has  experience  of  only  three 
cases  of  cardio-spasm,  and  "  believes  that  is  only  rarely,  if  ever,  that 
spasm  exists  below  the  hiatal  level."  With  this  we  cordially  agree,  and 
we  have  elsewhere  ventured  to  doubt  \i  primary  idi(jpathic  spasm  occurs 
at  auv  level  in  the  phreno-cardiac  portion  of  the  gullet.  Jackson  formerly 
referred  the  assumed  spasm  to  the  crura  of  the  diaphragm,  /.  e.  not 
within  the  gullet  at  all,  and  apparently  still  does  so,  in  which  case  his 
former  nomenclature  of  "phreno-spasm"  should  not  have  been  relinquished 
iu  favour  of  "hiatal  oesophagismus."  The  special  mark  of  hypertonic 
spasmodic  muscular  contractions  in  the  alimentary  tract  is  painful  colic 
or  cramp,  and  the  special  mark  of  spasm  of  the  diaphragm  is  hiccough. 
When  neither  of  these  symptoms  is  present  there  is  proliably  no  spasm, 
but  we  suggest  that  there  may  be  achalasia  of  the  crural  fibres  bounding 
the  phrenic  hiatus /or  the  oesophagus.  This  hiato-crural  achalasia  would 
fit  iu  with  the  findings  in  the  comparatively  small  number  of  cases  of 
genuine  primary  functional  stenosis  which  have  been  accurately  investi- 
gated and  recorded.  The  bands  passing  from  the  hiatal  margin  to  the 
gullet,  described  by  Rouget  and  by  Liebault,  and  referred  to  by  Jackson, 
lend  support  to  this  explanation.  We  may  suppose  that  during  the 
normal  co-ordinate  act  of  deglutition  the  hiatal  orifice  in  the  diaphragm 
becomes  largely  open  and  round  instead  of  collapsed,  owing  to  the  relaxa- 
tion of  the  circumferential  filu'es  of  the  crura,  and  these  bands  connecting 
the  margin  of  the  hiatus  with  the  gullet  would  tend  to  open  the  lumen  of 
the  latter  viscus,  these  probably  being  dilating  fibres  instead  of  constrict- 
ing ones,  as  Liebault  supposes. 

Although,  then,  there  are  no  special  sphincters,  i.  e.  circular  muscular 
aggregations,  actually  in  the  gullet,  at  either  end  or  elsewhere,  the  decus- 
sating fibres  of  the  crura  of  the  diaphragm  bounding  the  hiatus  form  a 
potential  but  extra-oesophageal  sphincter  for  the  gullet,  but  not  incor- 
porated in  it. 

Writing  of  the  conditions  observed  after  section  of  both  vagi,  Jackson 
remarks  that  "  division  of  these  nerves  causes  contraction  of  the 
oesophagus  iu  the  neighbourhood  of  the  cardiac  oi'ifice,  as  though  there 
were  inhibitory  fibres  supplied  only  to  the  region  of  the  cardia."  He 
probably  has  in  view  Brown-Kelly's  findings  on  repeating  this  experiment 
of  cutting  the  vagi  in  the  cat,  that  whereas  the  thoracic  gullet  appeared 
relaxed  and  dilated  when  radiographed  after  a  bismuth  meal  the  phreno- 
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cardiac  segment  remained  closed  as  liefore  section.     Brown-Kelly  inferred 

want  of  relaxation  of  normal  tonus  (achalasia)  of  this  sefjjment,  whereas 
Jackson  goes  further  and  assumes  hypertonic  coutraction  or  spasm  due  to 
to  the  presence  of  inhibitory  fibres — an  unverified  and  probablv  uuverifl- 
able  assumption.  Instead  of  falling  back  on  far-fetched  assumptions  we 
prefer  the  obvious  explanation  which  is  ready  at  hand.  Section  of  the 
vagi  causes  paralysis  of  the  circular  muscular  fibres  of  the  oesophagus, 
and  normal  muscular  tonus  is  thus  abolished  with  relaxation,  and 
further  on  account  of  the  negative  pressure  in  the  thorax  the  lumen  of  the 
thoracic  gidlet  becomes  more  expanded  than  even  the  normal  cadaveric 
gullet ;  on  the  other  hand,  the  paralysed  phreuo-cardiac  portion  of  tlie 
gullet  remains  occluded  as  before  section  on  account  of  the  pogUive  inti-a- 
abdomiual  pressure.  What  more  obvious  than  this  ?  And  what  possible 
light  can  these  experiments  throw  on  tlie  alleged  conditions  of  cardio- 
spasm and  cardiac  achalasia  ?     We  think  none. 

Many  dysphagic  conditions  diagnosed  as  functional  and  labelled 
cardio-spasm  are  doubtless,  as  Jackson  maintains,  due  to  a  definite 
anatomic  narrowing  of  the  lumen  of  the  phreuo-cardiac  and  of  the  lower 
thoracic  portions  of  the  gullet  due  to  inflammatoi-y  swellings  and  con- 
tractions, and  some  of  these  cases  probably  result  from  former  peptic 
ulcers.  The  fact  that  the  oesophageal  stasis  is  relieved  by  dilating  methods 
of  treatment,  viz.,  by  bouginage,  dilating  bags,  and  expanding  metal 
divulsors  is,  we  think,  strong  presumptive  evidence  against  functional 
causes,  e.  g.  either  spasm  or  achalasia,  and  in  favour  of  an  anatomic 
organic  lesion  of  some  kind  being  present  in  all  cases  so  relieved. 

We  have  dealt  at  length  with  the  question  of  the  inadequacy  of  the 
explanations  of  functional  stenosis  at  the  hiatal  level  and  resulting  general 
ectasia  of  the  gullet,  because  Jackson  was  not  only  the  first  to  cast  doubt 
on  the  prevailing  eai-diospasm  hypothesis  as  the  result  of  his  careful 
endoscopic  and  radiographic  investigations,  but  has  done  more  than  any- 
one else  to  put  us  on  the  right  level,  even  though  we  may  not  be  able  to 
agree  with  his  explanations  in  their  entirety. 

The  description  of  the  typical  and  of  the  atypical  endo-cesophageal 
appearances  within  the  limits  of  normality  are  perhaps  on  the  meagre 
side.  Every  now  and  then  one  finds  a  succession  of  transverse  annular 
and  falciform  ledges  or  folds  which  might  lead  a  beginner  to  imagine  he 
had  entered  a  large  trachea  by  mistake.  These  folds  are  not  described. 
We  agree  with  Jackson  that  short,  longitudinal  folds  are  sometimes  found 
in  normal  cases  low  down  and  converging  to  the  collapsed  phrenic  seg- 
ment. These  folds  are  exaggerated  in  inflammatory  strictures  at  this 
level,  and  are  also  found  above  cicatricial  strictures  at  any  level.  Judging 
by  Jackson's  illustrations,  however,  longitudinal  ridges  are  common 
throughout  the  gullet  in  normal  as  well  as  in  pathological  conditions, 
wliicli  we  hold  is  contrary  to  fact,  and  can  hardly  be  explained  by  taking 
into  account  Jackson's  practice  of  using  small  tubes  not  exceeding  10  mm. 
in  diameter. 

His  circular  illustrations  of  endoscopic  findings  measure  22  mm.  in 
diameter,  so  we  must  assume  that  they  represent  composite  views,  as  they 
are  evidently  drawn  to  scale  and  not  enlarged,  judging  by  the  size  of  the 
arytenoids  in  Plate  III,  fig.  1,  and  the  coin  in  Plate  III,  fig.  10.  Of 
eight  coloured  illustrations,  which  are  labelled  normal  cesophagoscopic 
views,  no  less  than  four  are  actually  pharyugoscopic,  and  another  one  is 
gastroscopic  ;  the  remaining  three,  however,  really  are  oesophageal  views, 
but  all  are  atypical,  though  within  the  limits  of  normality.  The  coloured 
views  of  pathological  conditions  are  better,  but  again  mostly  atypical. 
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DiVEETICrLA. 

Jacksou  follows  the  couveutioiial  division  of  these  localised  herniae  or 
protrusions  into  traction  and  pulsion  pouches.  The  traction  variety  is 
"a  rare  condition,  and  still  more  is  its  endoscopic  discovery,  because  it 
usually  causes  no  symjatonis."  No  mention  is  made  of  true  oesophageal 
pulsion  protrusions,  which  are  very  occasionally  seen  in  musevim  speci- 
mens of  ij;eneral  dilatation  of  the'  gullet  as  fairly  large  and  wide  basin- 
shaped  latei-al  sacculations  therefrom.  The  commoner  pulsion  diverticula 
of  the  lower  pharynx  which  pass  through  the  inferior  constrictor  are  well 
dealt  with  and  at  considerable  length,  but  are  incorrectly  alluded  to 
throughout  as  cesoj)hageal  lesions.  Jackson  lays  great  stress  on  their 
diagnosis  by  endoscopic  methods.  As  a  matter  of  fact,  the  diagnosis  is 
always  clear  from  a  study  of  the  classical  symptoms  (including  the  old 
and  well-known  "  gurgling  sign,"  here  wrongly  attributed  to  his  colleague 
Boyce)  comliined  with  an  X-ray  examination  and  bismuth  meal.  As 
Jackson  is  very  insistent  that  radiography  should  always  precede  endo- 
scopy, it  follows  that  there  should  he  no  scope  left  for  the  latter  from  the 
diagnostic  standpoint.  It  is  well,  however,  that  the  tyro  in  endoscopy 
should  kniiw  that  when  the  tube  passes  with  unusual  ease  through  the 
dilated  post-la ryngeal  pharynx  and  well  beyond  it  without  arrest  at  the 
crico-pliaryngeal  lip  of  Ivillian  that  a  pouch  should  be  suspected,  although 
this  sequence  may  occasionally  also  lie  oljserved,  though  Jackson  omits  to 
mention  it,  in  marked  dilation  of  the  upper  part  of  the  gullet  and  of  the 
j)huryngo-oesophageal  junction  in  cases  of  old,  tight  strictures  of  the  mid- 
thoracic  gullet.  The  difficulty  of  finding  with  the  oesophagoscope  the 
prolajjsed  and  slit-like  pharyugo-oesophageal  oritice  or  junction  is  usefully 
jiointed  out. 

Jacksou  thinks  that  the  insertion  of  the  endoscope  into  the  pouch,  as 
proposed  by  Gaub,  forms  a  valuable  adjunct  during  the  surgical  removal 
of  these  sacs,  through  a  cervical  incision,  for  the  purpose  of  localising 
and  defining  the  pouch.  The  more  usual  plan  is  to  pass  blindly  through 
the  mouth  a  metal  sound  or  a  firm  guui-elastic  bougie  into  the  pouch. 
Having,  as  it  happens,  tried  both  methods,  we  can  affirm  that  the  employ- 
ment of  the  endoscope,  with  or  without  the  complicated  technique  in- 
sisted on  by  Jackson,  possesses  no  advantages  whatever  over  the  use 
of  the  sound,  which  is  simple  and  quite  efficient. 

Jackson  announces  that  he  has  devised  "  an  operation  in  which,  by  the 
use  of  the  esophageal  speculum  (fig.  21),  the  bottom  of  the  sac  may  be 
grasped  by  forceps  and  drawn  in,  encircled  by  a  ligature,  and  the  end  cut 
off  and  sealed  over  with  a  touch  of  tinctui'e  of  iodine  about  half  strength. 
As  yet  no  suitable,  case  for  this  operation  has  come  under  the  author's 
observation.  Glottic  spasm  resulted  every  time  traction  was  made  in  the 
two  cases  tested."  If  Jacksou  had  had  any  personal  experience  of  dis- 
secting out  a  pouch  and  freeing  its  adhesions  to  neighbouring  structures 
he  would  never  have  committed  to  print  this  example  of  surgical  inspira- 
tion. The  space  would  have  been  better  filled  with  an  epitome  of  the 
variations  in  operative  technique  employed  by  Halstead,  Goldnianu,  and 
Neumann  respectively. 

No  mention  is  made  of  those  rare  congenital  forms  of  pharyngeal 
divei'ticula  situated  higher  up  and  in  a  more  lateral  position  than  the 
pulsion  variety,  and  which  pass  out  through  the  thyro-hyoid  membrane. 

CoMPEESsioN  Stenosis  of  the  Gullet. 
The    author   mentions  benign   and   malignant  enlargements   of   the 
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thyroid  and  lympli  glands  iu  the  ueck  as  a  cause  of  conipressiou  of  the 
cervical  aud  upper  thoracic  oesophagus.  He  does  not,  however,  state  that 
this  is  vei'y  rarely  observed  and  that  the  stenosis  is  usually  due  rather  to 
actual  invasion  iu  malignant  disease.  "Thoracic  compressions  are  usually 
from  mediastinal  lesions  " ;  but  the  author  does  not  state  that  medias- 
tinal gi'owths  rarely  cause  marked  dysphagia,  whilst  mediastinal  abscesses, 
which  are  not  mentioned,  almost  invariably  do  so.  Jackson  has  observed 
one  case  of  compression  from  an  aortic  aneurysm,  and  says  that  a  number 
of  such  cases  have  been  recorded;  he  might  have  added,  however,  that 
on  account  of  the  mobility  of  the  gullet  in  the  lax  mediastinum  it  is  most 
exce^jtional  for  aneurysm  of  the  aorta  to  cause  dysphagia ;  and  the  same 
may  be  said  of  cardiac  hypertrophy  aud  abscesses  of  the  lungs  and  pleurae. 
On  the  other  hand,  iuuominate  and  subclavian  aneurysms  are  much  uiore 
likely  to  seriously  compress  the  upper  gullet,  as  shown  by  Dan  McKeuzie 
and  others. 

In  this  section  there  are  other  important  omissions.  Pharyngeal 
diverticula  of  auy  size  always  cause  more  or  less  dysphagia  l\v  compi'es- 
sion  on  the  upper  two  or  three  inches  of  the  gullet.  These  lieruiEe  are 
inaccurately  placed  uuder  the  heading  of  oesophageal  pouches. 

Jackson  rightly  states  that  it  is  doubtful  if  scoliosis  produces  auy 
compression  of  the  oesophagus,  but  we  are  curious  to  kuow  what  warrant 
there  may  be  for  his  statement  that  "  lordosis  is  a  not  infrequent  cause  of 
compi-ession  of  the  cervical  esophagus." 

The  author  teaches  that  stenoses  iu  the  lower  part  of  the  gullet  are 
rarely  compressive,  but  omits  to  mention  the  two  conditions  which,  though 
rare,  are  invariably  associated  with  some  dysphagia  on  account  of  angula- 
tion of  the  subphrenic  gullet.  We  allude,  of  course,  to  diuplir;iguuitic 
heruia  aud  to  eventration  of  the  diaphragm,  in  each  of  which  the  stomach 
is  displaced  upwards  and  assumes  a  thoracic  position,  thus  altering  the 
direction  of  the  lowest  portion  of  the  gullet  aud  kinkiug  it.  The  endo- 
scopic findings  iu  angulation  from  either  of  these  causes  have  not,  we 
think,  been  descrilsed,  as  the  diagnosis  is  always  easily  arrived  at  by 
physical  examination  and  by  the  X-ray  screen. 

Rtjptokb  and  Teacma  of  the  (Esophagus. 

The  author  iu  a  short  section  is  reticent  as  to  what  he  thinks  is  the 
field  of  usefulness  of  endoscopic  methods  on  rupture  of  the  gullet.  Iu 
wi-iting  of  a  rujst ure  extending  tlirough  to  the  plueral  cavity,  he  naturally 
mentions  pueumotliorax,  aud  adds,  "  in  such  cases  tapping  of  the  pleural 
cavity  will  usually  ()l)taiu  a  small  amount  of  fluid  with  fecal  odour  "  !  In 
two  such  cases  under  our  observation  there  was  well-marked  hydro-pueumo- 
tliorax,  but  no  special  odour.  The  word  "i'eeal"  is  obviously  a  printer's 
error,  which  unfortunately  escaped  detection  inthe  revision  of  the  proofs, 
the  only  instance  of  such  which  we  have  noticed  iu  the  entire  work.  WJjat 
charactertstic  odour  Jacksou  had  iu  mind  we  are  unable  confidently  to 
suggest,  as  we  hardly  think  he  would  state  that  there  usually  is  afwtid 
odour  iu  the  early  stages  of  rupture  of  the  gullet  extending  to  the  pleural 
cavity.  Eupture  from  vomiting  would,  of  course,  produce  au  odour  due 
to  the  escape  of  the  gastric  contents  into  the  pleural  cavity,  but  only  in 
the  later  stages  would  the  empyema  become  foetid  aud  iiever  foecal. 

Jackson  advises  immediate  gastrostomy  under  local  anieslhesia  iu  all 
casesof  rupture  of  the  gullet  whether  due  to  trauma  or  to  vomiting.  In  two 
cases  uuoler  our  care  resulting  from  iustrumeutation  the  stomach  was  not 
opened  aud  the  small  hole  iu  the  gullet  closed,  so  that  there  was  no  leak- 
age, iu  one  case  iu  three  days  aud  in  the  other  iu  five  days  ;  a  subphrenic 
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abscess  forined  in  the  former  au<l  there  was  pleural  emp_yema  in  the 
latter,  liotli  of  which,  of  course,  were  opened.  It  should  have  been  pointed 
out  that  in  a  large  imngverse  rent  fi-om  vomiting-  recovery  is  unlikely 
with  or  without  gastrostomy. 

CicATEiciAL  Stricture  of  the  G-ullet. 

The  cause  of  a  fibrous  stricture  is  eitlier  fairly  obvious  or  extremely 
problematical.  The  swallowing  of  an  escharotie  fluid  is  a  clear  example 
of  tlie  former.  A  history  of  an  impacted  foreign  body  with  resulting 
ulceration  and  perhaps  traumatism  during  extraction  may  explain  other 
cases.  But  "  every  oesophagoscopist  of  large  exjierieuce  has  seen  cases  of 
cicatricial  stenosis  of  the  (esophagus  in  which  he  is  utterly  at  a  loss  to 
discover  the  original  cause."  Jackson  gives  the  possible  causes  in  the 
following  order  : 

I.  Ulcers  in  tubei'culosis,  syphilis,  scarlet  fever,  diphtheria,  and 
other  pyogenic  conditions. 

II.  Primary  functional  spasm  producing  "  organic  stricture  by  the 
erosions  due  to  the  accompauving  oesophagitis."  Jackson  admits  that 
spasmodic  stricture  is  only  found  at  (a)  the  crico-pharyngeal  constriction, 
which  is  not  in  the  gullet  at  all ;  (6)  at  the  level  of  the  hiatus,  where, 
according  to  him,  the  spasm  is  really  extra-cesophageal  in  the  crural 
fibres  of  the  diaphragm ;  and  (c)  in  the  abdominal  oesophagus  near  the 
cardia ;  and  he  rightly  states  that  primary  spasm  never  occurs  in  the 
thoracic  gullet.  The  only  form  of  actual  primary  spasm  of  the  gullet 
leading  to  tilirous  stenosis  is  therefore  by  implication  reduced  to  cardio- 
spasm, using  that  term  in  its  wider  sense  of  spasm  of  the  suliphrenic 
portion  of  the  cesophagus  and  not  merely  of  the  cardia. 

III.  Peptic  ulcers,  which  occur  usually  in  the  lower  two  inches  of 
the  gullet. 

IV.  Typhoid  decubitus  ulcers.  The  author  claims  five  cases ;  but 
four  were,  it  appears,  in  the  post-cricoidal  pharynx,  and  the  solitary 
case  of  gullet  ulcer  was  at  the  level  of  the  left  bronchus. 

V.  Slight  congenital  stenosis  tending  to  fibrosis  in  later  life,  as 
originally  suggested  by  Bro^vn-Kelly. 

VI.  i'oreign  bodies  causing  ulcerations. 

With  the  exception  of  peptic  ulcers  we  think  the  possible  causes 
enumerated  in  the  above  list  can  rarely  be  invoked  to  explain  the  large 
group  of  cases  of  fibrous  stenosis  in  which  the  cause  is  problematical, 
more  especially  those  occurring  in  the  thoracic  gullet.  The  extreme 
rarity  of  stricture  after  foreign  bodies  is  a  matter  of  surprise,  but  a 
fact ;  and  the  spasmodic  hypothesis  is  for  us  as  unconvincing  as  the 
assumption  of  previous  idcers  in  cases  witli  no  history  of  pain,  on 
swallowing,  extending  over  days  or  weeks. 

There  is  a  good  description  of  the  various  endoscopic  apj)earances 
observed  in  the  author's  cases.  Per-eudoscopic  treatment  rather  than 
gastrostromy  is,  in  Jackson's  opinion,  usually  indicated,  consisting  of 
removal  of  impacted  food  from  the  narrowed  lumen  and  dilating  up  the 
stricture  by  graduated  bougieing  through  the  cesophagoscope.  As  the 
calibre  of  the  largest  endoscope  used  by  Jackson  is  only  10  mm.  outside 
diameter,  it  can  be  seen  that  he  is  only  able  to  use  small  bougies,  and 
can  never  widely  dilate  a  stricture  in  the  manner  of  those  who  employ 
18*[mm.  and  20  mm.  tubes.  He  sanctions  the  use  of  an  expanding 
divulsor  (either  his  own  or  Mosher's)  where  the  lumen  admits  of  its 
insertion,  but  "  personally  the  author  has  found  nothing  to  equal 
bouginage   per   tubam."     A    word   of   warning   as   to   the   dangers   of 
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even  dynamometric  divulsors  miglit  have  been  expected.  Curiously 
euougli,  uo  meutiou  is  made  of  the  euiployment  of  Gottsteiu's  pneumatic 
and  hydrostatic  dilating  bags,  which  are  alluded  to  in  the  treatment  of 
spasm  however  ;  and  the  various  methods  of  intubation  are  dismissed 
in  a  short  paragraph  suggesting  that  Jackson  differing  from  others 
has  not  often  found  it  necessary  to  use  these  aids  in  fibrous  strictures. 

Guisez  reports  excellent  results  after  internal  oesophagotomy,  but 
Jackson,  after  using  the  string-cutting  a?sophagotome  in  a  number  of 
fibrous  strictures  without  serious  complications,  announces  that  he  has 
abandoned  the  method,  agreeing  with  Killian  that  it  is  "  an  extremely 
dangerous  procedure."  After  this  j)rououucement  we  scarcely  expected 
to  read  on  p.  562  that  "  once  established,  cicatrices  of  luetic  origin  are 
extremely  stuViborn  to  treat,  and  may  require  the  string-cutting  oeso- 
phagotome  or  other  form  of  internal  oesophagotomy."  Jackson  regards 
syphilis  of  the  gullet  as  a  relatively  rare  disease,  and  no  doubt  rightly 
asserts  that  "  no  one  has  seen  a  sufficient  number  of  cases  to  be  able  to 
classify  the  endoscopic  pictui'es." 

He  mentions  without  comment  Guisez's  cla.ims  to  have  had  excellent 
results  from  electrolysis.  Per-endoscopic  ionization  has  been  carried 
out  in  the  gullet  liy  a  few  specialists,  but  most  of  us  have  been  deterred 
on  account  of  the  possible  danger  due  to  the  uncertainty  of  limiting  the 
action  to  the  cicatricial  area  alone. 

Gullet  strictures  which  are  impermeable  to  per-endoscoj)io  bougieiug, 
even  after  a  period  of  functional  rest  afforded  by  gastrostomy,  are 
usually  left  to  their  unfortunate  fate  of  depending  on  alimentation  by 
the  gastric  fistula  for  the  rest  of  their  days,  with  the  attendant  trouble 
fr(5m  inability  to  swallow  the  greatly  increased  saliva.  Jackson  does 
not  adopt  this  supine  attitude.  In  strictures  high  up  he  advises  that 
an  endeavour  shoidd  be  made  to  restore  patency  by  cervical  oesophagotomy. 
In  those  lower  doAvn  in  the  thorax  combined  i)er'oral  and  per-gastrostomic 
(retrograde)  oesophagoscopy  is  to  be  performed,  and  the  distal  illumi- 
nated ends  of  the  endoscopes  brought  as  near  as  possible  together,  and 
a  new  lumen  made  by  incising  with  an  a-sophagotome  or  by  tunnelling 
with  a  sound  the  intervening  occluded  area.  Near  the  lower  end  of  the 
gullet  Jackson  advocates  the  Brennemanu  method  which  was  carried 
out  on  one  of  his  patients,  and  though  but  a  qualified  success,  the 
patient  not  attending  regularly  for  subsequent  bougiuage,  yet  the  internal 
cesophagotomy  was  successfully  enough  carried  out.  An  additional  high 
gastrostomy  is  first  performed  in  order  that  the  surgeon  can  more  readily 
pass  his  finger  through  the  cardia  to  the  stricture  until  he  can  feel  the 
distal  end  of  the  endoscope  j^^ssed  down  to  the  stricture  from  above  ; 
a  knife  guided  by  the  finger  is  then  plunged  through  the  strictui-e  into 
the  lumen  of  the  endoscope  above.  This  operation  must  not  be  confused 
with  the  somewhat  similar  operation  of  Mikulicz  for  digitally  dilating 
up  from  below  permeable  strictures  in  the  phreuo-cardiac  gullet,  an 
operation  not  mentioned  by  Jackson. 

The  higli  form  of  temjjorary  gastrotomy  in  which  a  choudroplastic 
flap  is  made  to  enable  the  surgeon's  finger  the  better  to  reach  well  up  the 
gullet  is  not  definitely  alluded  to. 

After  the  lumen  by  these  various  methods  has  been  rendered  con- 
tinuous, a  rubber  tube  is  passed  from  the  mouth  through  the  gullet  into 
the  stomach  and  out  of  the  gastric  ostium,  and  secured  at  each  end. 
Larger  and  larger  tubes  or  bougies  can  thus  be  inserted. 

Jackson  does  not  meutiou  the  use  of  a  somewhat  similar  method  of 
dealing  with  a   slightly  permeable  stricture  where  a  shotted   string  is 
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swallowed  and  fished  out  tlivougli  the  gastrostomic  orifice;  the  striug 
then  serves  to  draw  throiigli  the  stricture  larger  and  larger  bougies.  By 
this  method  we  were  recently  able  to  dispense  with  gastrostomic  feeding 
in  a  patient  wlio  liad  not  previously  swallowed  anything  by  the  moutli 
for  nearly  four  years. 

M.YLiGNANT  Disease  op  the  GtUllet. 

Readers  will  naturally  turn  witli  special  interest  to  that  portion  of 
tliis  important  chapter  which  deals  witli  treatment.  This  may  appear 
parado.xical  in  I'eference  to  a  lesion  whicli  is  almost  always  incurable. 
But  though  gullet  cancer  is  not  yet  within  the  limits  of  surgical  eradica- 
tion, except  when  involving  the  extreme  upper  end,  in  few  conditions  is 
palliative  treatment  moi'e  urgent. 

Jackson  does  not  despair  that  tlioracotoniic  extirpation  may  in  tlie 
future  claim  au  occasional  success  with  the  aid  of  early  endoscopic 
diagnosis.  It  must  be  remembered,  however,  that  dysphagia  ami  the 
other  revealing  symptoms  and  signs  of  cancer  in  the  gullet  are  late. 
Nearly  every  case  has  succumbed  within  a  week  or  two  of  thoracotomy. 
Torek's  patient  did  survive  tlie  operation,  and  so  we  believe  lias  one  other 
case.     But  radical  cure  is,  we  fear,  quite  anotlier  matter. 

(iastrostomy,  the  author  asserts,  "is  always  indicated  sooner  or  later." 
In  this  country  hundi'eds  of  cases  of  gullet  cancer  liave,  with  the  aid  of 
intul)ation,  radium,  and  otlier  measures,  die!  swallowing  fairly  well  to 
tlie  end,  not  only  without  gastrostomy,  but  without  any  urgent  indica- 
tions for  its  performance.  In  our  own  practice  uon-gastrostomised 
patients  can  be  reckoned  in  hundreds  and  gastrostomised  in  tens.  We 
think  Jackson  would  have  been  nearer  the  mark  if  he  had  said  that  to- 
day gastrostomy  should  hardly  prove  necessary  in  10  per  cent,  of  cases. 

"  Qilsopliageal  intubation  has  been  very  successful  in  the  author's 
liands."  He  appears  to  rely  entirely  on  Symouds'  well-known  and 
excellent  gum-elastic  funnels,  though  lie  alludes  to  Gruisez's  nou-ejectahle 
rubber  funnel,  and  gives  au  illustration  of  it.  James  Berry's  method  of 
inserting  long,  red  rublier  oro-gastrie  drainage-tubes  and  Symonds' 
modification  of  the  same  are  not  mentioned,  nor  is  the  employment  of 
long  rubber  tubes  strengthened  by  a  flexible  silver  style  to  facilitate  in- 
sertion and  to  prevent  its  being  coughed  or  vomited  up.  The  latter  method 
has  been  extensively  used  here  for  many  years. 

Jackson  writes  of  radium  therapy  that  "  he  has  seen  marked  effects  in 
inoperable  oesophageal  malignancy,  but  so  far  no  absohite  cures.  In 
none  of  the  cases  lias  sulficient  time  elapsed  to  pass  final  judgment  upon 
the  value  of  radium  therapy  in  neoplasms.  The  author  would  prefer  to 
wait  three  or  four  years  before  giving  complete  and  tabulated  data  of  his 
results."  Jackson  appears  to  have  employed  radium  during  the  last  two 
or  three  years  only,  but  already  au  "author's  method"  is  described  and 
illustrated.  "  In  order  tliat  other  workers  in  this  field  may  have  the 
use  of  such  technic  as  the  author  has  developed,  he  deems  it  test  to 
publish  the  technic  in  the  hope  that  it  may  be  helpful  to  other  workers." 
It  is  uunecesary  for  us  to  indicate  what  is  the  technique  "  developed  "  by 
Jackson,  beyond  stating  that  he  closely  follows  methods  which  are  re- 
garded as  obsolete  here,  and  were,  in  fact,  discarded  five  or  six  years  ago. 
The  proved  dangers  of  relying  on  a  silk  ligature  for  securing  the  radium 
capsule  were  pointed  out  at  the  discussion  at  Aberdeen  in  1914.  Jackson, 
it  is  true,  iu-ists  on  the  use  of  a  "  loop  of  heavily  braided  silk  " ;  but  the 
only  reliable  method  is  to  employ  a  long  flexible  silver  wire  metallically 
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eonuected  with  the  radium  eoutaiuer ;  this  uot  ouly  secures  tlie  container 
liut  at  the  same  time  holds  it  in  the  rec^uired  position  and  prevents  it 
shifting  up  or  down  as  the  result  of  coughing  or  vomiting.  Jackson  does 
mention  at  the  end  of  tlie  chapter  that  he  has  just  heard  of  this  method, 
which,  as  is  well  known,  has  been  almost  exclusively  employed  here  for 
five  years  at  least. 

We  are  glad  to  see  that  adequate  weight  doses  are  advocated;  but 
while  on  p.  454  a  screen  of  silver  of  less  than  a  third  of  a  millimetre 
thick  is  advised,  on  p.  424,  in  laryngeal  growths,  a  screen  "  of  not  less 
than  2  mm.  of  metal,"  the  nature  of  which  is  not  stated,  is  rccomended ! 
The  difficult  cjuestions  of  combined  weight  dose,  screen  dose,  time  dose, 
and  repetition  dose  cannot  usefidly  be  summed  up  in  the  few  scattered 
sentences  Jackson  is  content  to  devote  to  them. 

There  are  some  important  sections  dealing  with  endoscopic  methods 
in  several  otlier  morbid  lesions  io  the  gullet  which  want  of  space  pre- 
cludes our  referring  to. 


Gasteoscopy. 

In  his  earlier  work  Jackson  devoted  33  pages  to  this  subject, 
including  a  description  of  the  various  forms  of  indirect  gastroscopes 
constructed  on  the  principle  of  the  cvstoscope — that  is  to  say,  a  lens- 
system  inverted  terrestrial  telescope  with  a  lateral  pei-iseopic  window — 
together  with  an  account  of  his  own  considerable  experience  with  an  open 
direct-vision  gastroscope  on  non-iufiated  stomachs.  He  now  gives  us  a 
short  supplementary  article  of  10  pages  in  order  to  bring  his  former 
contribution  up  to  date.  Indirect  lens-system  gastroscopy  has  been 
extensivelv  tried  for  a  time  by  many  endoscopists,  but  has  failed  to  catch 
on  ;  and  direct  gastroscopy,  still  enthusiastically  advocated  by  Jackson, 
has  not  only  failed  to  catch  on,  but  has  not  even  been  extensively  practised 
by  others.  He  now  includes  some  reference  to  the  new  method  of  combined 
direct  and  indirect  vision  gastroscopy  which  was  first  suggested  by  an 
endoscopist  in  this  country  (Hill)  in  1909  and  carried  out  here  in  1910. 
Janneway,  of  New  Tork,  has  annexed  this  principle  in  his  more  recent 
gastroscope,  which  is  briefly  described  and  illustrated.  Jackson  repro- 
duces two  coloured  drawings,  which  he  alludes  to  as  "  good  illustrations 
of  endoscopic  views  of  the  stomach  through  the  Janneway  lens  system  " 
gastroscope.  These  "good  illustrations"  are  a  and  b  respectively  in 
Plate  VI.  A  is  described  on  p.  710  as  an  endoscopic  view  •'  looking  in 
the  direction  of  the  pylorus,"  and  b  as  a  "  view  towards  the  fundus  "  ; 
but  as  a  matter  of  fact  b  in  no  way  represents  the  fundus,  but  is  really  a 
view  of  the  mouth  of  the  pyloric  antrum  or  lesser  sac  with  a  large  oval 
and  thei'efore  non-typical  distant  view  of  the  open  pyloric  orifice  which 
normally  appears  as  a  smaller  circular  opening.  The  description  of  b 
evidently  should  refei-  to  a,  and  depicts  the  convoluted  mucosa  as  seen  in 
a  stomach  which  is  only  semi-iutlated,  and  is  typical  of  what  is  seen 
in  the  lower  two-thirds  of  the  greater  sac  of  the  stomach  rather  than  of 
the  fundus. 

Killian,  in  his  address  at  the  International  Medical  Congress  in  1913, 
said  he  doubted  if  gastroscopy  would  have  any  wide  future,  and  Mayo 
Eobson,  Sherren,  and  others  have  expressed  the  opinion  that  its  field  of 
usefulness  would  probably  prove  to  be  a  very  limited  one.  So  far  from 
entertaining  any   invincible    prejudice    to    the    extension   of    endoscopic 
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methods  from  the  gullet  to  the  stomach,  we  may  as  well  state  that 
formerly,  with  a  limited  experience  to  go  upou,  we  shared  the  optimism 
of  Jackson  and  others  as  to  the  considerable  possibilities  of  gastroscopj, 
but  to-day  we  incline  to  the  attitude  of  Killian  and  Mayo  Eobson. 

Whatever  thefutureof  gastroscopy,  whether  it  prove  of  wide  application 
or  not,  we  think  it  will  be  generally  agreed  that  Jackson's  exposition  of 
its  present  position  and  of  recent  methods  and  findings  is  altogether 
inadequate,  and  that  his  advocacy  of  the  use  of  the  direct  method  alone 
without  inflation  is  hardly  convincing  in  spite  of  his  own  highly  skilful 
manipulations  having  been  attended  by  some  measure  of  success. 

On  account  of  the  length  which  this  review  has  already  reached  we 
are  compelled  to  hold  over  for  a  future  issue  notice  of  Part  II  of  this 
work,  which  deals  with  those  surgical  measures  in  the  larynx  and  trachea 
which  are  carried  out  through  a  cervical  incision. 

This  "  magnum  opus  ''  is  the  largest  and  most  comprehensive  work 
on  per-oral  endoscopic  procedures  in  diagnosis  and  treatment  which  lias 
yet  appeared.  Coming  as  it  does  from  an  extremely  expert  and  learned 
specialist  of  world-wide  repute,  the  number  and  variety  of  whose  clinical 
endoscopic  experiences  can  seldom  have  been  equalled  and  probablv  never 
excelled,  no  excuse  need  be  offered  for  according  it  a  full  analytical  and 
critical  notice.  We  have  had  to  emphasise  some  major  and  many  minor 
errors  of  commission  and  to  point  out  several  important  instances  of 
omission  which  were  hardly  to  be  expected  in  a  comprehensive  up-to-date 
treatise.  When  criticising  adversely  we  have  endeavoured,  however,  to 
be  sufficiently  explicit  to  enable  our  readers  to  judge  whether  our  strictiwes 
were  not  merely  poleiuically  cogent  but  were  fair  and  reasonalile.  If 
challenge  and  criticism  ajipear  to  overshadow  appreciation  in  this  notice, 
it  must  not  be  assumed  that  we  do  not  fully  recognise  that  Jackson's  endo- 
scopic teaching  viewed  as  a  whole  is  of  high  merit  and  that  this  book  is  a 
monumental  record  of  the  large,  varied,  and  highly  successful  jjersonal 
experiences  of  au  endoscopist  of  rare  skill,  ready  resource,  and  refresh- 
ing, if  not  always  convincing,  originality. 

As  will  have  been  gathered  from  the  many  quotations  we  have  given, 
the  author's  style  of  writing  does  not  always  attain  to  the  standard 
of  the  best  English  — we  mean  the  best  Bostoniau  English,  of  course. 
British  readers  will  find  that  in  parts  it  is  frankly  American,  and  some- 
times colloquial  at  that.  One  is  rarely  in  doubt,  however,  as  to  the 
author's  meaning.  He  leaves  the  impression  of  endeavouring  to  advance 
his  own  views  and  claims  with  becoming  modesty,  and  in  criticising  the 
teaching  and  jjractice  of  others  his  method  is  persuasive  rather  than 
aggressive. 

The  volume  is  well  Ijound  and  is  printed  in  lai-ge  clear  type  on  high- 
grade  paper,  and  the  large  pages  have  wide  margins.  The  book  does 
credit  to  all  concerned  in  its  production. 

It  is  a  work  which  should  be  read  and  re-read  by  every  progressive 
throat  specialist,  for  it  is  a  mine  of  information  on  per-oral  endoscopy 
in  general,  and  on  the  special  methods  favoured  by  Professor  Chevalier 
Jackson  in  particular. 

Wm.  Hill. 
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CORRESPONDENCE. 

THE    DANGEROUS   REPUTATION   OF   ADRENALIN. 

Tu  the  Editor  of  The   Jouknal   of   Laryngology,   Rhinology,   and 

Otology. 

Sir, — I  sliouM  like  to  make  a  few  commeuts  on  the  Clinical  Note  in 
this  mouth's  issne,'  and  in  so  doing  I  will  deal  mainly  with  the  use  of 
adrenalin  for  intranasal  operations.  As  to  its  use  in  other  circumstances, 
my  opinion  is  given  in  an  article  in  The  Practitioner  (June,  191.5),  to 
which  I  would  refer  any  who  are  interested  in  the  subject.  I  will  now 
only  remark  that  as  the  injection  of  adrenalin  into  patients  not  under  an 
anoesthetic,  nor  undergoing  an  operation,  has  so  often  been  followed  by 
symptoms  resembling  those  of  severe  operative  shock,-  I  am  at  a  loss  to 
understand  how  it  can  be  advocated  as  a  remedy  for  tliis  condition. 

Briefly  then,  arterial  blood-pressure  may  be  raised  (1)  by  increase 
in  the  total  volume  of  blood  ;  (2)  by  increase  in  rate  and  power  of  the 
beat  in  the  heart ;  (3)  by  contraction  of  arterioles — and  adrenalin  does 
so  by  (3)  rather  than  (2).  Although  (2)  may  occur,  either  as  a  direct 
effect,  or  perhaps  secondarily  to  (3) — for  we  are  told  l)y  physiologists 
that  dilatation  of  the  heart  is  an  incentive  to  vigorous  contraction'' — that 
organ  may  be  unable  to  meet  the  call  upon  its  energies  which  is  made  by 
sudden  and  excessive  back-pressure.  In  some  experiments  this  has 
actually  been  oliserved,  the  over-distended  heart  ceasing  to  beat. 

The  danger  arises  only  when  the  drug  has  entered  the  general  circula- 
tion, and  is  therefore  much  more  likely  to  result  from  subcutaneous  or 
submucous  injection,  than  from  swabbing  or  spraying.  In  the  cases 
recorded  in  Dr.  Levy's  paper,''  and  elsewhere,  the  former  methods  are 
stated  to  have  been  used  in  all  but  one  instance,  when  spraying  was  done. 

AVhatever  view  may  be  taken  of  the  part  played  by  chloroform  in 
these  disasters,  it  can  onlv  be  regarded  as  a  predisposing  and  contribut- 
ing cause,  the  adrenalin  injection  being  the  exciting  and  principal  one. 

I  have  no  dislike  to  packing  before,  or  even  during,  an  operation  for 
which  I  am  giving  a  general  anoesthetic  ;  on  the  contrary,  I  recommend 
it,  for  not  only  is  lileediug  anil  couseijuent  disturbance  checked  by  the 
adrenalin,  but  as  painful  and  other  impressions  from  the  periphery  are 
reduced  or  aiunilled  by  the  cocaine,  there  is  less  liability  to  shock,  and 
by  their  combined  action  less  anaesthetic  is  needed.  I  should,  however, 
protest  strt)ngly  against  submucous  injection,  and  1  l)elieve  most,  if  not 
all,  anaesthetists  would  do  the  same. 

I  am. 

Yours  faithfully, 

12,  Clifton  Hill,  J.  D.  Mortimer. 

St.  John's  Wood,  N.'W.  ; 
February  7,  1916. 

'  See  JouRN,  OF  Laryngol,  Ehinol.,  and  Otol.,  February,  1916,  p.  40. 

'  E.  g..  The  Lancet,  July  18,  1914. 

■*  Hence  conniienciug  arterio-sclerosis  is  possibly  a  "  protective  reaction  of  the 
organism  "  intended  to  spur  a  heart  already  failing.  Thus  do  we  wander  in 
doubt ! 

'  Brit.  Mai.  Jourii..  September  II,  1912. 
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ATROPHIC    RHINITIS    fOZffiNA)    AND   TUBERCULOSIS. 

I. 

By  Dan  McKenzie. 

In  December,  1910,  a  patient  came  to  the  Central  London 
Throat  and  Ear  Hospital  with  lupus  erythematodes  of  both  auricles. 
Mr.  Stuart-Low,  whose  case  it  was,  very  kindly  showed  it  to  me, 
as  it  is,  of  course,  unusual  for  lupus  erythematodes  to  affect  the 
skin  of  the  ear.  What  interested  me,  however,  was  not  so  much 
the  rarity  of  the  site  of  incidence  as  the  curious  resemblance  I 
saw  in  the  skin  disease  in  this  situation  to  atrophic  rhinitis  in  the 
interior  of  the  nose  :  the  presence  of  crusts,  for  example ;  the 
symmetry — both  auricles  being  affected  just  as  both  nostrils 
usually  are  ;  the  absence  of  ulceration;  the  chronicity;  and,  more 
than  all,  the  undoubted  fact  that  the  disease  had  produced  an 
unmistakable  thinning  or  atrophy  of  the  auricular  cartilages. 

It  may  possibly  be  objected  that  resembhinces  such  as  these  are 
merely  superficial,  if  not,  indeed,  half  fanciful,  and  I  am  quite 
ready  to  admit  the  validity  of  such  an  objection,  since,  were  there 
any  direct  relationship  between  the  two,  we  should  frequently  find 
ozasna  in  the  inside  of  the  nose  associated  with  lupus  ei-ythematodes 
on  the  outside  of  the  nose,  a  combination  I  have  never  yet  either 
seen  or  heard  of.  And  yet  both  of  these  diseases  are,  separately, 
by  no  means  uncommon  aiiections  of  the  ors'an.. 
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It  is  true  that  in  one  case  of  long-standing  atrophic  rhinitis  I 
did  find  several  patches  of  this  skin  disease,  but  they  were  situated 
on  the  cheek  and  under  the  chin,  at  such  a  considerable  distance 
from  the  nose  as  to  negative  any  suggestion  of  direct  extension 
from  the  skin  to  the  nasal  mucosa,  or  vice  versa. 

But  what  this  admittedly  superficial  resemblance  did  do  was  to 
bring  to  my  recollection  the  remarkable  circumstance  that  both  of 
those  diseases,  lupus  erythematodes  and  atrophic  rhinitis,  have  also 
a  deeper  resemblance — a  resemblance  suggesting  family  relation- 
ship, so  to  speak — in  that  both  of  them  are  supposed  to  be  con- 
nected in  some  obscure  and  indefinite  manner  with  a  third  disease. 
And  that  third  disease  is  tuberculosis. 

Object  of  the  Investigation. 

From  this  accident  or  coincidence  sprang  the  investigation 
which  forms  the  subject  of  the  present  series  of  communications, 
and  which  was  undertaken  with  the  object  of  clearing  up,  as  far 
as  possible,  the  doubts  and  obscurities  that  to  this  day  surround 
the  problem  of  the  association  of  atrophic  rhinitis  and  tuber- 
culosis. 

The  first  doubt  we  have  to  clear  up  is,  of  course,  the  question 
of  the  fact.  Tuberculosis  may,  to  be  sure,  be  found  in  company 
with  atrophic  rhinitis  just  as  it  may  be  found  in  company  with 
any  other  disease.  And  so  the  question  we  have  to  determine,  if 
we  can,  is  this  :  Does  tuberculosis  appear  so  frequently  in  com- 
bination with  atrophic  rhinitis  as  to  render  the  suggestion  of  mere 
chance  coincidence  an  insufficient  explanation  of  the  concurrence 
of  the  two  diseases  ? 

Secondly,  assuming  that  we  are  able  to  pi-ove  some  sort  of  link 
between  tuberculosis  and  atrophic  rhinitis,  our  next  task  will  be  to 
ascertain,  if  possible,  what  is  the  nature  of  that  link. 

Thus  the  phthisis  pnlmonalis  found  in  ozjenatous  patients  may 
be  due,  as  most  authorities  seem  to  believe,  to  the  destruction  by 
the  nasal  disease  of  the  physiological  functions  of  the  nose;  or, 
conceivably,  it  may  attend  upon  atrophic  rhinitis  as  it  attends  upon 
dinbetes  and  some  other  wasting  diseases  ;  or,  again,  the  tuber- 
culosis may  pi-ecede  the  ozEena,  and  therefore  be  either  a  predis- 
posing cause,  or  actually  the  exciting  cause  of  the  nasal  disease. 

Definitions  and  Nomenclature. 

These  possibilities  we  shall  consider  in  due  course.  But  before 
proceeding  with   our  inquiries  there   is  one   further  preliminary 
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observation  to  be  made,  that,  namely,  wliicli  concerns  tlie  all- 
important  question  :  What  do  we  mean  by  "  atrophic  rhinitis  "  ? 
Let  me  say  at  once  that,  for  the  purposes  of  this  paper,  I  p  ropose 
to  include  under  this  title  only  those  cases  which  show  atrophy  of 
the  turbinals  with  crust  formation  and  objective  fcBtor.  It  is, 
perhaps,  i-egrettable  that  the  old-fashioned  term  "  ozaina "  has 
been  almost  entirely  dropped  by  English  writers,  because,  although 
syphilis  of  the  nose  was  at  one  time  included  in  that  appellation, 
nowadays  it  is  so  no  longer,  while,  on  the  other  hand,  to  the  name 
"  atrophic  rhinitis  "  different  observ^ers  have  come  to  attach  widely 
different  values,  some  giving  that  name  to  what  others  would  only 
term  "rhinitis  sicca,"  while  a  few,  again,  seem  to  limit  its  applica- 
tion to  such  cases  only  as  show  the  three  distinctive  features  we 
have  just  mentioned.  On  account  of  this  unfortunate  diversity  a 
comparison  of  the  observations  and  experiments  made  by  different 
workers  is  almost  entirely  out  of  the  question,  and  this  applies,  as 
we  shall  see,  with  particular  force  to  many  of  the  statistical  data. 

Moreover,  it  has  been  shown  over  and  over  asrain  that  crust 
formation  and  atrophy,  or  at  least  a  certain  amount  of  atrophy, 
though  without  the  characteristic  fcetor,  ma}"  accompany  genuine 
lupus  as  well  as  syphilis  of  the  nasal  mucosa,  while  a  similar 
condition  may  follow  an  operative  clearance  of  the  ethmoidal 
region  in  purulent  sinusitis.  Now,  in  the  present  investigation  I 
propose  to  leave  on  one  side  all  such  forms  of  secondary  ozeeua  or 
atrophic  rhinitis — if  such  an  epithet  be  permissible — and  to  address 
my  inquiry  solely  to  what  appear  to  be  cases  of  primary  ozaena  or 
atrophic  rhinitis.  (The  terms  "  oztena  "  and  "atrophic  rhinitis" 
I  shall  use  in  this  paper  as  if  they  were  synonymous.) 

Post-mortem  Evidence  of  Tuberculosis  in  Ozaena. 

Adverting  now  to  the  tirst  section  of  our  subject,  the  question 
of  the  existence  of  some  link  or  connection  between  atrophic 
rhinitis  and  tuberculosis,  the  first  observation  we  find  is  that 
patients  with  ozEena  not  infrequently  suffer  from,  and  indeed  not 
infrequently  die  of,  phthisis  pulmonalis.  E.  Frankelin  1882  seems 
to  have  been  the  first  to  make  this  observation.  At  all  events  he 
records  the  fact  that  out  of  six  post-mortem  examinations  made  by 
him  upon  ozsenatous  patients,  five  showed  old  or  recent  signs  of 
pulmonary  tuberculosis.  In  the  same  paper  in  which  this  appeared 
Frankel  drew  attention  to  the  clinical  fact,  now  common  knowledge, 
that  most  patients   with  ozsena  show  a  certain  amount  of  antemia 
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and  deficiency  in  nutrition,  wlierebj'  he  was  led  to  the  belief  that 
the  cause  of  atrophic  rhinitis  was  to  be  sought  for  in  some  general 
dyscrasia.  He  makes  this  furtlier  suggestive  remark  also,  that  in  his 
opinion  the  relationship  between  phthisis  pulmonalis  and  atrophic 
rhinitis  is  this  :  That  consumptives  furnish  a  large  contingent  of 
those  who  suffer  from  atrophic  rhinitis  ("  .  .  .  zicr  Erkrankung  an 
Rhinitis  foetida  ein  grosses  Kontingent  stellen")  and  not  vice  versa. 

That  is  to  say,  Frankel's  opinion  was  that  the  tuberculosis  is 
primary  and  not  secondary  to  the  nasal  disease.  We  shall  return 
to  this  point  later  on. 

Since  Frankel's  time  the  number  of  2}ost-murtem  examinations 
upon  ozsenatous  patients  has  gone  on  increasing,  with  the  result 
that  his  findings  have  been  broadly  confirmed.  According  to  the 
records  in  tlie  literature,  Alexander  tells  us,  out  of  22  j)Ost- 
mortems  upon  ozajnatous  patients  no  fewer  than  15  (or  68  per 
cent.)  were  found  to  have  died  of  phthisis. 

Clinical  Evidence. 

Clinical  investigation  points  in  the  same  direction  as  patlio- 
logical  investigation,  as  Brindel  in  J\Ioure's  clinique  at  Bordeaux  was 
one  of  the  first  to  observe  (in  1897).  And  Alexander,  in  the  paper 
I  have  already  been  quoting  from,  repoi'ts  that  out  of  50  patients 
with  atrophic  rhinitis  he  himself  found  definite  phthisis  in  22 
and  suspected  phthisis  in  7 ;  that  is  to  say,  that  58  per  cent,  gave 
evidence  of  pulmonarj'  tuberculosis.  This  percentage,  we  may 
say,  is  high  compared  with  that  of  many  other  observers,  but  I 
believe  that  if  the  lungs  in  every  case  of  ozasna  were  critically 
examined  and  the  sputum  tested  for  tubercle  bacilli  the  result 
would  surprise  many  who  may  at  present  be  sceptical. 

Evidence  from  Family  History. 

Again,  if,  in  addition  to  pulmonary  tuberculosis — and  this  is  a 
second  point  of  importance — we  extend  our  inquiries  so  as  to 
embrace  other  forms  of  tuberculosis,  particularly  with  reference  to 
the  family  history,  we  shall  probably  find  the  incidence  of  tuber- 
culosis in  cases  of  atrophic  rhinitis  to  be  even  greater  than 
Alexander's  58  per  cent. 

Wiugrave,  writing  in  1894,  said:  "In  37  cases"  out  of  60 
"  I  obtained  a  definite  family  history  of  phthisis  "  .  .  .  "  while 
a  large  number"  (18)  "  gave  a  family  history  of  suppurating 
glands  in  the  neck."     This  is  equivalent  to  61  per  cent,  and  30  per 
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cent,  respectively,  or,  if  the  facts  referred  to  separate  cases 
throughout,  to  91  per  cent. 

Alexander  indeed  quotes  a  hirge  number  of  authors  who  make 
mention  of  the  connection  of  atrophic  rhinitis  with  tuberculosis, 
and  in  most  of  the  cases  it  is  usually  stated  tliat  there  is  a  history 
of  tuberculosis  in  the  family. 

Alexander  himself,  curiously  enough,  does  not  seem  to  have 
commented  in  his  paper  upon  the  family  histories  of  his  own  cases, 
but,  as  the  histories  are  given,  we  can  fill  up  the  gap  for  ourselves. 
The  information  thus  obtained  is  significant  (see  Appendix  I).  Of 
22  phthisical  cases,  16  gave  a  family  history  of  tuberculosis  and 
2  a  family  history  of  oz^na.  This  is,  of  course,  no  more  than  one 
might  expect.  But  what  is  of  much  more  importance  is  this,  that 
of  19  cases  in  which  a  definite  note  is  made  of  no  pulmonary 
tuberculosis  in  the  patient,  7  gave  a  family  lilsfory  of  real  or 
■stispecfed  phlh>sii<,  wliile  3  gave  a  family  history  of  oza?na. 

These  last  numbers,  taken  together  with  the  numbers  of  his 
patients  with  phthisis,  raise  the  percentage  of  tuberculosis  patients 
in  Alexander's  cases  to  72  per  cent,  of  the  whole. 

Other  observers  give  the  following  figures  : 

Clement  F.  Theisen  in  20  cases  of  atrophic  rhinitis  found 
definite  personal  tuberculosis  in  7,  or  35  per  cent.  In  one  of  them, 
besides  the  pulmonary  disease  there  was  otitis  media  with  tubercle 
bacilli  in  the  discharge  from  the  ear.  There  is  no  record  of  the 
family  history. 

Caboche  out  of  39  ozaana  patients  found  16  with  "tuberculous 
antecedents  "- — approximately  41  per  cent. 

Evidence  from  Our  Cases. 

The  cases  with  which  we  are  dealing  in  the  present  paper  fall 
into  two  series  :  first,  those  which  I  examined  myself,  and  second, 
those  which  I  handed  over  to  Dr.  John  Mackeith  at  the  Central 
London  Throat  and  Ear  Hospital  for  examination  and  treatment  by 
tuberculin. 

The  first  list  consists  of  34  cases,  and  these  were  examined 
by  me,  hurriedly,  I  fear,  as  regards  their  anamnesis,  but  more 
particularly  with  regard  to  the  von  Pirc|uet  examination,  the 
results  of  which  will  be  detailed  later. 

In  the  former  examination,  hasty  though  it  was,  no  fewer  than 
20*5  per  cent,  showed  personal  clinical  tuberculosis,  aparc  from 
special  tests  and  family  histories.     They  were  as  follows  : 
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Three  had  decided  phthisis  pulmonalis. 

Two  had  suspected  phthisis  pulmonalis. 

One  had  lupus. 

One  had  tuberculous  eei'vical  glands. 

The  second  group  of  cases,  13  in  number,  examined  with 
greater  care,  the  lungs  being  overhauled  and  the  sputum  tested 
for  tubercle  bacilli  by  Mackeith  and  Wyatt  Wingrave  respectively, 
gave  the  following  results  : 

Four  out  of  13,  or  30"7  per  cent.,  had  signs  of  pulmonary 
phthisis  with  tubercle  bacilli  in  the  sputum. 

We  must  add,  however,  that  some  authors  have  failed  to  obtain 
.similarly  high  figures.  T.  K.  Hamilton,  for  instance,  in  170  cases, 
found  only  6  (3'o  jDer  cent.)  with  phthisis.  So  strikinglj'  divergent 
is  this  result  from  that  of  most  other  investigators  that  I  should  be 
inclined  to  ask  what  that  author  means  by  "  atrophic  rhinitis." 

The  Tuberculin  Tests  in  Ozsena. 

(1)    Vo7i  Pirquet's. 

The  next  part  of  this  section  concerns  the  testing  of  ozasnatous 
patients  with  tuberculin. 

In  the  first  instance  (1910  and  1911),  I  submitted  my  patients 
to  the  tuberculin  cuti-reaction  test  (von  Pirquet),  but,  in  view  of 
the  criticisms  to  which  this  test  became  exposed,  I  abandoned  it 
after  having  tested  33  cases.  The  results,  which  I  give  for  what 
they  are  worth,  are  as  follows  : 

Of  33  patients  with  ozfena,  tested  with  the  von  Pirquet  test : 

Twenty-eight  (i.  e.  85  per  cent.)  responded  positive. 

Four  {i.e.  12  per  cent.)  responded  negative. 

One  {i.  e.  3  per  cent.)  was  doubtful. 
(Three   controls  were  tested.     Of    these,    two    were  positive  and 
one  negative.) 

Befoi'e  going  on  to  discuss  the  value  of  the  von  Pirquet  test 
in  these  cases  I  give  here  the  published  results  of  other  observers 
who  have  tried  it  in  ozasnatous  patients. 

Bilancioni  in  38  patients  found  that — 

Thirteen  (J.  e.  about  34  joer  cent.)  responded  positive. 

Seventeen  (i.e.  about  44  per  cent.)  responded  negative. 

Eight  {i.  e.  about  21  per  cent.)  were  doubtful. 

The  ophthalmo-reaction  has  been  employed  by  Faracci,  of 
Palermo.  Unfortunately  for  our  purposes  he  employed  it  in 
patients  with  "  ethmoiditis  ''  as  well  as  in  patients  with  ozrena,  and. 
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ill  his  report,  he  does  not  seem^  to  have  distinguished  between  the 
two  diseases.  Consequently,  therefore,  his  results  cannot  be 
regarded  as  throwing  very  much  light  upon  the  problem  in  so  far 
as  ozasiia  is  concerned. 

His  numbers  are  : 

Of  53  patients  with  ozasna  and  34  with  ethmoiditis,  87  in  all, 
47  (about  54  per  cent.)  gave  a  positive  ophthalmo-reaction. 

The  drawback,  both  to  the  cuti-  and  to  the  ophthalmo-reactions, 
as  tests  of  the  presence  of  tuberculosis,  is,  as  we  all  know,  the  fact 
that  in  adult  life  the  acquired  immunity,  or  resistance  at  all 
events,  of  most  individuals  against  tubercle  gives  us  a  positive  cuti- 
or  ophthalmo-reaction  whether  there  is,  or  is  not,  at  the  moment 
of  testing,  an  active  tuberculous  focus.  Consequently,  in  adults, 
very  little  reliance  can  be  placed  upon  those  tests.  In  infancy 
and  childhood,  however,  it  is  generally  believed  that  they  are 
more  [trustworthy,  since,  in  young  people,  acquired  immunity  or 
power  of  resistance  has  not  yet  been  generally  perfected  by  the 
presence  of  the  bacillus.  Now,  ten  of  my  patients  were  under  fifteen 
years  of  age,  and  of  these  eight  gave  a  positive  and  two  a  nega- 
tive response  to  von  Pirquet's  test.  So  that,  in  this  series,  if  the 
test  is  of  any  value  in  children,  there  was  evidence  of  the  presence 
of  tuberculosis  in  80  per  cent,  of  the  children  with  ozteiia. 

(2)    TuhercuUn  Hijjmdermic  Test. 

After  I  had  come  to  the  conclusion  that  the  doubtful  value 
of  the  cuti-reaction  rendered  any  further  testing  in  this  way  a 
waste  of  time  and  energy,  I  varied  the  proceedings,  and  sent  the 
patients  to  Dr.  John  Mackeith  in  order  tliat  he  might  (a)  test  them 
with  Koch's  tuberculin  hypodermically — a  test  which  is  admittedly 
more  reliable  than  that  of  the  cuti-  and  ophthalmo-reactions  j  and 
that  he  might  [b]  submit  those  which  reacted  positive  to  the 
further  aud  much  more  severe  test  of  a  therajjeutic  course  of  tuber- 
culin. Of  the  latter  we  shall  speak  in  due  course.  In  the  mean- 
time our  interest  lies  with  the  former. 

Mackeith  follows  the  rigid  methods  of  testing-  and  of  treat- 
ment organised  by  Camac  Wilkinson,  and,  although  these  methods 
may  be  alieady  sufficiently  well  known,  he  is  re-statiug  them  in 
the  paper  which  follows  this  one  in  order  that  other  workers 
who  may  desire  to   repeat  the  test  may  be  able  to  do  so  exactly, 

'  .My  authority  is  the  abstract  in  the  Centralblatt.  f.  Laryng.,  the  original 
paper  not  beincf  obtainable. 
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and  tlius  succeed  in  avoiding  the  confusion  of  results,  wliicli,  as 
we  liave  already  seen,  renders  compaiisons  between  tlie  finding 
of  different  observers  so  difficult  to  make.  In  this  connection, 
for  example,  Caldera,  testiug  60  cases  of  oztena  with  tuberculin, 
obtained  a  positive  reaction  in  14  (23'3  per  cent.)  only.  The  wide 
discrepancy  between  our  results  and  his  must  be  due  either  to  a 
difference  in  our  conceptions  of  atrophic  rhinitis  or  ozajna  ;  or, 
secondly,  to  a  difference  in  the  mode  of  employing  the  tuberculin 
test. 

In  the  17  cases  tested  by  Mackeith  a  positive  reaction  was 
obtained  in  all  save  one  (94  per  cent.). 

The  reaction  affected  the  site  of  injection  and  the  general 
system.  And  besides  in  several  of  the  cases  a  certain  amount  of 
focal  reaction  was  observed  in  the  nose  in  the  form  of  increase  in 
the  amount  of  discharge. 

The  significance  of  a  focal  reaction  in  the  nose  lies  in  this,  that 
ill  the  case  of  definite  tuberculous  lesions  open  to  inspection,  such 
as  sinuses,  fistulas,  and  so  on,  a  reaction  after  a  tuberculin  test- 
injection  is  to  be  expected  at  the  site  of  the  lesion  ;  a  sinus  dis- 
charges more ;  a  fistula  becomes  inflamed.  In  one  of  the  cases 
referred  to  him,  I  must  add,  a  very  decided  focal  reaction  in  the 
nose  was  observed  by  me,  but  subsequently  I  had  to  come  to  the 
conclusion  that  this  was  a  case  not  of  simple  ozEena,  but  of  true 
lupus  of  the  nose.     It  was,  therefore,  excluded  from  our  lists. 

We  shall  recur  to  the  subject  of  the  focal  reaction  in  our  section 
upon  treatment  by  tuberculin. 

It  has  already  been  noted  that  one,  only  one,  of  the  oztsna 
cases  tested  by  Mackeith  gave  a  negative  response  to  the  test- 
doses,  five  in  number  in  this  case.  A  Wassermann  reaction  test 
was  thereupon  made  by  Wyatt  Wingrave,  with  a  "  partial  positive  " 
result,  so  that  in  this  case  the  nasal  lesion  may  have  been  of 
syphilitic  origin. 

Summing  up  the  results  of  our  tests,  then,  I  think  we  may  say 
that,  assuming  the  tests  to  be  reliable,  we  found  that  a  large 
majority  of  the  cases  were  affected  with  tuberculosis.  This  result 
agrees  with  what  we  saw  to  be  the  clinical  and  jmsl-mortevi  findings 
in  cases  of  marked  atrophic  rhinitis. 

Hospital  Statistics. 

Before  concluding  this  section  1  ought,  perhaps,  to  add  that 
there  is  another  source  of  information  which  at  one  time  seemed  to 
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me  as  if  it  might  give  us  some  guidance  as  to  whetlier  or  not  there 
lies  a  vital  connection  between  atrophic  rhinitis  and  tuberculosis. 

In  Great  Britain  of  recent  years  tuberculosis  has  been  mani- 
festing a  definite  and  continued  diminution  in  frequency.  It  is 
obvious,  therefore,  that  if  there  is  any  real  connection  between  the 
two  diseases  our  hospital  statistics  ought  to  show  a  falling-off  also 
in  the  number  of  cases  of  ozajna.  My  firm  personal  conviction  was, 
and  is,  that  atrophic  rhinitis  is  to-day  both  less  common  and  less 
severe  than  it  used  to  be,  sa}-,  ten  years  ago.  But  the  hospital 
statistics  at  my  disposal  do  not  bear  me  out  in  the  matter.  We 
have  to  conteiul  here,  indeed,  with  the  terminological  inexactitude 
of  the  expression  "  atrophic  rhinitis." 

During  the  early  period  when  ozn'ria  was  the  term  employed  at 
the  Central  London  Throat  and  Ear  Hospital  (1884,  1885,  1886), 
the  percentages  of  cases  of  oztena  were  fiom  0"25  to  0'66  of  all  the 
new  cases  that  came  to  the  hospital  in  the  year,  whereas  'after 
1887,  when  the  name  "atrophic  rhinitis  "  replaced  the  older  and 
more  picturesque  title,  the  percentage  shot  up  to  2'1.  And  the 
uumbeis  stood  at  high  levels  until  1910,  when  they  fell  to  I'S  per 
cent.,  at  or  about  which  thej"  have  since  remained. 

In  the  careful  statistics  of  Dr.  Logan  Turner's  clinic  at  the 
Edinburgh  Royal  Infirmary,"  atrophic  rhinitis"  is  divided  up  into 
the  "  non-foetid"  and  the  "  fcetid,"  and  a  separate  division  is  also 
piovided  for  "rhinitis  sicca" — obviously  the  only  possible  method 
of  ensuring  accuracy.  The  percentages  relative  to  the  number  of 
new  patients  per  annum  since  1908  work  out  as  follows  : 


A.E. 

(non-tet) 

id). 

A.E. 

(fcetid). 

1908 

1 

per  cent 

0'8  per  cent 

1909 

1-3 

^ 

1-2 

1910 

0-7 

}J 

1-i 

1911 

1-5 

)» 

U-9 

1912 

U-7 

■  .J 

M 

1913 

1-2 

0-7 

1914 

0-7 

1-3 

So  that  there  has  been  no  change  in  the  j'requency  of  foetid 
atrophic  rhinitis  among  the  patients  attending  the  Edinburgh 
clinic  during  the  last  seven  years. 

These  numbers  are,  however,  of  interest  and  perhaps  of  value 
for  another  reason.  They  show  that  the  average  percentage  of 
ozfena  cases  among  the  patients  that  come  to  a  throat  and  ear 
clinic  is  about  1.  This  piece  of  information  we  shall  make  use  of 
iu  a  later  section. 


186  The  Journal  of  Laryngology,  [May,  i9i6. 

Summary. 

We  have  now  reached  the  end  of  the  first  portion  of  our  inquiry, 
that,  namely,  which  was  undertaken  with  the  object  of  determining 
wliether  or  no  any  real  link  or  relationship  could  be  shown  to  lie 
between  atrophic  rhinitis  and  tuberculosis,  other  than  what  might 
be  mere  accident  or  coincidence.  Let  vis  summarise  the  facts  for 
and  against  the  existence  of  such  a  link. 

For  : 

(1)  In  the  majority  (68  per  cent.)  of  poi<t-raorteiii  examinations 
upon  oztenatous  patients,  pulmonary  tuberculosis  was  found  to  be 
present. 

(2)  Clinical  examinations  of  ozeenatous  patients  revealed  mani- 
fest personal  tuberculosis  in  fi"om  20  per  cent,  to  58  per  cent,  of 
the  cases. 

(8)  The  family  history  of  oza^natou.s  patients  showed  the 
existence  of  family  tuberculosis  in  from  46  per  cent,  to  90  per 
cent,  of  the  cases. 

(4)  The  von  Pirquet  reaction  was  positive  in  80  per  cent,  of  my 
cases  under  fifteen  years  of  age. 

(5)  The  tuberculin  (hypodermic)  test  was  positive  in  94  per 
cent,  of  the  cases  tested. 

Against  -. 

(1)  T.  K.  Hamilton  found  jihthisis  in  o'b  per  cent,  only  of 
ozajnatous  cases. 

(2)  Bilancioni  found  fehat  only  34  per  cent,  of  oza^natous  cases 
responded  positive  to  the  cuti-reaction  test. 

(3)  Caldera  obtained  a  positive  reaction  with  the  tuberculin 
(hypodermic)  test  in  23'3  per  cent,  of  cases  only. 

We  have  alreadj'  commented  upon  Hamilton's  results  and 
would  merely  add  that  they  are  very  much  less  than  those  of 
nearly  all  other  observers.  And  with  this  exception  it  is  generally 
agreed  bj'  the  writers  on  the  subject  that  ozajnatous  patients  do 
frequently  suffer  from  phthisis  pulmonalis  or  other  forms  of 
tuberculosis,  and  that  the  taint  of  tuberculosis  can  frequently  be 
traced  in  their  families. 

Thus  the  only  real  criticism  that  can  be  levelled  against  the 
facts  favouring  the  belief  in  a  link  between  ozaana  and  tuberculosis 
has  reference  to  the  reliability  of  the  tuberculin  tests  and  to  the 
percentages  of  positive  reactions  in  our  testing. 

Tlie  question  of  the  reliability  of  the  von  Pirquet  test  we  have 
already  mentioned  and  discussed.     Now,  the  discrepancy  between 
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Mackeith's  and  Caldera's  results  in  the  use  of  the  tuberculin  hypo- 
dermic test  (as  94  per  cent,  is  to  23'3  per  cent.)  may  suggest  the 
unreliability  of  this  test  also.  As  to  the  probable  reasons  for  this 
disagreement  I  have  already  expressed  my  opinion,  and  in  any  case 
we  may  be  pardoned  if  we  regard  our  own  results  as  more  valid  in 
our  eyes  than  the  results  of  others^  particularly  when  we  find  that 
our  results  are  by  no  means  isolated  phenomena,  but  are  facts 
which  fall  into  line  with  the  'pofit-mortt^m  and  clinical  data  we  have 
already  given.  For,  however  sceptical  one  may  feel  regarding 
the  significance  of  these  tests  for  tuberculosis,  he  is  nevertheless 
still  faced  with  those  post-mortem  and  clinical  indications  of  the 
presence  of  tuberculosis  in  the  background  of  oztena. 

Consequently,  therefore,  viewing  the  matter  as  a  whole,  there 
can,  I  think,  be  no  doubt  that  an  unbiassed  consideration  of  all  the 
f.icts  must  inevitably  lead  to  the  conclusion  that  between  ozaena 
and  tuberculosis  there  does  exist  a  connection,  or,  in  other  words, 
that  the  two  diseases  are  linked  together  in  some  kind  of  causal 
relationship. 

The  Nature  of  the  Link. 

There  are  two  alternatives.  First,  the  presence  of  ozaena  may 
lead  to  tuberculosis;  or,  secondly,  the  presence  of  tuberculosis 
may  lead  to  ozieiia. 

Now,  then,  do  the  facts  at  our  disposal  enable  us  to  decide 
which  of  those  alternatives  is  the  correct  one  ? 

Does  Ozsena  lead  to  Tuberculosis? 

Although,  as  we  have  seen,  not  the  oldest,  that  the  nasal  disease 
predisposes  to  tuberculosis  is  the  simplest,  and  so  far  the  most 
widely  accepted  theory.  Indeed,  it  is  almost  universally  accepted 
nowadays.  And  what  can  be  more  natural  than  to  suppose  when 
phthisis  jiulmonalis  is  found  in  an  oza?natous  patient  that  the 
lung  diseiise  must  be  secondary  to  the  nasal  disease,  and  due  to  the 
abolition  of  the  normal  warming,  filtering,  and  moistening  of  the 
inspired  air,  together  with  the  destruction  by  oza?na  of  the  bacte- 
ricidal action  of  the  nasal  mucosa  ?  Partly,  it  is  supposed,  on  this 
account,  and  partly  because  of  the  extension  of  the  ozasnatous 
disease  process  into  the  larynx  and  trachea,  whereby  septic  bron- 
chitis is  set  up,  it  is  easier  for  tubercle  bacilli  to  reach  the  lungs 
from  the  atmospheric  air,  and  when  they  do  reach  the  lungs  it  is 
easier  for  them  to  settle  down  there  than  it  is  when  the  upper  air 
passages  are  healthy. 
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All  the  same,  this  theory,  albeit  at  first  sight  so  simple  and 
attractive,  is  nevertheless  open  to  several  rather  serious  objections. 

First  of  all,  it  fails  to  explain  straight  away  the  cases  in  which 
tlie  tuberculosis  affects  not  the  lungs,  but  the  bones,  the  cervical 
glands,  or  the  skin.  To  meet  those  cases  we  may,  however, 
assume  that  the  tubercle  bacilli  are  deposited  in  the  nasal  chamber 
and  pass  through  the  tissues  to  reach  the  glands,  the  bones,  or  the 
skin,  as  the  case  may  be. 

But  the  chief  difficulty  in  believing  that  it  is  ozajna  that  is 
primary  lies  in  the  existence  of  tuberculosis  in  the  ozaenatous 
patient's  family.  We  saw  when  we  were  discussing  the  family 
history  in  a  former  section  that  of  19  non-phthisical  ozEena 
patients  7,  or  37  per  cent.,  gave  a  family  history  of  tuberculosis. 
Now,  it  is  easy  to  conceive  of  ozfeua  leading  to  phthisis  pulmonalis 
or  cervical  gland  tuberculosis  in  the  patient  himself;  but,  after  all. 
ozajna  in  one  brother's  nose  can  scarcely  produce  jihthisis  in 
another  brother's  lungs.  AVe  must  be  able  to  point  to  one  factor 
in  the  situation  capable  of  governing  both  the  patient  and  his 
family. 

One  explanation  that  might  be  put  forward  to  dispose  of  this 
difficulty  runs  as  follows  :  Atrophic  rhinitis  leads  to  tuberculosis ; 
atrophic  rhinitis  runs  in  families ;  so  that  when  we  hear  of  a  near 
relative  of  an  ozasna  patient  as  suffering  from  tuberculosis,  the 
meaning  of  that  is  that  the  relative  also  had  suffered  from  ozEena, 
and  that  his  tuberculosis,  like  the  patient's,  was  secondaiy  to  oztena. 
(For  a  case  illustrating  this  contention,  see  Appendix  II,  Case  3.) 

This  reasoning  is  ingenious,  but  as  a  general  apjjlication  un- 
convincing. 

To  begin  with,  while  it  is  true  that  ozfena  does  sometimes  affect 
two  or  more  members  of  a  family,  I  am  sure  ihat  this  circumstance 
is  lare,  much  more  rare  than  the  tuberculosis  is  in  these  families. 
Alexander,  for  examjile,  mentions  it  only  4  times  in  his  50  cases, 
and  I  met  with  it  only  3  times  iu  my  34.  Again,  when  I  have 
inquired  into  this  point  I  have  always  been  told,  save  in  the  single 
case  mentioned  at  the  end  of  the  last  paragraph,  that  the  tuber- 
culous relative  had  not  suffered  from  ozasna.  Now,  ozasna  is  a 
disease  which  declares  its  presence  so  plainly  to  the  other  members 
of  a  family  that  if  it  did  precede  tuberculosis  I  am  sure  we  should 
hear  more  about  it.     (See  Appendix  II,  Cases  7  and  24.) 

Thus  the  theory  that  the  ozaena  always  precedes  and  pre- 
disposes to  the  tuberculosis  is  negatived  by  the  existence  of  a 
familv  historv  of  tuberculosis  in  so  nianv  cases  of  ozaena. 
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Does  Tuberculosis  lead  to  Ozaena? 

We  come  next  to  tlie  second  possibility — that  the  tuberculosis 
is  the  primary  disease  and  that  it  predisposes  to  the  ozffina. 

If  it  is  the  tuberculosis  that  is  primary  to  the  oza?na,  one  very 
important  indication  of  that  circumstance  we  should  expect  would 
be  the  frequent  occurrence  of  ozffina  in  phthisical  patients. 

In  this  connection  it  is  interesting  to  note  that  AJexandei',  whose 
paper  we  have  been  cjuoting  from  so  often,  had  his  attention  first 
drawn  to  this  subject  by  the  casual  remark  of  a  physician  attached 
to  a  tuberculosis  sanatorium,  that  among  his  patients  he  had 
observed  many  suffering  from  ozsena.  Doubtful  of  the  accuracy 
of  this  observatiou,  Alexander  thereupon  determined  to  investigate 
the  matter  for  himself.  First  of  all  he  examined  111  patients  in 
a  sanatorium  for  phthisis,  and  was  unable  to  find  a  single  one  with 
true  oza3na.  Four  patients,  hoAvever,  who  showed  signs  of  healed 
atrophic  rhinitis,  gave  a  history  of  active  ozsna  some  years  pre- 
viously, while  six  showed  atrophy  but  no  other  sign  of  ozasna, 
present  or  past.  In  another  institution  Alexander  found  only  one 
typical  case  of  ozajna,  in  a  patient,  aged  eighteen,  while  two  others, 
ao-ed  twenty-four  and  thirty-four,  showed  healed  atrophic  rhinitis. 
In  all  200  patients  were  examined,  and  of  these  only  7,  or  3"o  per 
cent.,  showed  signs  of  true  atrophic  rhinitis.  The  rate  being  so 
low,  Alexander  concludes  that  phthisis  cannot  be  a  common 
precursor  of  atrophic  rhinitis. 

But,  unless  he  knew  the  relative  proportion  of  cases  of  atrophic 
rhinitis  to  the  general  population,  such  a  conclusion  was  premature. 
Now,  in  a  former  section  I  showed  that  the  relative  proportion  of 
ozaena  cases  among  patients  coming  to  a  throat,  nose,  and  ear  clinic  is 
only  about  1  percent.,  and  when  it  is  recalled  that  these  are  special 
nose  patients  selected  from  a  large  community,  then  it  becomes 
clear  that  the  proportion  of  ozsena  cases  in  the  general  population 
must  be  much  less  than  1  per  cent.,  and  very  much  less  than  3"5 
per  cent.,  the  proportion  among  phthisis  patients.  Thus  we  reach, 
on  his  own  figures,  a  conclusion  diametrically  opposite  to  that  of 
Alexander. 

In  pursuance  of  this  branch  of  the  inquiry,  I  have  examined  a 
series  of  cases  of  phthisis  pulmonalis  among  the  patients  attending 
the  out-patient  department  of  the  Mount  Vernon  Hospital  for  Con- 
sumption in  Fitzroy  Square,  London.  For  permission  to  make  use 
of  this  valuable  material  I  am  indebted  to  the  kind  interest  of  my 
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friead  Dr.  J.  Coubro  Potter,  Laryngologist  to  that  hospital,  and  to 
Dr.  Halls  Dally  and  Mr.  E.  G.  Reeve,  also  of  the  same  hospital. 

In  all  102  patients  were  submitted  to  examination  witli  a  view 
to  ascertaining  whether  they  were  suffering,  or  wliether  they  ever 
had  suffered,  from  ozasna. 

The  results  in  general  were  so  interesting,  apart  from  the  special 
topic  of  ozsena,  that  I  may  be  pardoned  if  I  digress  a  little  from  the 
main  line  of  the  inquiry  in  order  to  detail  them  in  full. 

The  most  striking  finding  was  the  existence  of  simple  atrophy 
of  the  inferior  turbinals,  which  I  found  in  no  fewer  than  42  out  of 
the  102  cases,  and  in  five  of  these  the  atrophy  was  extreme.  It  is 
necessary  to  state  that  this  atrophy  bore  no  resemblance  whatever 
to  atrophic  rhinitis  or  ozaena,  even  when  the  condition  was 
pronounced.  As  a  rule  the  atrophy  was  most  marked  in  the 
advanced  cases,  and  I  observed  that,  with  a  few  exceptions,  the 
longer  the  phthisis  had  been  in  existence,  the  more  cousiderable 
was  the  atrophy. 

This  shrivelling  up  of  the  inferior  turbinals  is  probably  nothing 
more  than  part  and  parcel  of  the  general  emaciation  of  pulmonary 
tuberculosis. 

Ten  out  of  the  102  cases  showed  purulent  ethmoiditis,  and  in  two 
of  those  atrophy  of  the  inferior  turbinals  co-existed  with  the 
polypoid  hypertrophy  of  the  middle  turbinals. 

Turning  now  to  ozaena,  I  reckoned  that,  exclusive  of  doubtful 
and  merely  suspicious  cases,  two  gave  a  history  of  ozsena  in  former 
years,  while  I  regarded  two  more  as  being  definitely  the  subjects 
of  active  oztena  of  a  mild  type  (see  Appendix  III).  It  is  worthy 
of  note  that  this  number  (4  out  of  102  cases)  is  almost  identical 
with  Alexander's  S'o  per  cent. 

Further  information  on  this  point  is  necessary  before  we  can 
speak  with  assurance,  but  as  far  as  we  have  gone  we  may  say 
that  ozajna  really  does  seem  to  be  more  frequent  among  phthisical 
patients  than  in  the  general  populace. 

We  proceed  now  to  deal  with  various  other  items  in  the  general 
natural  history  of  ozasna  in  order  to  see  what  information  bearing 
Tipon  the  point  under  discussion  they  afford  us. 

Tuberculin  Treatment. 

We  shall  begin  by  considering  the  results  of  Mackeith's  treat- 
ment of  atrophic  rhinitis  by  tuberculin,  an  experimental  therapy 
which  was  the  natural  outcome  of  the  discovery  that  the  reaction 
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of  an  ozajnatous  patient  to  the  test-dose  of  tuberculiu  was  nearly 
always  positive. 

Quite  apart  from  its  bearing  upon  the  main  line  of  our  investiga- 
tion, this  part  of  the  subject  is,  of  course,  interesting  from  the 
practical  standpoint  of  the  treatment  of  atrophic  rhinitis. 

The  tuberculin  treatment  was  carried  out  entirely  by  Dr. 
Mackeith.  As  a  rule,  from  the  time  I  sent  him  the  case  until  tiie 
course  was  ended,  I  never  saw  it.  From  the  descri])tion  of  the 
treatment  in  his  paper,  tlie  reader  will  see  that  to  undertake  and 
to  carry  out  the  long  and  tedious  work  of  a  course  of  tuber- 
culin in  as  many  as  13  cases,  reflects  great  credit  upon  his  patience 
and  enthusiasm.  The  treatment  calls  for  the  most  watchful  care 
both  on  the  part  of  the  doctor  and  of  the  patient,  and  it  occupies 
so  much  time  that  the  number  of  cases  one  man  can  take  charg-e 
of  is  strictly  limited. 

The  results  in  the  13  cases  so  treated  were  : 

Great  improvement  in  7. 

Improvement  in  3. 

Improvement,  followed  by  relapse,  in  2. 

Treatment  of  no  avail  in  1. 

By  "  improvement "  we  mean  disappearance  of  foetor,  dis- 
appearance or  great  diminution  in  crust  formation,  and  finally, 
reduction  in  the  amount  of  discharge.  Several  of  the  patients 
volunteered  the  information  that  their  sense  of  smell  had  returned 
or  was  very  much  improved.  (Summaries  of  the  case-histories  will 
be  found  in  Mackeith's  paper.) 

In  one  or  two  of  the  cases  the  change  for  the  better  was  so 
great  that  I  was  tempted  to  use  the  word  "  cure,"  but  experience 
has  shown  us  that,  although  a  considerable  amount  of  improvement 
seems  to  be  permanent,  there  is  nevertheless  a  tendency  for  the 
cases  to  slip  back  a  certain  extent  after  the  treatment  is  stopped. 
But  nearly  all  the  patients  declare,  even  after  the  lapse  of  a  year, 
that  they  are  very  much  better  than  they  were  before  the  tuber- 
culin treatment  was  begun. ^ 

With  regard  to  the  quantity  of  discharge  a  note  of  qualification 
is  necessary.  We  saw,  in  discussing  the  effects  of  the  test-dose, 
that  a  certain  degree  of  what  might  be  called  focal  reaction  in  the 
nose  was  apparent  in  an  increase  in  the  quantity  of  nasal  discharge. 
Now,  the  same  phenomenon   was  observed  and   noted  in  several 

1  Some  of  these  patients  were  exhibited  at  the  Demonstration  of  Cases  at  the 
Central  London  Throat  and  Ear  Hospital,  on  the  occasion  of  the  International 
Congress,  London,  1913. 
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cases  during  the  course  of  the  tubereiiliii  treatment.  As  tlie  course 
came  near  to  its  end,  liowever,  and  especially  after  it  was  stopped, 
diminution  in  the  quantity  of  discharge  was  noted  in  the  cases 
which  underwent  improvement. 

Not  the  least  welcome  effect  of  the  treatment  consisted  in  the 
enormous  improvement  that  took  place  in  the  general  condition  of 
the  patients.  To  the  flabbiness  and  angemia  of  ozsenatous  patients 
many  writers  have  drawn  attention,  some  of  them  (Frankel,  Kyle) 
arguing  therefrom  that  some  constitutional  dyscrasia  must  precede 
and  give  rise  to  the  nasal  disorder.  But  we  must  remember  that 
the  constitutional  symptoms  may  just  as  likely  be  the  effect  of 
toxic  absorption  from  the  disease  areas  in  the  nose.  Such 
theorising  apart,  I  have  again  and  again  been  amazed  at  the  change 
that  followed  the  institution  of  the  tuberculin  treatment — pallid 
faces  became  rosy  and  red-lipped  ;  languid,  anaemic  girls  became 
buxom  and  energetic  with  a  rapidity  and  completeness  such  as  I 
had  never  before  seen  in  oztena  with  any  other  method  of  treat- 
ment. It  was  like  the  transformation  in  an  anannic  patient  after  a 
long  sea  voyage.  Evidently,  whatever  the  reason  may  be,  we  had 
in  tuberculin  a  tonic  of  extraordinary  potency. 

The  striking  improvement  in  the  condition  of  the  nose  from  the 
use  of  tuberculin  may  be  explained  in  one  of  two  ways.  First,  the 
beneficial  action  of  the  remedy  upon  some  underlying  tuberculous 
lesion  or  lesions  may  be  responsible.  Or,  secondlj',  the  general 
tonic  effect  of  the  tuberculin,  apart  from  any  specific  influences, 
may  lead  to  an  improvement  in  the  nose. 

Candidly  and  with  every  desire  to  give  due  weight  to  possibili- 
ties other  than  those  connected  with  the  tuberculosis  factor  in  the 
case,  I  must  admit  that  something  seems  to  happen  in  these  cases 
that  cannot  be  explained  as  the  result  of  a  general  tonic. 

Stress  must  be  laid  upon  two  points,  however,  in  estimating 
the^therapeutic  (as  distinct  from  the  theoretic)  value  of  tlie  tuber- 
culin treatment  in  ozeena.  The  first  is  that  the  cases,  as  we  have 
seen,  show  a  tendency  to  relapse  after  the  treatment  is  stopped ; 
and  the  second  is  that  the  method  is  extremely  tedious  both  from 
the  doctor's  and  from  the  patient's  point  of  view. 

The  fact  that  the  tuberculin  treatment  did  not  completely  cure 
the  ozasiia  is,  of  course,  no  reason  for  denying  that  it  exercises  a 
specific  action  upon  the  disease-process  in  the  nose.  Atrophic 
rhinitis  must,  at  the  best,  be  always  difficult  of  cure,  so  profound 
ai'e  the  pathological  alterations  in  structure,  and  the  distinct 
improvement  that  followed  the  use  of  the  tuberculin — a  result  it  is 
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impossible  to  gainsay — is  a  fact  of  considerable  importance  in  oui- 
argument.  It  should  be  remembered  also  in  this  connection  that 
tuberculin  may  fail  to  cure  phthisis  pulmonalis,  and  yet  nobody 
would  on  that  account  be  inclined  to  deny  that  that  was  a  tuber- 
culous disease. 

Thus  we  claim  that  the  results  of  the  tuberculin  treatment  lend 
support  to  the  belief  that  tuberculosis  plays  an  important  rule  in  the 
evolution  of  ozEena.  For,  if  the  tuberculosis  were  secondary  to  the 
oza3na,  the  tuberculin  might  perhaps  effect  an  impi'ovement  in 
the  patient's  general  condition,  but  it  could  have  little  or  no 
influence  upon  the  nasal  disease. 

How  may  Tuberculosis  induce  Ozaena? 

Our  argument  has  now  bi-ought  us  to  the  point  that  ozaena  is  in 
some  way  a  manifestation  and  a  product  of  tuberculosis.  There 
remains  to  be  debated  the  question  as  to  the  method  by  which 
tuberculosis  may  induce  ozajna. 

We  may  say,  to  begin  with,  that  ozaena  is  a  local  reaction  to  the 
toxins  of  the  tubercle  bacillus,  located  either  (a)  in  the  nose  or 
(b)  somewhere  else  in  the  body. 

First  of  all,  then,  is  ozsena  due  to  the  presence  of  the  tubercle 
bacillus  in  the  tissues  of  the  nose  ? 

For  an  answer  to  this  question  we  go  to  the  bacteriologist  rather 
than  to  the  histologist — if  we  may  for  a  moment  sunder  those  two 
offices.  For,  apart  altogether  from  the  microscopical  characters  of 
the  changes  in  the  tissues,  if  the  bacteriologist  informs  us  that 
the  tubercle  bacillus  is  an  invariable  inhabitant  of  the  nose  of 
ozEena,  then,  in  view  of  the  clinical  facts  we  have  just  become 
acquainted  with,  we  shall  be  compelled  to  revise  our  ideas  of  the 
form  which  the  tissue  reaction  may  take  to  that  organism. 

I  have  no  intention  of  going  fully  into  the  bacteriology  of 
atrophic  rhinitis.  The  subject  is  too  vast.  But  it  is  necessary  for 
our  purposes,  nevertheless,  to  make  a  brief  allusion  to  prevailing 
views. 

Of  the  many  organisms  that  flourish  in  the  ozaenatous  nose, 
three  are  of  importance,  one  of  which  has  been,  while  another  still 
is,  claimed  to  be  the  causa  causans  of  atrophic  rhinitis.  These  are 
the  Abel-Loewenberg  and  the  Perez  bacilli. 

Abel  first  described  the  bacillus  known  by  his  name  (or  by  his  and  Loewen- 
berg's  name)  in  1893.  He  called  it  the  Bacillus  mucosus  ;  but  it  is  not  identical 
with  the  dreaded  Streptococcus  mucosus  of  ear  suppuration.     Abel  and  many  other 
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workers  believed  it  to  be  the  cause  of  ozaena,  and  Porter,  recently,  using  a  vaccine 
prepared  from  cultures  of  the  Abel  bacillus,  reported  benefit  from  its  administration. 
Tiie  Perez  bacillus  was  first  described  by  Perez  in  1899.  It  is,  he  believes, 
quite  different  from  the  Abel  bacillus.  Inoculation  experiments  upon  animals  are 
reported  to  have  produced  changes  in  the  nose  resembling  atrophic  rhinitis  in 
man,  and  Hofer,  Kofler,  and  Brown-Kelly  have  tried  vaccines  of  this  organism 
and  claim  successes.  According  to  Wingrave,  however,  the  Perez  bacillus  "  is  a 
streptococcus  (bacillus)  indistinguishable  from  the  cocco-bacillus  coryza;  so  common 
in  our  catarrhal  films.  It  is  called  foetid  us  from  its  culture  stench,  and  occurs  in 
every  catarrh — nasal  and  bronchial  "  (epistolary  communication.  See  also  his 
article  later). 

The  Acid-fast  Bacillus  of  Ozaena. 

Thirdly,  there  arises  for  our  consideration  tlie  acid-fast  bacillus 
found  in  large  numbers  in  the  crusts  of  ozEena.  It  is  a  fact,  of 
course,  that  the  presence  of  this  organism  has  long  been  known, 
but  it  has  hitherto  been  looked  upon  as  an  accidental  feature  in  the 
floral  landscape  of  the  ozEenatous  nose,  most  writers  being  careful 
to  insist  that  it  must  not  be  mistaken  for  the  tubei-cle  bacillus. 
For  the  opinion  that  this  acid-fast  bacillus  is  distinct  from  the 
bacillus  of  tuberculosis  lias  been  long  and  extensively  held.  But, 
in  view  of  the  findings  and  considerations  I  have  been  detailing,  it 
became  evident  to  us  that  the  nature  of  this  organism  should  be  very 
carefully  scrutinized,  and  its  character  determined  once  and  for  all, 
if  possible. 

With  this  object  a  series  of  investigations  and  experiments  with 
cultures  and  animal  inoculations  have  been  undertaken  under  the 
guidance  of  Wyatt  Wingrave,  the  results  of  which  will  be  detailed 
in  a  later  paper.  It  is  not  my  intention,  nor,  indeed,  is  it  necessary 
for  our  purposes,  to  forestall  the  contents  of  his  paper  further  than 
to  say  that  the  findings  tend  to  indicate  that  the  acid-fast  bacillus 
found  in  ozajna  may  be  actually  a  modified  form  of  the  tubercle 
bacillus,  modified  in  the  direction  of  attenuation  of  virulence. 

I  may  add  that  for  some  little  time  past  I  have  made  it  a  rule, 
in  order  to  test  the  value  of  the  findings,  to  send  to  Wingrave  for 
examination  the  nasal  discharges  and  crusts,  not  only  of  oza3na,  but 
also  of  other  nasal  diseases,  without  informing  him  of  the  source  of 
the  specimen.  In  the  cases  so  far  tested  in  this  manner  the  acid- 
fast  bacillus  has  been  invariably  reported  in  the  crusts  of  genuine 
active  ozfena,  while  it  has  not  yet  been  once  found  by  him  in  any 
other  nasal  disease;  not  even  in  the  atrophic  rhinitis  following 
extensive  sinus  suppuration  and  operation. 

One  case  which  I  naturally  regarded  as  crucial  was  that  of  a  man,  aged  thirty- 
one,  with  a  purulent  ethmoiditis  which  dated  back  to  childhood.     There  were  signs 
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suggestive  of  pulmonary  tuberculosis,  and  the  sputum  contained  tubercle  bacilli. 
But  no  acid-fast  bacilli  were  found  in  crusts  from  the  nose. 

I  have  obtained,  on  the  other  hand,  a  positive  report  in  children 
as  young  as  seven  and  eight  years  who  were  clinically  regarded  as 
suffering  from  ozasna,  and  I  should  like  to  record  here  my  opinion 
that  ozaena  (atrophic  rhinitis  with  fcetor)  is  a  specific  disease  and 
diagnosable  as  such  from  its  inception  in  the  individual. 

The  acid-fast  bacillus  seems  to  be  present  only  during  the  active 
stages  of  the  disease.     In  healed  cases  the  organism  was  not  found. 

Significance  of  the  Acid-fast  Bacillus. 

Assuming  now,  for  the  .sake  of  argument,  that  the  acid-fast 
Ijacilhis  of  ozEena  is  identical  with  the  tubercle  bacillus,  the  next 
problem  to  be  attacked  is  :  What  influence  has  this  bacillus  upon 
the  pathogenesis  of  the  disease  ?  Is  it  a  factor  in  the  setiology,  or 
is  its  presence  a  pure  accident  ? 

It  must  be  admitted  a  priori  that  the  presence  of  the  tubercle 
bacillus  is  not  the  same  thing  as  the  presence  of  the  disease  tuber- 
culosis. The  microscopic  picture  of  the  tissues  in  oza3na  does  not 
show  giant-cell  systems.  And  further,  Wingrave  has  not  been 
able  to  demonstrate  the  acid-fast  bacillus  in  the  tissues  of  the 
ozEenatous  nose.     It  is  only  found  in  the  crusts  and  discharges. 

Having  had  the  opportunity  of  removing  large  tonsils  in  a  child  of  seven,  with 
clinical  evidence  of  ozsena  and  with  acid-fast  bacilli  in  the  crusts,  I  sent  the 
tonsils  to  Wingrave  for  examination.  Acid-fast  bacilli  were  not  found  in  the 
tonsils — an  important  result  in  view  of  the  fact  that  the  tonsils  may  be  regarded 
as  the  lymphatic  glands  of  the  nasal  mucous  membrane. 

(This  failure  to  penetrate  the  mucosa  seems  to  be  characteristic 
of  all  the  organisms  in  the  nose  of  ozsena.) 

So  much,  then,  may  be  said  for  the  opinion  that  the  acid-fast 
bacillus,  even  granting  its  relationship  to  the  tubercle  bacillus,  has 
no  influence  upon  the  production  of  ozaena. 

On  the  other  side,  however,  there  are  several  considerations  that 
may  be  urged. 

To  begin  with,  the  absence  of  "  tubercles " — of  giant-cell 
systems— does  not  absolutely  negative  all  connection  between  the 
tubercle  bacillus  and  certain  diseases.  In  other  diseases,  recently 
dubbed  "  pai-a-tuberculous,"  which  we  shall  consider  in  a  moment, 
a  similar  absence  of  giant-cell  systems  is  remarked.  That  is  to  say 
that  the  reaction  of  the  living  tissues  to  tliis  organism  may  assume 
different  forms.  And,  if  so,  it  is  possible  that  one  of  the  forms 
may  be  the  lesion  visible  in  atrophic  rhinitis. 
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We  may  say  for  the  organism  that  it  lives  in  the  nasal  chamber, 
but  not,  so  far  as  has  been  proved,  within  the  tissues  of  the  nose, 
and  that,  possibly,  the  atrophy  and  the  metamorphosis  of  epithelium 
characteristic  of  the  disease  are  due  to  absorption  of  the  toxins 
through  the  mucous  surface.  It  may  be  remarked  that  the 
intensity  of  the  changes  diminishes  from  the  surface  to  the  depths 
of  the  nasal  tissues. 

Animal  experiments  support  the  finding  that  this  organism  does 
not  penetrate  the  tissues  in  ozaena.  Cabocheinoci;lated  fragments 
of  ozEenatous  inferior  turbinals  into  animals,  but  failed  to  induce 
tuberculosis,  and  this  negative  finding  I  can  to  some  extent 
corroborate  from  one  or  two  inoculations  into  guinea-pigs  with 
washed  fragments  of  ozEenatous  inferior  turbinals  which  I  caused 
to  be  made  a  few  years  ago. 

Other  "  Paratuberculous  "  Diseases. 

Now,  atrophic  rhinitis  is  not  the  only  disease  that  seems  to  be  a 
satellite,  as  it  were,  of  tuberculosis.  Two  others  are  known  to 
us;  one  of  the  skin,  lupus  erythematodes ;  and  one  of  the  eye, 
phlyctenular,  or,  as  it  is  frequently  called,  eczematous  conjunc- 
tivitis. 

Neither  of  those  diseases  shows  any  of  the  ordinary  signs  of 
tuberculosis  in  the  structure  of  its  lesions,  any  more  than  atrophic 
rhinitis  shows  giant-cell  systems  enclosing  tubercle  bacilli.  And  yet 
evidence  is  accumulating,  evidence,  as  we  shall  see  in  a  moment, 
of  the  same  kind  as  that  we  have  just  been  considering  in  our 
ozfena  researches,  to  show  that,  although  neither  of  them  is  tuber- 
culous in  the  ordinary  sense,  nevertheless  in  both  of  them  there  are 
certain  collateral  phenomena  which  clearly  indicate  that  in  some 
hitherto  unexplained  fashion  tuberculosis  must  in  some  way  enter 
into  their  causation. 

In  order  to  display  clearly  and  conveniently  the  similarity  they 
bear  in  this  regard  to  oziena  I  shall  detail  those  phenomena. 

Lupus  Erythematodes. 

We  start  with  the  skiu  disease. 

Stelwagen  points  out  that  more  than  two-thirds  of  tlie  cases  of 
lupus  erythematodes  are  found  in  women  between  the  ages  of 
eighteen  and  forty,  but  sometimes  it  appears  earlier  than  that, 
while  children  are  not  infrequently  affected  by  it.  He  might  be 
speaking  of  atrophic  rhinitis  ! 
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Discussing'  the  relationship  of  lupus  erythetnatodes  to  tuber- 
culosis, he  says  : 

"  In  recent  years  there  has  been  a  growing  belief  that  the  eruption  is  an 
expression  of  this  disease  " — tuberculosis — "  and  the  evidence  accumulating  and 
recently  set  forth,  notably  by  Boeck,  following  that  already  formulated  by 
Hutchinson,  Besnier,  Hallopeau,  Darier,  and  others,  has  materially  strengthened 
this  view,  with  which  my  own  clinical  observations  coincide.  In  more  than  a 
majority  "  (sic)  "  of  the  cases  of  the  disseminated  type  reported  tuberculosis  or 
some  suggestive  pulmonary  disease  developed,  rapidly  leading  to  death.  .  . 
In  many  of  the  ordinary  clinical  types  variously  reported  tuberculous  tendencies 
in  the  families  of  patients,  or  the  presence  of  scrofulous  glands  or  other  signs  of 
this  constitutional  state  have  been  noted,  and  many  of  the  cases  eventually 
succumb  to  the  pulmonary  disease.  In  fact,  Besnier  and  Hutchinson  have  found 
tuberculosis  more  frequently  associated  witli  lupus  erythematodes  than  with  lupus 
vulgaris.  Sequeira  and  Baleau's  study  also  show  a  probable  tuberculous  relation. 
I'ordyee  and  Holden  have  recently  reported  a  few  instances  of  associated  tuber- 
culosis, and  a  most  admirable  presentation  of  the  subject  has  been  made  by  Eoth, 
who  collated  about  250  cases  of  lupus  erythematosus,  and  of  these  in  over  70  per 
cent,  there  was  evidence  more  or  less  pronounced  of  tuberculosis."  (C/.  Alexander's 
percentages  for  atrophic  rhinitis,  p.  181.)  "His  view,  in  the  absence  so  far  of 
baciUi  findings  in  the  lesions,  is  that  possibly  the  toxin  generated  was  the  causative 
agent,  wliich  accords  with  the  French  opinion  on  the  subject.     .     .     . 

"  It  is  only  fair  to  state  that  many  prominent  observers,  among  whom  "  (are) 
"  Duhring,  Kaposi,  Crocker,  etc.,  fail  to  subscribe  to  this  view,  although  Crocker 
admits  the  undoubted  frequency  of  the  disease  in  those  of  a  tuberculous  family 
history." 

Sequeira  and  Baleau,  in  the  article  mentioned  in  this  passage,  found  the 
presence  of  tuberculous  disease  in  70  per  cent,  of  the  disseminated  variety  of  lupus 
erythematodes  and  in  18  per  cent,  of  the  discoid  variety.  A  history  of  tuberculosis 
was  made  out  in  not  less  than  80  per  cent. 

Here,  then,  is  a  disease  the  actual  lesions  of  which  show  neither 
giant-cell  systems  nor  tubercle  bacilli,  the  natural  history  of  which, 
on  the  other  hand,  shows  the  trail  of  tuberculosis  so  plainly  that 
a  definite  and  weighty  body  of  opinion  has  formed  to  the  effect 
that  tubercle  is  in  some  unknown  way  the  cause  of  the  disease. 
And  in  the  absence  of  any  clear  demonstration  of  the  nature  of 
the  link  between  the  two  diseases  the  suggestion  is  offered  that  the 
skin  disease  may  be  a  manifestation  of  the  toxins  of  the  tubercle 
bacilli.  The  reader  cannot  fail  to  be  struck  with  the  close 
similarity  between  what  we  have  called  the  collateral  phenomena 
of  lupus  erythematodes  and  those  of  atrophic  rhinitis. 

Phlyctenular  Conjunctlyitis. 

We  advert  now  to  the  second  disease,  which,  although  it  also 
bears  no  demonstrable  clinical  or  structural  resemblance  to  atrophic 
rhinitis,  is   nevertheless  held   by   ophthalmologists  to   manifest  a 
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relationship  with  tuberculosis  of  very  much  the  same  mysterious 
and  yet  undoubted  character  as  lupus  erythematodes  or,  we  may  say 
it,  as  atrophic  rhinitis.  The  disease  is  phlyctenular  or  eczematous 
conjunctivitis. 

E.  Fuchs,  discussing  the  aetiology,  writes : 

"  Conjuntivitis  eczematosa  is  one  of  the  most  frequent  of  eye  diseases,  and  has 
its  origin  in  the  scrofulous  diathesis.  Like  the  latter,  it  is  a  disease  of  childhood 
and  youth.  In  very  young  children — those  under  the  age  of  one  year — it  occurs 
hut  seldom,  and  it  generally  ceases  at  the  age  of  puberty."  ..."  The  glands 
at  the  lower  jaw  or  in  the  neck  and  in  front  of  the  ear  are  swollen.     .     .     ." 

Characteristic  tuberculosis  of  the  cervical  glands  is  common.  "  More  profound 
affections  that  occur  are  caries  of  bone  (caries  of  the  petrous  bones  occiu'ring  under 
the  form  of  otorrhoea  being  frequent),  tuberculosis,     .     .     ." 

Microscopically  there  is  round-cell  infiltration  with,  later, 
shallow  ulceration  of  the  surface  layers  of  the  limbus  of  the  cornea, 
and  nothing  else. 

The  following  account  is  taken  from  an  inquiry  by  Richard  J. 
Tivnen  into  the  relationship  between  phlyctenular  conjunctivitis 
and  tuberculosis.  (The  reader  will  again  be  struck  by  the 
interesting  parallelism  in  detail  with  what  we  have  found  in 
atrophic  rhinitis.) 

Fifty  cases  form  the  substratum  of  his  conclusions.  The  family  history  was 
gone  into,  and  in  20  per  cent,  a  history  of  tuberculosis  was  obtained.  But  for  us 
the  chief  interest  in  the  investigation  lies  in  the  results  obtained  by  the  tuberculin 
tests. 

Using  the  von  Pirqxiet  reaction  Tivnen  obtained  a  positive  reaction  in  92  per 
cent,  of  cases.  (Compare  with  my  finding  of  80  per  cent,  positive  in  children  under 
fifteen  with  atrophic  rhinitis.)  Phlyctenular  conjunctivitis  being  a  disease  of 
childhood  the  von  Pirquet  test  is  fairly  reliable  in  siich  cases. 

In  addition  to  the  von  Pirquet  test,  Tivnen  exposed  his  patients  to  a  test  dose 
of  tuberculin,  and  obtained  a  positive  reaction  in  88  per  cent,  (compare  Mackeith's 
finding  of  94  per  cent,  in  our  series  of  cases). 

Finally,  he  submitted  his  cases  to  the  therapeutic  test  by  treating  them  with 
tubercxilin  on  the  lines  laid  down  by  Wilkinson.  The  results  obtained  by  Tivnen 
■were  :    G-i  per  cent,  permanently  cured,  and  26  per  cent,  improved. 

Tivnen  is  convinced,  therefore,  that  jjlilyctenular  conjunctivitis  is  a  manifesta. 
tion  of  constitutional  tuberculosis. 

In  reading  over  these  accounts  it  is  certainly  hard  to  resist  the 
conclusion  that  if  lupus  erythematodes  and  phyctenular  conjuncti- 
vitis depend  for  their  occurrence  upon  tuberculosis,  then  so  also 
does  atrophic  rhinitis. 

A  further  resemblance,  according  to  Wingiave,  writing  in  1894, 
may  be  seen  in  the  similarity  between  the  structure  of  lupus  and 
that  of  atrophic  rhinitis  in  its  early  stages.  In  tlie  paper  we  have 
already  referred  to  he  writes: 
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"Relation  to  lupus. — Spencer  Watson  has  advanced  the  view  that  there  is  a 
very  close  analogy  between  atrophic  rhinitis  and  lupus  non  exedens,  and  that  they 
may  both  be  due  to  a  common  bacillus.  That  they  probably  possess  a  few  features 
in  common  may  be  correct,  but  the  suggestion  of  a  common  origin  in  a  particular 
bacillus  requires  some  substantiation  ere  it  can  be  accepted,  even  acbuitting  that 
lupus  has  a  specific  organism.  Atrophic  rhinitis,  like  lupus,  is  undoubtedly  a 
spreading  disease— it  may  extend  to  all  the  accessory  and  adjacent  cavities,  it  may 
even  involve  the  larynx— but  it  has  never  crossed  the  mucocutaneous  boundary. 
It  occurs,  like  lupus,  chiefly  in  patients  who  are  the  subjects  of  a  tuberculous  or 
strumous  taint,  and  it  tends  to  persist,  but  not  to  kill.  In  its  fundamental  histo- 
logical featiu'es- the  presence  of  small  cell  tissue  of  a  low  tj-pe — it  resembles 
lupus  and  tubercle,  but  it  does  not  ulcerate  spontaneou.sly ;  its  end  is  sclerosis. 

"  Lupus  has  been  described  as  an  attenuated  form  of  tuberculosis.  Are  we, 
then,  to  consider  atrophic  rhinitis  an  attenuated  lupus  ?  There  is  certainly  a 
sufficient  resemblance  between  these  diseases,  both  histologically  and  clinically, 
to  justify  further  investigation." 


Summary  and  Conclusions. 

The  several  conclusions  we  have  arrived  at  in  the  course  of  our 
long  investigation  may  be  summarised  as  follows  : 

(1)  There  is  post-mortem  evidence  of  the  frequent  association 
of  tuberculosis  and  atrophic  rhinitis  (ozsena). 

(2)  There  is  clinical  evidence  of  the  same  (o)  in  the  personal 
history  and  status  of  the  ozEcnatous  patient ;  {Ji)  in  the  family 
history. 

(3)  Our  tuberculin  tests  showed  active  tuberculosis  in  the 
majority  of  our  cases  of  ozasna. 

(4)  This  was  supported  by  the  phenomena  and  results  of  the 
tuberculin  treatment. 

(5)  There  is  some  evidence  tending  to  show  that  ozasna  is 
commoner  in  patients  with  phthisis  pulmonalis  than  in  the  general 
community. 

(6)  There  is  evidence  tending  to  show  that  the  acid-fast  bacillus 
of  the  ozfenatous  crusts  is  an  attenuated  variety  of  the  tubercle 
bacillus. 

(7)  OzEena  resembles  in  many  of  its  details  other  "  para-tuber- 
culous "  diseases. 

Taken  by  itself  any  one  of  those  data  would  arouse  little  or  no 
interest  in  our  minds,  but  when  they  are  summed  together  their 
cumulative  effect  is,  in  my  opinion,  overwhelming. 

It  is  true  that  there  are  a  certain  number  of  cases  of  ozasna  in 
which  all  efforts  to  find  the  tuberculous  element  seem  to  be  vain. 
But  experience  has  shown  that  the  more  assiduou.sly  this  element 
is  sought  for,  the  more  frequently  will  it  be  found. 
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With  regard  to  the  rump  of  the  cases,  those  in  which  all  tests 
fail  (I  have  yet  to  find  one  in  which  the  acid-fast  bacillus  is 
absent!),  we  may  either  ignore  them  as  Mott  did  the  apparently 
non-syphilitic  cases  of  tabes  when  he  was  argning  from  the  statis- 
tical evidence  that  that  disease  was  syphilitic ;  or  else  we  may 
suppose  that  there  may  be  two  or  more  types  of  ozsena  ;  in  other 
words,  that  there  may  be  two  or  more  organisms  that  produce  the 
clinical  phenomena,  the  symptom  complex  of  typical  oza^na. 

But  the  final  conclusion  to  which  Mackeith,  AVingrave,  and  I 
have  come  as  the  result  of  our  prolonged  investigation  is  that 
ozmna,  as  ice  see  it  in  England,  is  a  vianifi'station  of  tuherculosis. 

Practical  Importance  of  the  Subject. 

Apart  from  the  great  interest  aroused  by  the  theoretical  side  of 
this  subject,  we  should  not  fail  to  appreciate  also  its  practical 
importance.  A  knowledge  of  the  part  played  by  tuberculosis  in 
ozajna  considerably  modifies  our  views  on  the  prognosis  of  the 
latter  disease.  Further,  that  all  patients  with  ozsena  should  be 
submitted  to  regular  examination  of  the  lungs  and  of  the  sputum 
should  obviously  become  a  clinical  rule  of  the  first  importance. 

In  conclusion,  I  have  to  express  my  most  grateful  thanks  to 
Dr.  John  Mackeith  for  the  interest  he  has  taken  in  the  work,  to 
Dr.  Wyatt  Wingrave  for  information  and  advice  upon  the  histology 
and  bacteriology  of  ozajna,  and  to  my  colleagues  on  the  staff  of  the 
Central  London  Throat  and  Ear  Hospital  for  kindly  supplying  us 
with  material. 

Appendices. 

I- — Alexande)''s  Case  Histories,  summarised  (to  show  the  t^lherculous  family 
histories  in  patients  personally  free  from  tuherculosis). 

Case  1. — Phthisis  pulinonalis  suspected. 

Case  2. — Phthisis  pulmonalis  diagnosed. 

Case  3. — Phthisis  pulmonalis  diagnosed. 

Case  4. — Phthisis  pulmonalis  diagnosed. 

Case  5. — Lungs  normal. 

Case  6. — Phthisis  pulmonalis.     One  brother  suffered  from  "cough." 

Case  7. — No  lung  disease  in  the  patient.  Sat  parents  and  all  three  brothers  and 
sisters  of  father  died  of  phthisis  pulmonalis.     No  more  disease  in  the  family. 

Case  8. — No  lung  disease  in  the  patient.  The  mother  suffered  from  atrophic 
rhinitis. 

Case  9.— Phthisis  pulmonalis  diagnosed.     Mother  died  of  phthisis. 

Case  10. — Phthisis  pulmonalis  suspected.     An  uncle  died  of  phthisis. 

Case  II. — No  lung  disea.!e  in  the  patient.     A  brother  with  atrophic  rhinitis. 

Case  12. — Phthisis  pulmonalis  suspected.  Father  suffered  from  atrophic 
rhinitis. 
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Case  13.  — Phthisis  pulmonalis.  Only  brother  diefl  of  phthisis.  Patient  had 
lupus  of  the  right  cheek  five  years  previously ;  operated  on  and  cured. 

Case  14. — Patient,  aged  sixty-eight,  had  bronchitis  and  slight  emphysema. 
Not  pJdhisis  pulmonalis.  Mother  died  of  phthisis.  Father  suspected  of  phthisis 
(liaemoptysis).  One  of  four  sisters  died  of  laryngeal  phthisis.  Of  her  eight 
children,  one  died  of  phthisis. 

Case  15. — No  lung  disease  in  the  patient.     Two  brothers  died  "of  their  lungs." 

Case  16. — Phthisis  pulmonalis  diagnosed.     One  sister  died  of  phthisis. 

Case  17. — A''o  lung  disease  in  the  patient.  No  record  of  tuberculosis  in  the 
family. 

Case  18. — Phthisis  pulmonalis  diagnosed  in  the  patient. 

Cask  19. — Phthisis  pulmonalis  diagnosed.  Age  of  patient,  eighteen  years. 
Mother  phthisical. 

Case  20. — Phthisis  pulmonalis  suspected.     Father  died  of  phthisis. 

Case  21. — Phthisis  pulmonalis  diagnosed.     One  brother  phthisical. 

Case  22. — No  hing  disease  in  pati(nt.  Ko  family  history  of  tuberculosis 
reported. 

Case  23.— Phthisis  pulmonalis  diagnosed.  Father  and  one  sister  died  of 
phthisis.     A  niece  with  atrophic  rhinitis. 

Case  24. — No  hing  disease  in  patient.  No  family  history  of  tuberculosis 
reported. 

Case  25. — Phthisis  pulmonalis  diagnosed. 

Case  26. — Phthisis  pidmonalis  diagnosed. 

Case  27. — Wo  lung  disease  in  the  patient.  Atrophic  rhinitis  in  mother  and 
sister. 

Case  28. — No  lung  disease  in  patient.  One  sister  died  of  phthisis,  and  of  twelve 
in  family  only  four  survived. 

Case  29.— Phthisis  pulmonalis  suspected.     Father  died  of  phthisis. 

Case  30. — Patient  manifested  a  "  bronchitic  residuum  of  old  pneiunonia."  No 
family  history  of  tuberculosis  reported. 

Case  31. — No  lung  disease  in  patient.    One  sister  suspected  of  phthisis. 

Case  32  ■ — No  lung  disease  in  patient.  No  family  history  of  tuberculosis  or 
atrophic  rhinitis  reported. 

Case  33. — Patient  showed  "residuum  o/ old  jmeumonia  "  (not  tb.).  One  brother 
died  of  phthisis. 

Case  34. — No  lung  disease  iti  patient.  No  family  history  of  tuberculosis 
reported. 

Case  35. — No  lung  disease  in  patient.  No  family  history  of  tuberculosis 
reported. 

Case  36. — Phthisis  pulmonalis  diagnosed.    No  family  disease. 

Case  37. — Phthisis  pulmonalis  diagnosed.     Mother  and  one  brother  phthisical. 

Case  38. — Phthisis  pulmonalis  diagnosed.   Aged  eighteen.    Mother  phthisical. 

Case  39.— Phthisis  pulmonalis  suspected.     No  family  disease  reported. 

Case  40. — No  lung  disease  in  patient.     No  family  disease  reported. 

Case  41. — Phthisis  pulmonalis  diagnosed. 

Case  42. — Phthisis  pulmonalis  suspected.     Sister  with  atrophic  rhinitis. 

Case  43. — Phthisis  pulmonalis  diagnosed.  Mother,  mother's  father,  and  all 
seven  of  her  mother's  sisters  and  brothers  died  of  phthisis. 

Case  44. — Lung  disease,  not  phthisis,  in  the  patient.  One  brother  died  of 
phthisis.     One  brother  had  haemoptysis. 

Case  45. — Phthisis  pulmonalis  diagnosed.  One  brother  and  one  sister 
phthisical. 
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CiSE  46. — Phthisis  pulmonalis  diagnosed.  One  sistei-  "  scrofula  "  in  youth  ; 
cough  since. 

Case  47. — Xo  lung  disease  in  patient.  No  family  history  of  tuberculosis 
reported. 

Case  48. — No  lung  disease  in  patient.  No  family  history  of  tuberculosis 
reported. 

Case  49. — Phthisis  pulmonalis  diagnosed. 

Case  50. — Phthisis  pulmonalis  diagnosed.     Mother  phthisis  (?). 

Notes  on  above  Cases  (D.  M.). — Nineteen  cases  not  phthisical ;  of  these,  5  gave 
a  decided  and  1  a  suspicious  family  history  of  tuberculosis  ;  1  with  "  residuum 
of  pneumonia  "  gave  a  family  history  of  tuberculosis ;  this  making  7  in  all.  In 
3  of  these  non-phthisical  cases  there  was  a  family  history  of  oza^na.  Thus  of 
the  19  cases  without  pulmonary  tuberculosis,  7  showed  a  family  history  of  real  or 
suspected  tuberculosis,  while  3  gave  a  family  history  of  ozKna. 

Further,  of  the  phthisical  oases  16  gave  a  family  history  of  tuberculosis  and  2  a 
family  history  of  ozjena. 


II. — Cases  tested  bi/  the  von  Pirquet  Reaction  {bg  D.  M.). 

Case  l.^D.  H ,  female,  aged  eighteen.     Incipient  A.K.     Cuti-reaction  = 

markedly  + . 

Case  2. — G.  C ,  female,  aged  fifteen.     A.E.,  chiefly  in  naso-pharynx.     Cuti- 
reaction  =  + . 

Case  3.— A.  G ,  male,  aged  twenty.     Dev.  septum  to  left.      A.R.,  chiefly 

on  left  side.  Cough  and  expectoration  for  twelve  months.  Sputum  =  No.  B.T. 
Lungs  ;  Suspicions  of  phthisis.  Cuti-reaction  =  +  .  Family  history  :  Father  had 
A.B.,  and  died  of  phthisis  at  age  of  forty-one. 

Case  4. — A.  P ,  female,  aged  sixteen.     Cuti-reaction  =  +  severe. 

Case    5. — A.   C ,    male,    aged    forty-five.     A.E.     Chronic   lai-yngitis,  with 

tacheal  crusts.     Cuti-reaction  =  +. 

Case  6. — Mrs.  W ,  aged  fifty.     Tertiary  syphilitic   infiltration  of   larynx. 

Also  A.E.  nose.     Cuti-reaction  =  negative.     (?  Nasal  condition  syphilitic.) 

Case  7. — E.  I ,  female,  aged  thirteen.     Severe  A.E.  since  a  child.     (Family 

history  :  Father  died  of  phthisis  two  months  before  birth  of  patient.  One  of  nine 
children.  The  eldest  son  is  "  delicate  "  :  suspected  phthisis.  Another  son  has  dis- 
charge from  nose  like  the  patient.  Two  daughters  have  died ;  one  of  phthisis. 
Another  daughter  with  phthisis  still  alive.  The  father  had  no  trouble  in  the 
nose.  My  informant,  the  mother.)  Cuti-reaction  =  negative.  Tuberculin  reaction 
-f  (see  Case  S,  Mackeith's  series). 

Case   8. — A.   K ,    female,    aged   twenty -three.      Deviated   septum.     A.E. 

Chronic  suppuration  middle  ear.     Cuti-reaction  -i-  marked. 

Case  9. — E.  E ,  male.    A.E.,  not  severe.     Cuti-reaction  =  +.    Lungs:    De- 
ficient R.M.  at  right  base.     Suspected  phthisis.    (Control :  T.  H ,  male,  aged 

eleven.     Cuti-reaction  =  negative.) 

Case  10.  — E.  W ,  female.     A.E.,  three  years'  duration.     Cervical  glands 

enlarged,  which  began  to  get  small  after  testing.     Cuti-reaction  =  +  excessive. 

Case  11. — J.  S.  S ,  male,  aged  twenty-three.    A.E.     Cuti-reaction  =  +. 

Case   12. — G.  W ,  female,  aged  twenty-one.      A.E.  for  five    years.     Cuti- 
reaction  =  + . 

Case  13.— !■'.  G ,  male,  aged  twenty-five.     A.E. :  Cuti-reaction  -f  . 

Case  14.— W.    G ,   female.      A.E.  :    Cuti-reaction  =  doubtful.      (Control : 

Mrs.  M ,  aged  twenty-six.     Cuti-reaction  =  +  .) 
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Case  15.  — M.  S ,  female, aged  nineteen.    A.R.    Atrophic  pharyngitis.   Cuti- 

reaction,  negative. 

Case  16. — Mr.s  F .     A.R.  for  ten  years.     Cuti-reaction  =  doubtful. 

Case  17. — B.  B ,  female,  aged  twenty-three.    A.E.    Chronic  suppuration  of 

middle  ear.     Cuti-reaction  =  +  . 

(Control,  A.  W ,  male,  aged  eighteen.     Cuti-reaction  =  +  marked.) 

Case  18. — L.  P ,  female,  aged  fifteen.     A.R.     Cuti-reaction  =  negative. 

Case  19. — F.  C ,  male,  aged  twelve.     A.E.     Cuti-reaction  =  +  . 

Case  20. — W.  F ,  male,  aged  nineteen.    A.E.  for  three  years.   Cuti-reaction 

=  +. 

Case  21. — H.  H ,  male,  aged  twenty.      A.R.  ever  since  he  began  school. 

Atrophic  pharyngitis  and  laryngitis.     Cuti-reaction  =  +  . 

Case  22. — D.  W ,  male,  aged  twelve.     -\.R.  marked.     Cuti-reaction  =  +  . 

Case  23. — N.  J ,  female,  aged  sixteen.     A.R.     Cuti-reaction  =  +  . 

Case  24. — E.  S ,  female,  aged  twelve.     A.R.  since  age  of  two  years  ;  foetor 

then  noticed.     Cuti-reaction  =  + . 

Case  25. — M.  T ,  female,  aged  seven.     A.H.     Family  history.-  Mother  died 

of  phthisis  three  years  ago.  No  sign  of  A.R.  in  the  mother.  One  of  nine  children, 
thirty  to  twelve  years.  All  healthy  but  second  boy,  who  is  asthmatical.  "  Stiff 
breathing"  noticed  soon  after  birth.  Foetor  first  noticed  a  year  ago.  Cuti-reac- 
tion =  +. 

Case  26. — V.  W ,  female,  aged  twelve.     A.R,  for  four  years.     Cuti-reaction 

=  + . 

Case  27. — K.  O ,  female,  aged  eighteen.  A. H.  for  three  years  ;  mild.  Cuti- 
reaction  =  -f . 

Case  28. — M.  H ,  female,  aged  twenty-three.     A.R.  for  five  years.     Chronic 

laryngitis  for  three  months.  Ana?mia.  Consolidation  right  pulmonary  apex 
Phthisis  puhnonalis.     Cuti-reaction  =  +  . 

Case  29. — F.  M ,  female,  aged  nineteen.      A.R.  incipient.     Cuti-reaction 

=  -I-. 

Case  30. — J.  C ,  male,  aged  thirteen.     A.E.  for  six  years.      Cuti-reaction 

=  + . 

Case  31. — B.  P ,  male,  aged  ten.     A.R.     Cuti-reaction  =  +  excessive. 

Case  32.— A.  B ,  female.     A.R,  fodtor.     Cuti-reacticn -^. 

Case  33.— D.  S .     A.R.    Cuti-reaction  -^  . 

III. — Cases  of  Phthisis  Pulmonalis  giring  evidence  of  past  or  present   0:ce>ia  {D.  M.) 
(The  cases  are  numbered  as  they  occur  in  my  list.) 

Case  14. — G.  W.  T ,  male.     Phthisis  pulmonalis  and  tuberculosis  of  larynx 

of  two  years'  duration.  JVose ;  No  history  of  A.E.,  but  there  is  distinct  atrophy, 
especially  on  the  left  side  of  the  nose,  which  is  roomy  from  a  deviated  septum  to 
the  right.     Appearances  suspicious. 

Case  38. — C.  P ,  female,  aged  ten.    Delicate  from  birth.     Nose  :  No  history. 

-itrophy  marked  with  crust  formation,  but  no  fator.     Father  phtliisical. 

Case   45. — M.    J ,   female,   aged   seventeen.     Phthisis   pulmonalis.     Nose: 

Objective  fcetor;  crusts  and  atrophy  (ozsna). 

Case   48.— C.  S ,   female,  aged  forty-eight.     Phthisis  pulmonalis  of  four 

years'  duration.  Nose  :  History  of  crusts  and  fcetor  when  she  was  a  young  woman. 
But  no  atrophy  or  crust  formation  at  present  seen. 

Case  53. — E.  H ,  male,  aged  forty-two.     Phthisis  pulmonalis  of  three  years' 

duration  (advanced).     Nose:  Crust  formation  for  years,  and  "  uses  a  handkerchief 
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a  lot."  But  "  no'  bad  smell "  at  any  time.  On  examination,  atrophy  of  the  in- 
ferior tuibinals  with  much  general  muco-purulent  secretion.  Crusts  in  the 
posterior  regions  of  the  nose  and  on  the  posterior  wall  of  the  naso-pharynx. 
Oztena  posteriorly. 

Case  66.— E.  S ,  female,  aged  thii-ty-seven.    Phthisis  pulmonalis.    Cavity  in 

apex.  Nose  :  Always  had  purulent  discharge  from  the  nose.  At  the  age  of 
thii'teen  there  was  objective  foetor.  On  examination  muco-pus  seen  posteriorly 
in  the  ethmoidal  region.  No  crusts.  Marked  turbinal  atrophy  with  glazing 
of  the  surface.     Pharynx  normal. 

Case  78. — Mrs.  R ,  aged  thirty-six.     Phthisis  pulmonalis  for  many  years 

("  since  childhood  ").  Nose  :  Subject  as  a  young  woman  to  "  colds,"  with  "  irrita- 
tion "  and  crust  formation,  with  subjective  foetor.  On  examination  simple  atrophy 
seen  ;  no  crusts  ;  no  foetor. 


Notes. — The  above  list  comprises  7  cases  out  of  the  102  examined  by  me  at  the 
Mount  Vernon  Hospital  for  Consumption.  Of  these  7  I  regard  2  (Cases  45 
and  53)  as  ozaena  ;  2  as  suspicious  (Cases  14  and  38 — the  latter  probably  incipient 
ozaena)  ;  2  (Cases  48  and  66)  gave  a  definite  history  of  oztena,  now  no  longer 
present;  and  1  (Case  78)  a  doubtful  history. 

Excluding  the  "  doiibtful "  and  "  suspicious  "  cases,  this  gives  2  cases  with 
active  ozaena,  and  2  with  extinct  ozsena  ;  or  4  in  all  out  of  102  cases. 

None  of  the  cases  were  examined  for  the  acid-fast  bacillus. 

In  this  connection  I  am  indebted  to  Mr.  Eeeve  for  the  observation  that  among 
2.50  phthisical  male  patients  at  one  time  under  his  care  he  noticed,  without  making 
any  search  for  the  disease,  that  3  of  the  patients  were  the  subjects  of  ozsena. 
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FIBROMA  OF  THE   NASOPHARYNX :   A  FURTHER  NOTE  ON 
THE  OPERATIVE  TREATMENTS  OF  THE  SAME. 

By  a.  J.  Brady,  L.R.C.S.I.,  L.R.C.P.I., 

Hon.  Consulting  Surgeon,  Sydney  Hospital  Depai-tment  for  Diseases  of  the 

Ear,  Nose,  and  Throat. 

In  the  July,  1906,  number  of  this  Journal  my  paper  on  the 
removal  of  naso-pharyngeal  fibroma  by  enucleation  appeared.  I 
believe  I  can  claim  that  it  was  a  departure  from  methods  up  till 
that  time  in  use,  and  I  am  still  of  opinion  that  the  main  principle 
of  the  method  of  operating  there  described  is  the  best  so  far 
devised. 

The  modification  described  by  Dr.  Thomas  Guthrie  in  the 
November,  1915,  number  skilfully  avoids  any  external  scar.  In 
my  cases,  all  of  whom  were  males,  the  external  incision,  being 
made  in  the  lines  of  the  face,  left  so  trifling  a  scar  that  after  a 
short  time  it  was  hardly  noticeable. 

From  time  to  time  I  have  read  discussions  on  the  operative 
treatment  of  these  growths,  and  only  occasionally  has  the  method 
of  enucleation  been  referred  to.  Dr.  Guthrie  does  me  the  honour 
to  refer  freely  to  my  paper.  His  remarks  on  the  paragraph  where 
I  speak  of  "a  well-defined  capsule  from  which  the  tumour  may  be 
enucleated,  the  capsule  being  formed  of  a  firm  layer  of  the 
pharyngeal  aponeurosis,"  show  the  necessity  of  accuracy  in 
language  and  in  the  use  of  terms  so  as  to  avoid  being  misunder- 
stood. If  I  had  described  the  tumour  as  being  situated  under  a 
firm  tentorium  of  fibrous  tissue  formed  by  a  layer  of  the  pharyngeal 
aponeurosis  it  might  have  made  my  meaning  clearer.  There  is 
nothing  in  the  nature  of  a  complete  encapsuling  membrane.  The 
tumour  in  its  growth  lifts  the  membrane  up  and  pushes  it  in  front 
of  it  during  its  growth.  The  membrane  is  intimately  adherent  to 
the  tumour  in  all  parts  where  the  latter  is  not  attached  to  the  bone. 
Guthrie  states  that  his  specimens  do  not  show  greater  vascularity 
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in  the  peripheral  than  in  the  central  portions  of  the  growth.  This 
is  probably  anatomically  correct ;  still  I  have  always  found  that 
the  moment  of  the  greatest  hfemorrhage  was  when,  having  sepa- 
rated the  tumour  from  its  bony  attachments,  I  proceeded  to  tear  it 
away  from  its  investing  membrane. 

More  lately  I  adopted  a  method  of  controlling  the  hfemorrhage 
during  the  operation,  which  in  difficult  cases  may  be  of  service.  I 
had  a  fibroma  to  operate  on  which  elsewhere  had  been  several 
times  attempted.  I  knew  that  adhesions  would  make  a  rapid 
operation  impossible.  I  had  noticed  my  colleague,  Sir  Herbert 
Maitland's,  practice  in  some  of  his  jaw  operations  of  applying  a 
temporary  clamp  on  one  or  both  common  carotids.  He  kindly 
assisted  me  in  this  case  by  applying  a  temporary  clamp  on  the 
common  carotid  on  the  side  where  the  fibroma  had  its  principal 
attachments.  The  hemorrhage  was  markedly  less  than  usual,  antl 
I  was  able  to  proceed  without  hurry.  This  additional  step  in  the 
operation  is  worthy  of  consideration.  Maitland's  clamp  is  a  modi- 
fication of  Crile's  forceps.  By  applying  it  on  both  carotids  there 
would  be  practically  no  hjemorrhage.  Maitland  has  used  the 
clamp  on  both  common  carotids  with  safety  in  a  large  number  of 
jaw  operations.  Maitland's  clamp  is  encased  in  soft  rubber  to 
avoid  injury  to  the  coats  of  the  vessel. 
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Tumour  in  Region  of  Right  Tonsil  and  Soft  Palate.— J.  W. 
Bond. — Patient,  a  woman,  aged  tiftj-two.  A  painless  swelling  in  region 
of  right  tonsil  was  noticed  abovit  six  mouths  ago,  and  it  has  since  in- 
creased in  size.  The  fauces  are  almost  completely  obstructed  by  a 
smooth,  round  swelling,  covered  by  mucous  membrane,  and  with  a 
definite  border  all  round.  The  mass  is  attached  on  the  right  side,  and 
extends  from  the  hard  palate  above  to  below  and  beliiud  angle  of  jaw, 
where  it  can  be  felt  externally.  Posteriorly  it  extends  to  back  of  lateral 
pharyngeal  wall.     It  is  slightly  movable.     No  tonsil  proper  can  be  seen. 

I  think  it  would  be  well  if  we  could  have  more  statistics  as  to  the 
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results  of  operation  in  this  region.  We  Icnow  that  tlie  prognosis  of 
epithelioma  seems  bad,  but  we  do  not  know  the  prognosis  of  adenomata, 
endotheliomata,  and  the  varieties  of  sarcomi.  I  think  the  tumour  can 
be  enucleated. 

Extensive  Scarring  of  the  Face.— J.  Edmond. — This  patient,  a 
man.  aged  twenty-seven,  suffered  from  ulcerariou  in  the  region  of  the 
nostrils,  which  began  twenty  years  ago.  During  the  next  fifteen  years 
tlie  lesions  were  twice  curetted,  and  he  had  several  prolonged  courses  of 
treatment  by  Finsen  light  and  X  rays.  Five  years  ago  the  ulcers  rapidly 
healed  after  medicinal  treatment  (presumably  by  potassium  iodide  and 
meri-ury).     Can  anything  better  be  done  to  conceal  the  deformity  ? 

The  President  :  This  seems  to  be  a  ease  of  ancient  syphilis,  with 
bad  damage  to  the  nose.  I  had  a  case  very  much  like  it  some  years  ago ; 
several  operations  which  I  performed  did  nut  do  much  good.  Finally,  a 
nose  was  made  from  the  forehead.  It  is  not  necessary  to  attempt  that  in 
this  case ;  I  think  some  plastic  operation  is  possible. 

Dr.  Kent  Hughes:  I  think  a  good  deal  can  be  done  for  him  bv 
lifting  up  a  central  portion  from  the  upper  lip,  and  putting  an  epithelial 
graft  on  the  other  side  of  that.  It  makes  a  very  good  columella,  as 
pointed  out  by  the  late  Sir  Henry  Butlin. 

Fish-bone  in  (Esophagus,  followed  by  Abscess  in  Neck. — 
Norman  Patterson. — Patient,  a  woman,  aged  forty-four,  came  to  the 
London  Hospital  on  August  12,  1915,  complaining  of  a  pricking  sensa- 
tion on  the  left  side  of  the  throat.  She  said  that  two  days  previouslv  a 
fish-bone  had  stuck  in  her  throat.  She  was  examined  with  mirror  and 
cesophagoscope — no  bone  discovered.  Next  d^iy  a  fish-bone  about  1  in. 
in  length  (specimen  shown)  was  brought  up.  Two  days  later  (August  15) 
a  swelling  was  noticed  in  the  neck,  occupying  the  position  of  the  left 
lobe  and  isthmus  of  the  thyroid.  Tlie  swelling  increased  in  size,  and 
extended  upwards  till,  by  August  20,  the  whole  of  the  left  side  of  the 
neck  was  swollen.  On  the  afternoon  of  that  date,  as  the  patient  had 
some  dyspncea,  the  house  surgeon  made  an  opening  in  front  of  the 
sterno-mastoid,  but  failed  to  find  pus.  The  patient  was  seen  bv  the 
exhibitor  the  same  evening,  and  examination  of  the  larynx  showed 
swelling  behind  the  left  arytteuoid,  some  swelling  of  the  arytaenoid  itself, 
and  impaired  movement  of  the  left  vocal  cord.  Under  a  general  anaes- 
thetic a  free  incision  was  made  behind  the  sterno-mastoid,  and  a  large 
abscess  evacuated.  A  tube  was  left  in  for  two  days.  Eecoverv  was  rapid 
and  uneventful.     The  pus  contained  a  variety  of  organisms. 

The  President  :  I  wonder  where  the  bone  could  be  when  not  found 
by  oesophagoscopy  or  other  examination.  In  recent  cases  a  bone  can 
generally  be  found,  but  I  always  doubt  about  cases  which  have  gone  on 
for  several  weeks :  in  my  experience  we  do  not  find  them. 

Mr.  TiLLEV  :  Recently  I  missed  a  portion  of  a  pheasant's  bone  in  the 
gullet.  When  one  gets  below  the  cricoid  region,  where  the  oesophagus 
enlarges,  it  is  easy  for  a  bone  to  lie  in  the  folds  of  mucous  membrane 
and  to  be  missed  by  the  cesophagoscope.  I  withdi'ew  the. instrument 
carefully  while  watching  the  posterior  wall,  and  I  did  not  think  the  bone 
was  there.  A  pledget  of  wool  was  inserted  to  remove  some  secretion, 
when  it  caught  in  something,  and  on  removal  the  bone  was  adherent  to 
the  wool.  It  is  easy  to  pass  the  cesophagoscope  over  a  coin  in  the  same 
region  of  the  gullet  mthout  seeing  the  foreign  body. 


208  The  Journal  of  Laryngolo§r/,  [May,  1916. 

Sarcoma  of  Naso-pharynx  and  Ceryical  Glands ;  Result  of 
Treatment. — Norman  Patterson. — The  patient,  a  woman,  aged 
thirtv-nine,  came  to  the  Hospital  for  Diseases  of  the  Throat,  Golden 
Square,  in  July,  1913,  complaining  of  discharge  of  mucus  and  blood 
from  the  nose  and  throat,  and  inability  to  breathe  through  the  nose. 
The  whole  of  the  naso  pharynx  was  filled  by  a  mass  of  new  growth 
which  projected  nearly  down  to  the  free  edge  of  the  soft  palate.  It  was 
soft  to  the  touch  and  bled  profusely  after  digital  examination.  There 
was  some  enlargement  of  the  glands  in  both  anterior  triangles. 

September,  1913  :  The  patient  was  referred  to  Dr.  Sequeira  for  X-ray 
treatment.  After  six  applications  through  the  mouth  tlie  growth  had 
entirely  disappeared.  At  a  later  date  a  tube  of  radium  was  inserted  into 
the  post-nasal  space,  although  by  this  time  the  tumour  had  completely 
vanished.  In  spite  of  eight  applications  of  X  rays  to  the  neck,  the 
glands  continued  to  enlarge.  Operations  on  the  neck  were  carried  out  on 
the  following  dates:  June  26,  1914:  Dissection  of  right  anterior 
triangle.  July  29,  1914:  Same  procedure  carried  out  on  the  left  siile. 
On  this  side  there  were  enlarged  glands  deep  to  the  sterno-mastoid, 
which  were  removed  after  section  of  the  muscle. 

February,  191.5  :  An  enlarged  gland  had  appeared  on  the  right  side 
above  the  clavicle.  A  thorough  dissection  was  made  in  this  neighbour- 
hood after  turning  outwards  a  triangular  flap  of  skin;  one  incision  was 
made  along  the  line  of  the  clavicle  and  the  other  down  the  anterior 
border  of  the  steruo-mastoid.  Microscopic  examination  of  one  of  the 
glands  showed  mixed-celled  sarcoma.  Since  the  last  operation  the 
patient  has  had  several  applications  of  X  rays.  There  is  now  no  sign  of 
recurrence.  The  patient  is  somewhat  deaf  on  the  right  side.  There  is  a 
history  of  discharge  from  the  right  ear  in  1912,  which  lasted  a  week. 

The  Pkesident  :  The  result  in  this  case  seems  to  be  a  very  happy 
one,  owing  to  the  utilisation  of  the  various  forces  which  we  now  have  at 
command.     At  one  time  such  cases  would  have  been  left  alone. 

Partial  Excision  of  the  Thyroid  Cartilage  as  an  Alternative 
to  Thyrotomy  in  Malignant  Disease  of  the  Yocal  Cords.— H. 
Lambert  Lack. — The  patient,  a  man,  aged  fifty-five,  had  an  epithelioiua 
involving  the  greater  part  of  the  right  vocal  cord,  only  the  extreme  ends 
being  free.  The  specimen  and  microscopical  section  are  shown  ;  also  a 
larvnx  dissected  to  illustrate  the  method  of  operating.' 

1  performed  this  operation  in  my  earliest  thyrotomies,  but  subse- 
quently adojjted  the  usual  method.  Latterly  I  have  revei-ted  to  it.  In 
my  opinion  it  has  many  advantages.  Better  access  means  an  easier, 
more  rapid,  and  more  thorough  operation.  The  removal  of  the  under- 
lying cartilage  certainly  aids  in  thoroughness.  The  easy  control  of 
bleeding  means  less  trouble  with  the  ansesthetic  and  less  danger  of 
blood  entering  the  lungs.  Should  packing  of  the  wound  be  considered 
necessary,  it  is  much  easier  to  introduce  it  and  later  to  remove  it.  It 
does  away  with  the  necessity  of  splitting  the  thyro-hyoid  membrane 
and  the  violent  pulling  apart  of  the  two  halves  of  the  thvroid,  which 
often  leads  to  uuich  subsequent  discomfort  and  difficulty  m  swallowing. 
In  mv  next  case  I  intend  to  go  further.  I  shall  try  not  to  split  the 
thyroid  cartilage  in  its  whole  extent,  but  to  leave  a  small  piece  in  the 
middle  line  quite  at  the  top  (see  specimen  shown).  In  this  way  the 
operation,  although  more  thorough  than  thyrotomy,  will  be  as  simple 

'  See  JouBN.  OF  Larynqol.,  Rhinol.,  and  Otol.,  April,  1916,  p.  121. 
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aucl  as  free  from  danger  as  tracheotomy.  Moreover,  if  the  growth 
crosses  tlie  middle  line  in  front,  it  can  still  be  removed  in  one  piece 
without  cutting  into  it,  this  advantage  being  emphasized  in  my  original 
account  of  the  operation.'  In  this  paper  the  risk  of  cell  transplantation 
from  cutting  iuto  a  growth,  and  the  advantages  of  avoiding  it,  were 
especially  considered.  Also,  occasionally,  the  "bared  piece  of  cartilage 
necroses  and  leads  to  considerable  delay  in  healing.  After  this  operation 
healing  seems  to  take  place  more  quickly. 

With  regard  to  the  voice,  I  think  the  results  mav  be  even  better 
than  after  thyrotomy.  If  the  soft  parts  are  removed  right  down  to  the 
cartilage  one  cannot  expect  much  granulation  tissue  to  spring  up,  and  in 
souie  of  my  cases  a  large  gap  has  resulted,  with  a  verv  poor  voice.  After 
removal  of  portions  of  the  cartilage  and,  in  one  case,"  of  half  the  larynx, 
a  better  voice  has  been  obtained  than  is  usual  in  thyrotomy,  and  in  uiuch 
less  time.  Members  may  remember  the  historical  case  of  Montagu 
Wdliams,  whose  voice  after  hemi -laryngectomy  was  so  good  that  the're 
was  thought  of  his  returning  to  the  Bar,  and  he  did  fulfil  his  duties  as 
a  police  magistrate  for  several  years  subsequently.  I  expect,  therefore, 
this  method  to  yield  better  ultimate  results  than  thvrotomy. 

The  President:  Twenty-two  years  ago  Mr.  Lambert  Lack  helped 
me  with  a  laryngeal  case,  when  I  removed  a  large  part  of  both  thvroid 
plates,  leaving  the  posterior  and  superior  borders.  I  also  removed  the 
cricoid.  I  am  glad  there  has  been  a  development  of  this  operation  of 
laryngo-fissure  or  thyrotomy.  At  a  late  meeting  I  stated  there  was 
difficulty  111  obtaining  a  proper  view  of  the  diseased  part  in  these  cases. 
The  operation  now  described  by  Mr.  Lack  will  give  one  a  better  view 
<if  the  region  from  which  the  growths  spring,  'and  especially  of  the 
posterior  part.  Mr.  Lack  also  mentions  the  risk  of  cell  transplantation 
due  to  cutting  into  the  growth,  and  I  sure  that  is  a  decided  risk.  Of 
late  years  in  these  cases  I  have  always  used  the  actual  cautery,  because 
line  gets  the  knife  and  the  wound  tainted,  and  cauterizing  the  wound 
lessens  the  risk  of  recurrence. 

Sir  StClaib  Thomson  :  I  think  Mr.  Lack's  object  is  a  very  worthy 
one,  because,  as  we  said  in  a  debate  here  not  long  ago,  one  difficulty  of 
laryngo-fissure  is  getting  to  the  posterior  end  of  the  cord,  both  for  seeing 
and  for  dissecting  it  off,  as  well  as  for  dealing  with  possible  hemorrhage. 
And,  as  I  mentioned  at  the  time,  I  sometimes  get  a  better  opening  than 
some  of  my  colleagues,  by  semi-dislocating  the  larvnx  on  to  the'spinal 
coluiimm  order  to  be  able  to  look  at  it  sidewavs  and  lift  one  of  the  ate. 
By  so  doing,  I  have  not  had  such  great  difficulties  as  one  would  imagine. 
Mr.  Lack's  suggestion  is  only  suitable  in  certain  eases.  Anyhow,  it  is 
not  suitable  for  cases  which  go  across  the  middle  line,  unless  one  is 
prepared  to  take  a  bit  of  the  thyroid  cartilage  on  the  opposite  side.  And 
It  IS  difficult  to  know,  before  you  have  split  the  larynx  and  opened  it  as 
widely  as  possible,  what  is  the  extent  of  the  growth  vou  mav  have  to 
deal  with.  So  I  do  not  regard  this  as  an  "  alternative  "  to'  larvngo- 
fassure ;  it  can  only  be  an  "  addition."  I  think  it  wise  to  split  the  larvnx 
farst  because  no  method  of  laryngoscopv  ever  tells  one  exactlv  the  exfent 
ot  the^growth.  In  some  of  these  cases  I  have  had  to  pare  oft'  the  growth 
into  the  subglottic  region,  and  although  these  cases  generally  show  that 
the  growth  IS  too  far  gone,  still,  I  have  had  two  cases  in  which  I  have 
Had  to  split  the  cricoid  cartilage  in  order  to  get  into  the  subglottic 
region,  and  the  patients  have  lived  for  ye;irs  afterwards.     The  simpler 

'  See  Lancet,  1896,  i,  p.  1638. 

15 


210  The  Journal  of  Laryngology,  [May,  i9i6. 

an  operatiou  is,  the  more  perfect  it  is  likely  to  be ;  and  it  is  only  when 
new  that  operations  are  complicated.  At  the  beginning  larjngo-fissure 
was  complicated  by  many  things  which  we  have  now  got  beyond.  There 
is  the  Hahu's  tube,  which  Mr.  Lack  still  uses.  I  have  used  it,  but  I  am 
glad  I  said  "  Good-bye "  to  it  ten  years  ago,  because  it  was  a  very 
unsatisfactory  method  of  cutting  off  the  blood  from  the  lower  air 
passages.  It  had  to  be  carefully  prepared  with  a  sponge,  which  was 
very  difficult  to  keep  aseptic  ;  moreover,  one  had  to  wait  for  it  to  dilate 
and  so  block  the  trachea.  The  only  case  of  pneumonia  I  ever  had  was 
after  one  of  these  tubes  had  been  used.  By  the  simpler  method  of 
packing  with  gauze  or  a  sponge  from  above,  one  can  be  absolutely 
certain  that  no  bhiod  goes  into  the  lung.  During  the  last  ten  years 
I  have  had  no  trouble  with  these  cases,  excepting  in  one  in  which  there 
was  difficulty  of  swallowing;  all  the  other  patients  could  swallow  in 
twenty-four  hours.  The  exception  was  the  case  of  a  man,  aged  sixty- 
eight,  who  had  sclerosed  arteries  and  was  alcoholic,  and  he  had  to  be  fed 
through  the  nose  for  ten  days.  This  method  of  Mr.  Lack's,  though  veiy 
elegant  and  giving  a  view  far  back,  would  still  entail  the  splitting  of 
the  thyroid  cartilage  at  the  top  if  one  wished  to  go  as  far  above  and 
below  iis  might  be  necessary.  Therefore,  though  it  might  be  suitable 
for  some  of  the  more  limited  cases,  those  are  just  the  cases  in  which  one 
would  not  require  it. 

Mr.  TiLLEY  :  I  have  not  practised  the  operation  now  under  discus- 
sion ;  but  one  gathers  from  the  demonstration  that  there  are  advantages 
m  connection  with  it  when  the  growth  is  small  and  limited.  It  would  be 
possible  to  remove  a  small  nodule  on  the  cord  in  this  way.  But  in  each 
case  upon  which  I  operate  I  feel  more  and  more  strongly  that  we  cannot 
take  away  too  much  of  apparently  healthy  tissues  around  the  cancer.  In 
my  last  patient  I  cleared  out  all  the  tissues,  from  the  top  of  the  thyroid 
to  the  cricoid  ring,  though  the  growth  was  only  a  small  nodule.  I  am 
quite  prepared  to  hear  someone  say  that  was  unnecessary,  but  the  pi  oof 
will  depend  on  the  after-history  of  a  series  of  such  cases.  At  the  last 
meeting  I  showed  a  case  of  recurrence,  seven  years  after  the  jDrimary 
operatiou  ;  the  nodule  was  situated  in  the  lower  part  of  the  remains  of 
the  ventricular  band,  which  had  been  left  at  the  operation  seven  years 
previously.  Now  if  I  had  taken  the  precaution  to  remove  the  apparently 
healthy  tissue  from  the  whole  inner  surface  of  the  thyroid,  probably  there 
would  not  have  been  a  recurrence.  Mr.  Lack's  procedure  seems  to  me 
to  be  well  conceived,  and  it  might  l>e  applicaVile  to  a  small  growth  :  but 
if  I  adopted  the  method  I  should  take  out  the  whole  side  of  the  thyroid 
cartilage,  and  should  not  limit  it  to  a  small  window.  I  hold  this  opinion 
as  the  result  of  some  experiences  in  recurrence  after  the  lapse  of  a  long 
period  of  time — e.  g.  thirteen  and  fifteen  years  after  the  primary 
opeiations.  I  do  not  think  you  can  make  too  wide  a  removal  of  tissue 
in  these  laryugeiil  cases  or  in  cancer  in  any  other  region.  With  regard 
to  Hahn's  cannula,  I  use  it  merely  as  a  convenient  form  of  tracheotomy 
tube,  but  it  has  no  sponge  coating,  and  when  I  insert  it  I  pack  a  long 
strip  of  gauze  above  it  and  proceed  at  once  with  further  steps  in  the 
operation. 

Dr.  Broeckaert,  of  Ghent  (speaking  in  French) :  Two  years  ago  for 
the  first  time  I  demonstrated  in  Paris  a  method  which  is  somewhat 
between  a  thyrotomy  and  a  hemi-laryngectomy.  One  striking  thing 
about  the  two  cases  was  the  ease  of  the  post -operative  treatment.  I 
bring  the  skin  over,  and  close  the  wound  at  once.  I  introduced  it  to 
Dr.  Moure,  of  Bordeaux,  who  was  satisfied  with  it  and  carried  it  out.     I 
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also  introduced  it  to  a  Dutch  colleague.  Dr.  Quix,  who  modified  it  slic^htlv 
by  turning  m  a  flap  of  skin  from  the  side,  so  as  to  line  it  with  a  -^raft 
I  call  it  a  window  excision  of  part  of  the  larvnx.  It  is  very  important 
to  leave  the  upper  and  i>osterior  borders  of  "the  thvroid  wing,  a  point 
which  makes  the  great  difference  between  this  operation  and  hemi- 
laryngectomy,  which  I,  like  others,  have  found  to  be  an  even  more  fatal 
operation  than  complete  excision  of  the  larvnx. 

Dr.  Kelson  :  I  would  like  to  ask  Mr.  Lack  one  question.  He  says 
in  his  notes  :  "  I  performed  this  operation  in  mv  earliest  '  thvrotomies  ' 
but  subsequently  adopted  the  usual  method."  I  ask  whv  he  'abandoned 
that  method. 

Mr  Lack  (in  reply)  :  I  am  sorry  I  mentioned  Hahn's  cannula.  I 
pointed  out  in  the  Lancet  twenty  years  ago  that  it  was  impossible  to  rely 
on  It,  and  that  it  was  necessary  to  pack  the  trachea  above  it.  This  has 
invariably  been  my  practice,  although  I  still  generallv  use  a  Hahn's 
cinnula,  as  it  is  convenient  for  the  aniesthetic.  The  criticism  of  Sir 
btClair  Thomson  and  Mr.  Tilley  is  based  upon  a  misapprehension 
perhaps  because  in  the  specimen  I  dissected  oulv  a  verv  small  window  is 
cut.  In  my  description,  I  state  that  all  the  cartilage  which  in  the  usual 
operation  of  thyrotoiny  is  laid  bare  bv  removing  the  mucous  membrane 
inside  the  larynx  should  be  cut  awav.  The  amount  of  cartilao-e  removed 
corresponds  with  the  amount  of  soft  parts  removed,  and  this'mav  be  as 
extensive  as  the  operator  desires.  As  Prof.  Broeckaert  showed,  the 
whole  thyroid  cartilage,  with  the  exception  of  the  upper  edge  and  the 
posterior  edge,  may  be  removed  as  well  as  half  the  cricoid.  The  removal 
of  the  cartilage,  by  giving  better  access,  allows  a  more  thorough  operation 
and  the  removal  of  a  more  extensive  growth  than  a  simple  thyrotomv 
Whether  or  not  it  is  advisable  to  spUt  the  thvroid  as  a  preliminary  does 
not  affect  the  principle  of  the  operation,  wliich  is  the  removal  of  the 
cartilage  as  well  as  the  soft  parts. 

Total  Laryngectomy  for  Cancer,  Three  Years  after  Operation 
—Dan  _McKenzie.— The  patient  was  shown  before  the  Section  on 
March  /,  1913.  The  operation  took  place  on  Januarv  12  1913 
having  been  preceded  by  tracheotomv  fourteen  davs  before.  Novelties 
in  the  technique  consisted,  first  in  the  treatment  of  the  trachea 
the  upper  end  of  which,  after  division,  was  closed  with  catgut  sutures' 
while  the  tracheotomy  tube  was  left  in  the  tracheotomv  openfncr  Three 
weeks  after  operation  the  upper  end  of  the  trachea  began  to  "^^pe  and 
the  tracheotomy  tube  was  removed  from  the  tracheotomy  openint'"  and 
inserted  into  the  upper  end  of  the  trachea,  allowing  the  tracheotomv 
wound  to  close.  •' 

The  interval  during  which  the  upper  end  of  the  trachea  remained 
closed  was  that  during  which  wound  discharges  are  most  liable  to  cause 
pulmonary  comphcations.  It  is  to  this  precaution  that  the  rapid 
apyrexial  recovery  of  the  patient  is  attributed.  There  is  now,  three  years 
since  the  operation,  no  sign  of  any  recurrence.  The  cervical  glands  none 
of  which  could  be  felt  on  palpation,  were  not  removed. 

The  President  .-  Would  it  not  be  practicable  to  insert  a  tube  upward., 
and  so  improve  the  voice  ?  ' 

Leukoplakia  of  Yocal  Cords.^Herbert  Tilley.— The  patient  is  a 
stout,  healthy-lookmg  male,  aged  fiftv-two.  He  complained  solely  of 
hoarseness,  but  in  reality  it  was  a  gruffness  of  his  normal  voice  "  No 
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history  of  syphilis.  Wassermann  reaction  negative.  On  the  right  side 
of  the  tongue  there  ivas  a  small  smooth  patch  sugge.stive  of  chronic 
superficial  glossitis.  No  other  stigmata  of  syphilis  in  the  throat  or  else- 
where. The  vocal  cords  were  slightly  congested  but  freely  movable. 
From  the  middle  of  the  upper  surface  of  each  cord,  and  extending  to 
within  i  in.  of  the  anterior  commissui-e,  a  dead  white  patch  could  be  seen, 
in  appearance  identical  with  the  plaques  seen  in  a  leukojilakic  tongue. 
The  surfaces  of  the  plaques  are  flat,  and  there  is  no  suggestion  of  ulcera- 
tion, thickening,  or  infiltration  of  the  cords  in  the  neighbourhood  of  the 
white  patches. 

The  fact  that  both  cords  are  affected,  and  that  they  are  normal  in  the 
immediate  region  of  the  anterior  commissure — /.  e.  that  the  plaques  are 
not  continuous — would  seem  to  negative  the  idea  of  their  being  an 
early  stage  of  epithelioma,  and  the  term  "leukoplakia"  has  been  given 
because  the  appearances  are  so  like  that  condition  when  seen  on  the 
tongue. 

The  Pebsident  :  There  is  more  growth  on  the  left  cord  than  on  the 
right,  and  an  interval  between  without  growth  ;  there  is  some  flagging 
of  the  left  cord,  and  there  the  growth  goes  down  some  distance.  The 
diagnosis  seems  to  rest  between  malignant  disease  and  tubercle.  At 
present  no  one  can  say  what  it  is  with  certainty,  and  the  case  must  be 
watched. 

Sir  StClair  Thomson  :  I  should  not  like  to  make  a  diagnosis.  The 
cords  are  abraded,  and  one  maybe  ulcerated;  and  there  is  on  both  of 
them  this  white  sloughy  membranous  secretion,  which  Mr.  Tilley  says 
he  has  brushed  off  audit  has  returned.  It  may  be  some  infection  from 
the  nose  or  some  local  suppurative  infection.  As  it  is  on  both  cords, 
tubercle  seems  more  probable  than  malignant  disease. 

Mr.  Stuart-Low  :  I  had  a  case  like  this  sent  to  me  from  South  Africa ; 
the  patient  had  the  same  condition  on  one  vocal  cord.  The  late  Sir  Henry 
Butliu  once  sent  round  some  statistics  relating  to  the  spread  of  infection 
from  one  cord  to  the  other,  and  asked  us  to  give  him  details  of  our 
experience  of  the  process. 

Mr.  TiLLET  (in  replv)  :  I  show  the  case  here  because  I  think  I  have 
not  seen  one  exactly  like  it  before.  The  man  is  strong,  stout,  and  per- 
fectly healthv.  He  has  no  physical  signs  of  tubercle,  and  there  is  no 
history  of  syphilis  :  the  Wassermann  test  is  negative.  Beyond  the  slight 
o-ruffiiess  of  his  voice,  which  he  has  had  for  eighteen  mouths,  there  is  no 
other  symptom.  On  the  right  side  of  the  tongue  we  found  a  smooth 
patch  which  suggested  chronic  glossitis,  and  he  has  therefore  been  having, 
since  December  4,  10  gr.  iodide  of  potassium  three  times  a  day  and 
-J-  gr.  of  perchloride  of  mercury  in  solution.  He  says  he  is  better,  and 
that  his  throat  and  voice  seem  better  ;  but  I  cannot  detect  any  difference 
in  the  laryngeal  appearances.  I  show  him  because  of  the  possibility  of 
early  malignant  disease.  While  he  has  been  under  my  care  I  have  had 
tinder  my  notice  a  medical  man  whose  somewhat  similar  laryngeal 
appearances  have  puzzled  me  very  much  ;  but  they  were  limited  to  the 
right  vocal  cord.  Some  fifteen  years  ago  he  suffered  from  a  digital 
chancre,  and  two  years  later  I  saw  him  with  a  gumma  under  his  right 
Eustachian  tube.  Six  years  after  that,  in  spite  of  different  courses  of 
treatment,  he  comes  with  this  patch  on  the  right  vocal  cord,  which  I  took 
to  be  a  recrudescence  of  his  old  trouble.  But  injections  of  grey  oil  and 
iodide  of  potassium  internally  did  not  result  in  its  disappearance. 
I  wondered  whether  it  was  early  epithelioma.  The  condition  disap- 
peared after  a  week's  vocal  rest.     The  patient  shown  to-day  cannot  take 
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a  week's  vocal  rest.  I  could  not  convince  myself  tbat  there  vras  any 
deficiency  in  the  movement  of  the  left  vocal  cord.  I  think  I  shall  let  the 
case  run  a  little  longer,  keeping  an  eye  on  him ;  and  if  I  find  any  sudden 
increase  in  size  of  the  patch,  or  evidences  of  iufiltration,  I  shall  opeiate 
at  once.  In  answer  to  Sir  StClair  Thomson,  I  have  rubbed  that  patch 
twice  -with  nitrate  of  silver,  and  it  is  adherent.  I  do  not  think  it  could 
be  wiped  off  or  that  the  epithelium  could  be  removed  with  forceps. 

Case  of  Hypopharyngeal  Carcinoma ;  Removal ;  Restoration 
of  the  Wall  by  Turning  in  a  Piece  of  Skin.'— W.  M.  MoUison.— 

The  Pkesiuent;  We  are  glad  to  see  cases  of  this  rare  opei'ation,  and 
hope  this  case  will  be  more  successful  than  the  original  series  reported 
by  Mr.  Trotter.  No  cure  was  recorded  in  his  five  cases.  I  should  like 
to  see  this  patient  again  at  the  end  of  a  year,  if  she  is  then  alive. 

Dr.  DnND.\s  Gr.vnt  :  Mr.  Waggett  sliowed  a  similar  case  here  one  or 
two  years  ago,  and  I  do  not  thiuk  he  reported  any  recurrence  in  it.  I 
do  not  think  he  turned  in  a  flap  of  skin,  a  very  admirable  part  of  the 
operation  in  this  case.  I  am  particularly  interested  in  this  condition, 
liecause  it  wa.s  I  who  suggested  it  should  be  made  a  subject  of  discussion 
at  the  last  International  Congress — i.e.  post-cricoid  carcinoma.  It  had 
been  forced  upon  my  attention  by  the  fact  that  I  had  seen  several  cases 
in  remarkably  young  women,  a  surprising  fact  considering  that  we  had 
been  brought  up,  as  it  were,  on  the  idea  that  carcinoma  of  the  larynx  in 
women  was  very  rare.  It  has  now  become  a  very  important  chapter  in 
laryngeal  surgery.     Such  cases  as  this  encourage  us. 

Mr.  Cyril  Horsfoed  :  I  have  a  similar  case  of  phai-yngeal  cancer,  in 
the  lateral  wall,  very  early  and  limited,  excejjt  that  it  is  now  beginning 
to  encroach  on  the  larynx.  There  is  no  palpable  gland,  and  I  thought  it 
would  be  suitable  for  Mr.  Trotter's  method  of  lateral  pharyngotomy. 
But  the  prognosis  in  this  class  of  case  is  so  bad  that  une  hesitates  before 
advising  such  a  severe  operation.  I  ask  whether,  after  his  experience, 
Mr.  MoUis(jn  can  say  my  ease  is  likely  to  be  capable  of  being  dealt  with 
satisfactorily  by  his  method. 

Mr.  MoLLisoN  (in  replyj  :  I  brought  the  patient  forward  so  soon 
after  operation  because  of  the  interest  of  such  cases,  and  to  emphasise 
the  comparative  ease  of  the  operation  under  iutra-tracheal  insufflation  of 
ether  ;  this  does  away  with  the  necessity  of  ti-acheotomy  beforehand,  and 
the  tube  in  the  larynx  does  not  get  in  the  way  after  opening  the  pharyn- 
geal wall.  I  dissociate  these  hypopharyugeal  cases  from  pharyngeal 
cases  ;  they  are  usually  women  between  thirty-five  and  forty  years  of 
age.  I  undertook  the  operation  in  this  case  because  the  history  was 
comparatively  short — only  four  months — though  doubtless  the  ulcer  had 
been  there  some  time  previously ;  also  she  had  a  long  thin  neck,  which 
made  the  operation  comparatively  simjile.  I  followed  Mr.  Trotter's 
method,  as  described  in  his  Huuterian  Lectui'es,  but  found  I  had  to 
remove  the  lateral  lobe  of  the  thyroid  gland  to  get  low  enough  to  reach 
the  lower  edge  of  the  ulcer.  Then  one  could  remove  the  whole  wall  of 
the  hypopharyux  and  strip  it  off  the  back  of  the  cricoid,  leaving  only  a 
narrow  strip  of  mucous  membrane  to  make  continuity  of  the  upper  with 
the  lower  parts.  The  turning  in  ot  the  skin  was  comparatively  easy  ; 
when  it  was  fixed  in  position  a  tube  was  passed  from  the  mouth  through 
the  oesophagus  to  the  stomach ;  on  its  removal  at  the  end  vi  three  days 

'  See  JouRX.  of  L.aktxgol.,  Ehinol.,  and  Otol.,  April,  1916,  p.  129. 
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the  junctiou  was  quite  water-tight,  and  at  uo  time  since  the  operation 
has  any  food  come  tlirough. 

Plastic    Operation    for    Nasal    Stenosis.— W.    Stuart-Low. — 

Patient,  a  soldier,  wounded  at  the  battle  of  Ypres  four  mouths  ago, 
received  a  very  severe  injury  to  the  nose,  which  was  quite  flattened,  the 
bones  of  the  sejitum  being  crushed  and  the  al*  forced  down  flat.  He 
underwent  repeated  operations  in  the  military  hospitals  in  order  that  a 
nasal  passage  might  be  re-formed,  and  when  he  was  sent  to  the  Central 
London  Thi-oat,  Nose,  and  Ear  Hospital,  the  anterior  nares  were  quite 
obliterated  by  cicatricial  compression.  Moure's  operation  was  performed. 
The  right  ala  having  been  freed  and  the  soft  structui-es  towards  the  inner 
cauthus  turned  up,  jiassages  were  then  bored  out  in  the  flattened  tissues, 
:ind  a  long  inner  tracheotomy  tube  placed  in  them.  This  was  found  very 
useful  indeed  in  maintaining  the  opening,  as  its  flange  prevented  it  passing 
in  too  far.  Soft  catheters  were  then  passed  twice  daily  into  the  passages 
and  naso-pharynx  and  out  at  the  mouth,  and  these  were  pulled  see-saw 
fashion  for  five  or  ten  minutes  at  a  time.  The  catheters  were  greatly 
enlarged,  and  now  No.  12  is  used.  This  was  found  very  eflectual  in 
maintaining  and  enlarging  the  passages,  which  are  now  good.  He  can 
breathe  quite  freely,  even  at  night. 

Naso-pharyngeal  Fibroma — F.  A.  Rose. — A  boy.  aged  twelve  and 
a  half.  A  swelling  has  been  noticed  in  the  left  cheek  for  seven  mouths. 
There  has  been  bleeding  from  the  nose  upon  about  twenty  different 
occasions.  A  smooth,  firm,  rounded  tumour  fills  the  left  side  of  the 
naso-pharynx  and  the  posterior  part  of  the  left  nasal  fossa.  A  portion 
of  the  growth  projects  below  the  malar  bone.     The  left  eye  is  proptosed. 

'J'he  President  :  I  suppose  the  question  here  is  as  to  the  best  method 
of  apj)i'oach.  I  am  not  now  so  inclined  to  use  the  mouth  operation  as  I 
used  to  be.  In  this  case  I  would  do  something  like  Moure's  ojieration  as 
a  beginning,  and  then  go  further  down  if  necessary,  from  the  u|iper  part 
of  the  maxilla  and  through  the  alveolar  process,  so  as  to  get  a  good 
exposure  of  the  growth  through  the  front  of  the  face.  It  may  be  possible 
for  Mr.  Rose  to  ojjerate  through  the  mouth  and  secure  a  good  result, 
though  I  doubt  it.  We  could  not  very  well  palpate  the  growth  to  define 
its  limits  posteriorly. 

Dr.  Kelson  :  It  is  doubtful  whether  it  is  a  simple  naso-pharyngeal 
fibroma.  It  seems  more  like  certain  malignant  cases  which  one  sometimes 
sees. 

Dr.  JoBSON  HoENE  :  I  attach  importance  to  the  site  of  origin  of  the 
growth  being  determined  before  its  removal.  So  far  as  I  have  been  able 
to  examine  the  case  the  growth  appears  to  me  to  be  antral  and  not  naso- 
pharyngeal in  origin. 

Dr.  Kent  Hughes  :  I  palpated  this  case  in  the  hospital  and  I  do 
not  think  it  is  naso-pharyngeal ;  I  think  it  arises  from  the  antrum.  It 
is  prominent  in  the  nose  and  adherent  to  the  septum  and  turbinate ;  there 
is  proptosis  and  a  fulness  above  the  zygoma.  I  doubt  whether  it  is 
simple  fibroma. 

Plumbism  and  Pyorrhoea  associated  with  Passive  (Edema  and 
Thickening  of  the  Uvula,  Epiglottis,  and  Arytaenoids,  with 
Enlargement  of  the  Glands  in  the  Parotid  and  Submaxillary 
Regions.— Jobson  Home. — The  patient,  a  man,  aged  fifty-seven,  is  a 
sanitary  fitter.      For  thirty -one  years  in  this  occupation  he  has  been 
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workiug  with  red  and  white  lead  and  paint.  On  September  1,  1915,  he 
<:'ame  to  the  Metropolitan  Ear,  Nose,  and  Throat  Hospital  on  account  of 
deafness,  and  mentioned  that  there  had  been  some  "  swellings  in  the  neck." 
Eighteen  months  previously  he  had  attended  on  account  of  "  closing  of 
the  throat."  At  that  time  it  was  noted  that  the  uvula  was  enlarged  and 
the  arytaenoids  were  oedematous,  but  no  enlargement  of  the  glands  was 
recorded.  Upon  further  inquiry  it  was  ascertained  that  he  had  had 
similar  throat  symptoms  at  intervals  before  his  first  attendance  at  the 
hospital. 

Towards  the  latter  part  of  November,  1915,  there  was  a  recurrence 
of  the  "  swellings  "  about  the  neck,  and  in  January  of  this  year  he 
attended  again  at  the  hospital.  There  were  then,  on  the  left  side,  three 
obvious  swellings,  one  over  the  paiotid  and  two  at  the  angle  of  the  jaw, 
of  the  size  of  damsous,  discrete  and  free  from  pain  or  tenderness  ; 
another  and  similar  swelling,  but  less  obvious,  was  symmetrically  situate 
over  the  right  parotid  region.  The  teeth  and  gums  were  in  a  very 
unheiilthy  condition — tartar,  pyorrhcea,  gingivitis,  together  with  a  faint 
blue  line.  The  uvula  was  enlarged  almost  to  the  size  of  the  tip  of  a  little 
finger,  the  epiglottis  was  considerably  thickened,  obscuring  a  complete 
view  of  the  larynx,  but  the  arytaenoids  were  seen  to  be  enlarged.  The 
voice  was  natural,  but  there  was  some  difficulty  in  swallowing.  Twenty- 
one  3'ears  ago  the  patient  was  laid  up  for  thirteen  weeks  with  pneumonia. 
Examination  of  the  lungs  and  heart  yielded  nothing  abnormal.  There 
was  no  sputum  and  no  cough.  There  was  no  history  of  any  specifiiC 
disease  nor  of  tuberculosis.  There  were  no  enlarged  glands  palpable 
other  than  those  mentioned.  The  glandular  enlargement  was  probably 
due  to  local  causes.  The  treatment  given  was  quinine  (1  gr.)  and  iodide 
of  potassium  (5  gr.)  thrice  daily,  and  a  mouthwash  of  peroxide  of 
hydrogen.  Within  ten  days  there  was  instantaneous  and  marked  im- 
provement, the  "swellings  "rapidly  subsided,  and  the  patient  expressed 
himself  as  feeling  decidedly  better. 

Mr.  Clayton  Fox  :  I  think  it  is  ^jroliably  primary  tuberculosis  in 
the  upper  deep  cervical  and  parotid  lymphatic  glands.  The  condition 
of  the  uvula  is  certainly  not  tuberculous,  but  there  is  some  infiltration 
of  the  epiglottis  without  oedema.  I  regard  the  oedema  of  the  uvula  and 
arytaenoids  as  secondary  to  lymphatic  ob.structiou. 

Dr.  DoNELAN  :  I  noticed  that  the  oedema  of  the  epiglottis  has  almost 
disappeared,  doubtless  as  the  result  of  treatment.  The  oedema  of  the 
uvula  and  the  glandular  enlargement  are  still  present.  I  was  unable  to 
detect  any  evidence  of  tuberculosis  in  the  larynx. 

Dr.  JoBsoN  HoRNE  (in  reply)  :  The  possibility  of  the  lesions  being 
due  to  tuberculosis  has  been  kept  in  mind,  but  so  far  no  clinical  evidence 
has  been  obtained  to  support  the  suggestion.  Moreover,  as  there  has 
been  such  a  remarkable  sub.■^idence  in  the  glands  and  reduction  in  size 
of  uvula  and  epiglottis  after  ten  days  of  treatment  with  iodide  of 
potassium  (5  gr.)  internally  and  peroxide  of  hydrogen  as  a  mouthwash, 
I  am  all  the  more  inclined  to  associate  the  condition  with  plumbism. 

Intense  Dryness  of  the  Mouth,  associated  with  Ulceration  of 
the  Pharynx. — Cecil  Graham. — Female,  aged  forty-six,  noticed  loss 
of  voice,  suddenly,  towards  the  end  of  November,  1915.  She  had 
pneumonia  four  months  previously,  but  was  well  during  the  interval 
preceding  the  loss  of  voice.  She  has  no  moisture  in  tlie  buccal  cavity, 
the  mucous  membrane  being  perfectly  dry ;  and  superficial  furrows  are 
seen  on  the  tongue  which  are  formed  by  the  papillae  and  which  do  not 
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extend  into  the  substance  of  (he  tongue.  The  pharyngeal  wall  is  coated 
bj  sticky  mucus,  and  shows  superficial  ulceration  from  the  naso-pharynx 
to  the  arytaBuoids.  The  vocal  cords  are  piuk  and  fleshy,  and  their  close 
apposition  is  prevented  by  iiuer-arytaeuoid  thickening.  The  left  nasal 
fossa  is  clear,  and  the  maxillary  sinuses  are  translucent,  but  there  is 
some  inspissation  secretion,  small  in  amount,  in  the  right  middle 
meatus. 

Dr.  DuNDAs  Gr.\nt  :  I  think  the  condition  of  the  larvnx  was 
secondary  to  the  nasal  supjMiratiou.  the  swelling  in  the  inter-arytseuoid 
space  being  due  to  infection  by  the  inhaled  pus.  The  vocal  cords  are 
red  rather  than  infiltrated  ;  that  may  be  secondary  to  the  dry  mouth  and 
to  the  crusts  in  the  nose.  I  do  not  know  what  is  the  cause  of  the  dryness 
of  the  mouth. 

Dr.  Kelson  :  I  think  this  patient's  urine  should  be  examined  :  the 
case  reminds  me  of  appearances  seen  in  diabetes. 

Sir  StClair  Thomson  :  The  appearance  suggests' that  something  has 
been  going  on  for  some  time,  because  in  the  iuter-arytsenoid  region  there 
is  that  chroiiic  hypertrophy  which  is  generally  associated  with  the  descent 
of  pus  from  the  nose  or  with  a  late  syphilitic  manifestation. 

The  President  :  This  afternoon  Mr.  Graham  has  received  an  intima- 
tion that  the  Wassermanu  reaction  is  positive.  Thei'e  has  doubtless 
been  purulent  rhinitis  for  years  and  a  secondary  atrophic  rhinitis  with 
descending  atrophic  trouble. 

Chronic  Syphilitic  Laryngitis  with  Marked  Stenosis. — William 
Hill. — Man,  aged  thirty.  Primaiy  syphilis  contracted  ten  years  pre- 
viously. Severe  tertiary  ulceration  and  deformity  of  larynx  one  year  ago, 
necessitating  tracheotomy.  Portions  of  hyperplastic  tissue  have  been 
freely  removed  through  an  endoscope,  but  stenosis  has  speedily  recurred. 
Patient  cannot  breathe  well  through  an  ordinary  intubation  tube,  show- 
ing that  the  upper  end  of  the  trachea  is  also  stenosed.  It  has  been  found 
impracticable  to  use  a  Sehimmelbusch  apparatus  through  the  present 
ordinary  tracheotomic  orifice,  and  in  view  of  the  syphilitic  nature  of  the 
lesion,  with  the  tendency  to  contraction,  the  exhibitor  has  hesitated  to 
resort  to  any  further  cutting  operation.  Suggestions  are  invited  as  to 
any  other  treatment. 

Dr.  Dundas  Grant  :  I  suggest  he  should  try  Thost's  dilators,  which 
are  passed  from  below  upwards.  The  horizontal  limb  of  the  plug  goes 
underneath  the  tracheotomy  tube  ;  they  are  graduated  and  can  be  used 
one  after  the  other.  Possil)ly  aftei'  reopening  the  larynx  one  could  again 
do  the  laryngostomy. 

Lupus    of    the     Mouth     and     Throat.— W.    Kent    Hughes. — 

Patient,  a  female.  There  is  a  large  nodule  on  the  side  and  under  surface 
of  the  tongue,  divided  into  two  by  pressure  u)ion  the  second  bicu-spid 
(left  lower).  The  under  surface  and  extremity  of  the  tip  have  now  a 
granular  surface,  but  tintil  reeentlv  were  occupied  by  a  large  flat  nodule. 
The  left  side  of  the  lower  jaw  is  extensively  involved  in  the  region  of 
molars  and  second  bicuspid.  The  epiglottis  has  almost  disappeared,  but 
the  disease  in  this  region  is  quiescent. 

I  am  not  responsible  for  the  diagnosis  of  lupns  :  the  case  was  sent  to 
me  by  Mr.  Harmer.  This  is  about  the  only  pest  which  does  not  luxuriate 
in  Australia ;  I  have  not  seen  an  instance  then-.  Five  years  ago  the 
woman  had  occasional  loss  of  voice,  and  four  and  a  half  years  ago  she 
noticed  that  her  epiglottis  was  affected,  next  the  lower  part  of  the  base 
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of  the  tongue,  then  the  tip  of  the  tongue,  lastly  the  jaw.  Three  years 
ago  she  came  under  Mr.  Harmer's  care,  and  he  gave  her  tuberculin,  and 
that  improved  the  larynx  and  base  of  the  tongue,  but  had  no  effect  on 
the  anterior  side  of  the  tongue  or  the  jaw.  Then  60  gr.  sodium  iodide  bv 
ionisatiou  was  tried,  twenty  applications,  and  she  has  had  foi-ty  applica- 
tions of  the  Simpson  lamp.  That  was  last  November,  and  I  did  not  see 
her  again  until  a  fortnight  ago,  when  she  was  steadily  becoming  worse  ; 
therefore  I  decided  to  try  the  ettect  of  Spengler's  I.K.  therapy.  I  have 
had  only  a  small  experience  of  that  treatment,  but  it  has  been  so  striking 
in  the  person  of  my  wife  tbat  it  seemed  worth  trying  in  this  case. 
Spengler  advised  it  in  lupus  and  tubercle,  and  the  result  bas  been  most 
surprising  in  a  fortnight,  the  tongue  condition  having  half  cleared  up  iu 
that  time,  and  the  girl  eats  better  and  feels  improved  in  every  way.  On 
testing  by  Spengler's  precipitation  test,  which  he  admits  is  only  a  rough- 
and-ready  method,  an  enormous  improvement  in  the  patient's  resistance 
is  seen.  My  wife's  case  was  a  most  striking  one  :  she  had  been  "  going 
down  hiU  "  for  seven  years,  and  at  one  time  had  twenty  bacilli  per  field 
(that  was  last  October) ;  now  she  has  only  one  bacillus  iu  live  fields,  she 
is  putting  on  weight,  and  in  the  last  ten  weeks  her  temperature  has  only 
once  been  above  the  normal 

The  President  :  With  regard  to  iupus  of  the  throat,  nose,  larvux, 
etc.,  in  my  experience  one  falls  into  the  pit  now  and  then  if  one  fails  to 
have  a  Wassermann  test  carried  out  and  carefully  done.  I  have  seen 
many  cases  diagnosed  as  lupus  when  the  condition  was  syphilis,  and  vice 
vers''i. 

Mr.  Hughes  :  Wasserm:ann's  reaction  was  negative. 


3ib.'itr:irt.s. 


PHARYNX. 

Roy.  Dunbar.— Partial  Paralysis  of  the  Soft  Palate  following  Removal 
of  Tonsil  and  Adenoids.     "  Laryngoscope,"  1915,  p.  361. 

The  writer  has  app;ireutly  had  his  nerve  somewhat  badly  shaken  by 
an  unfortunate  result  of  removal  of  adenoids  and  tonsils.  The  patient 
was  a  male,  aged  foui-,  who  was  operated  on  on  May  20,  1913. 
Complete  enucleation  was  accomplished  without  trouble,  and  '"  with  less 
traumatism  than  usual."'  Two  days  later  there  was  no  pain  iu  the 
throat,  but  a  week  after  that  the  child  was  brought  back  with  a  history 
of  fever  (101°  F.),  malaise  and  inability  to  articulate  distinctly.  On 
swallowing,  liquids  returned  through  the  nose.  Examination  showed 
the  pharynx  to  be  in  good  condition — both  pillars  appearing  normal. 
The  tongue  was  coated.  The  chdd  was  given  small  doses  of  strychnine, 
and  later  the  naso-pharyux  was  irrigated  with  alkaline  lotion  and  touched 
with  argyrol.  Within  ten  days  the  temperature  subsided  and  the  patient 
was  able  to  swallow  better,  but  the  soft  palate  still  had  a  leathery  look. 
Within  the  next  month  the  voice  was  practically  normal. 

Roy  gives  it  as  his  opinion  tbat  operations  for  the  removal  of  tonsils 
and  adenoids  should  not  be  looked  upon  as  a  simple  procedure,  but 
should  have  the  same  thought  and  care  "  as  any  other  major  surgical 
operation."  Within  the  last  few  years  Eoy  has  seen  various  mutilations 
of  the  phar'ynx  caused  by  the  so-called  tonsillertomies.  The  anterior 
and  posterior  pillars  are  often  united  into  one  Hat  cicatrix,  and  in  many 
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cases  the  movements  of  the  palate  are  markedly  restricted.  Roy  has  also 
seen  stripping  of  the  mucous  membrane  from  the  soft  palate  and  total 
ablation  of  the  uvula.  He  thinks  that  the  case  reported  above  may  have 
been  due  to  injury  to  the  muscles  of  the  soft  palate  during  the  removal 
of  adenoids,  and  holds  that  an  unnecessary  amount  of  force  and 
traumatism  is  frequently  used  in  this  operation.  It  is  very  easy  to 
over-streteh  the  soft  palate  even  by  a  digital  examination  of  the  naso- 
pharynx. In  the  present  case  Eoy  used  a  small-sized  Brandege's  forceps 
for  the  removal  of  the  adenoids,  but  since  then  he  has  abandoned  forceps. 
He  believes  that  the  La  Force  adenotome  is  a  good  instrument,  and 
follows  this  with  a  small  Gottstein  cui-ette. 

So  much  has  been  written,  especially  in  the  secular  periodicals, 
concerning  the  ill  effects  of  adenoids,  that  parents  now  make  their  own 
diagnosis.  If  one  "were  to  credit  all  that  is  written  on  this  subject, 
mtithers  would  soon  believe  that  their  offspring  would  become  raving 
idiots  if  their  adenoids  were  not  removed.  Koy  holds  that  cveiy  young 
child  has  adenoid  tissue  in  the  naso-pharynx,  and  even  if  a  child  is  a 
habitual  mouth  breather  it  by  no  means  proves  that  he  has  a  large  mass 
of  adenoids.  The  parent  or  physician  who  thinks  that  the  removal  of 
adenoids  will  cure  all  symptoms  of  moutli  breathing  in  every  case  will  be 
sadly  disappointed.  Mouth  breathing  is  often  due  to  a  short  upper  lip 
associated  with  a  high-arched  palate.  In  these  cases  the  work  of  the 
dentist  is  needed  to  widen  the  palatal  arch. 

According  to  Eoy,  a  swift  operation  on  the  uaso-pharynx,  frequently 
with  the  palate  obscured  by  blood,  is  by  no  means  an  infrequent  occur- 
rence among  the  best  of  us.  Many  of  these  cases  are  never  seen  again, 
and  it  is  therefore  impossible  to  know  the  end  result.  The  cases  should 
be  kept  under  observation. 

Roy  has  circularised  fifty -five  specialists  in  the  United  States  on  the 
question  of  paresis  of  the  palate  following  operation,  and  has  received 
answers  from  thirty-nine  men.  Opinions  were  almost  equally  divided, 
about  half  the  specialists  denying  any  knowledge  of  paralysis  of  the 
palate.  (This  group  included  Kerrisen,  Kyle,  Loeb,  McKernon,  Sluder, 
Stein.  Harmon  Smith,  and  Tankauer.)  On  the  other  hand,  Ballenger 
has  seen  a  few  cases  of  partial  and  total  paralysis,  in  all  of  which 
regurgitation  through  the  nose  was  present.  Barnhill  has  had  several, 
while  Beck  finds  that  about  10  per  cent,  of  private  cases  have  a  nasal 
twang  after  operation.  Hurd  has  seen  a  number  of  cases  in  which  the 
soft  palate  was  so  much  deformed  and  so  rigid  as  to  apjiear  immobile. 
Hudson  Makuen  has  observed  one  case  of  almost  complete  paralysis  of 
the  soft  palate  following  digital  examination.  /.  S.  Fraser. 


NOSE. 

Cooke,  Eobert  A.  (New  York  City). — The  Treatment  of  Hay  Fever  by 
Active  Immuuisation.  "  Laryngoscope,"  1915,  p.  1U8. 
Any  form  of  foreiga  protein  introduced  within  the  living  body  gives 
rise  to  the  formation  of  a  specific  immune  or  antibody  which  exists  either 
attached  to  certain  cells  or  free.  When  union  takes  place  between 
protein  and  free  antibody  there  is  no  clinical  evidence  of  reaction,  but 
when  a  union  takes  place  between  protein  and  fixed  antibody  a  reaction 
takes  place.  When  there  is  a  large  excess  of  antibody  circulating  free 
we  have  an  immune  state,  and  when  there  is  little  antibody,  and  that  for 
the  most  part  attached,  we  have  the  sensitised  state  (anaphylaxis).  We  do 
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not  know  why  certain  individuals  become  and  remain  sensitised,  though 
we  know  that  the  capacity  is  largely  inherited  (64  per  cent,  of  cases). 

In  America  hay  fever  occurs  in  two  well-defined  groups  of  cases — 
(a)  the  Spring  type,  beginning  May  1  to  15  and  ending  July  16  to  30, 
(6)  the  Fall  type,  beginning  August  10  to  20  and  ending  October  1  to  15. 
The  early  and  late  types  are  due  to  different  kinds  of  grasses.  The 
diagnosis  mav  be  made  by  means  of  the  cutaneous  reaction.  Solutions 
of  pollen  protein  injected  intra-deriually  give  rise  almost  at  once,  in 
individuals  sensitised  to  that  protein,  to  the  formation  of  an  urticarial 
weal  surrounded  by  a  distinct  zone  of  hyperaemia  and  usually  attended  by 
considerable  itcbing  of  the  skin.  Practically  all  hay  fever  cases  show 
multiple  sensitisation,  i.  e.  they  react  positively  to  more  than  one  protein. 
Ten  per  cent,  of  cases  have  both  spring  and  autumn  symptoms,  while 
32  per  cent,  have  sensitisation  to  different  proteins,  e.  g.  cat,  egg, 
lobster,  celery,  etc.  The  clinical  manifestations  may  be  urticaria,  asthma, 
angio- neurotic  cedema,  hay  fever,  and  gastro-enteritis.  The  pollens  of 
the  Graminacece  are  by  far  the  most  important  in  the  early  cases. 

Preparcdion  of  the  Pollen  Extracts. — Dried  pollen  is  ground  in  a 
mortar  with  sand,  using  n/200  NaOH  '9  NaCl  solution.  It  is  then  shaken 
for  twenty-four  hours  and  afterwards  filtered  through  sand  and  then 
through  a  sterile  Berkefeld  filter.  Doses  are  expressed  in  fractions  of  a 
milligramme  of  nitrogen  content. 

Treatment. — The  intra-dermal  tests  have  first  to  be  applifd  in  order  to 
determine  the  specific  etiological  factors  in  the  case.  Prophylactic  treat- 
ment is  begun  about  two  months  Viefore  the  anticipated  attack.  Injections 
are  given  subeutaneously  at  weekly  intervals,  the  dose  at  first  being  very 
minute  and  gradually  increasing  at  subsequent  injections.  Ten  or  twelve 
injections  in  all  are  required.  On  the  other  hand,  cases  that  present 
themselves  for  treatment  during  the  attack  are  given  minute  doses  on 
four  successive  days,  and  then  at  intervals  of  from  three  to  five  days. 
Cooke  gives  some  illustrative  cases  :  Female,  suffering  from  late  hay 
fever,  which  started  sixteen  years  ago  ;  no  asthma.  Shell-fish  produced 
an  intense  itching  of  the  entire  skin.  Intra-dermal  test :  Eag-weed  and 
Golden-rod  both  positive.  Treatment :  Ten  injections,  after  which  the 
patient  was  entirely  free. 

Cooke  admits  that  cases  once  rendered  immune  do  not,  as  a  rule, 
retain  a  sufficiently  high  degree  of  immunity  to  protect  them  during  the 
ensuing  year.  Out  of  sixty  cases  there  was  marked  improvement  in 
60  per  cent.,  some  improvement  in  30  per  cent.,  while  less  than  10  j)er 
cent,  were  failures.  It  is  more  diiEcult  to  obtain  immunisation  in  the 
late  type  of  infection.  In  conclusion  Cooke  utters  a  word  of  caution 
against  the  liberal  use  of  this  form  of  treatment  in  highly  sensitised 
individuals,  especially  asthma  cases,  as  alarming  symptoms  are  apt  to 
arise  and  death  from  anaphylactic  shock  is  not  impossible. 

./.  (S*.  Frnser. 

Meyer,  A.  W. — Sinister  Unrecorded  Anomalies  of  the  Sphenoid. 
"Annals  of  Otology,'"  xsiv,  p.  257. 
Describes  two  specimens  in  which  diverticula  of  the  mucous  lining. 
of  the  sphenoidal  sinuses  protruded  directly  into  the  subdural  space. 
One  case  was  aged  twenty-eight,  the  other  thirty.  Sphenoidal  sinusitis 
m  eitLer  would  probably  have  resulted  in  meningitis  ;  whilst  probing, 
irrigation,  or  other  operative  procedures  would  have  resulted  disastrously 
through  no  lack  of  skill  or  foresight  on  the  part  of  the  operator.  Such 
anomalies  must  be  rare.  Macleod  Yearsley. 
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CESOPHAGUS. 

Richmond  McKinney  (Memphis,  Tenii.) —Simple  Inflammatory  Stenosis 
of  the  (Esophagus.  "  Lanngoscope,"  1915,  p.  ob-i. 
Hitherto,  strictui-es  of  the  gullet  have  been  classiiied  into  :  (1)  malig- 
nant; (2)  traumatic;  and  (3)  spasmodic.  Simple  inflammatory  stenosis 
has  not  been  recognised,  though,  according  to  McKinney,  such  a  condition 
may  at  times  endanger  liEe.  It  is  best  to  make  the  cesophagoscopic 
examination  without  the  aid  of  cocaine,  -which  causes  blanching  and 
retraction  of  the  tissues.  The  commonest  svmptom  of  simple  inflam- 
matory stenosis  is  regurgitation  of  food.  There  is  no  pain,  but,  should 
the  stricture  continue  long  enough,  there  is  loss  of  weight.  The  treat- 
ment consists  in  gradual  dilatation  applied  through  the  oesophagoscojje, 
no  anaesthesia  being  necessary.  Guisez  says  that  the  oesophagus  may 
become  completely  stenosed  under  the  influence  of  irritation  and  of 
simple  chronic  inflammation.  He  finds  that  intiammatory  stenoses  occur 
at  the  contracted  extremities  of  the  gullet ;  they  may  be  due  to  two 
causes:  (1)  Simple  thickening  of  the  wall  following  oesophagitis  due  to 
chronic  irritation,  indigestion,  or  alcohol;  (2)  spasms  terminating  in 
pei'manent  stenosis.  Stasis  of  food  following  upon  the  spasm  causes 
inflammation  of  the  cesophageal  wall,  which  results  in  cicatricial  degenera- 
tion. The  initial  spasm  occurs  in  patients  who  eat  rapidly  and  masticate 
poorly.  The  condition  is  to  be  difl'erentiated  from  cardio-spasiu,  since 
the  latter  condition  causes  hypertrojihy  of  the  oesophageal  musculature, 
with  subsequent  atony  and  dilatation,  but  does  not  cause  a  true  organic 
and  annular  stricture.  McKinnev  believes  that  there  is  always  a  primary 
oesophagitis  in  organic  inflammatory  strictures,  the  oesophagitis  being 
due  to  localised  irritation.  McKinney  records  the-  following  cases: 
Case  1. — Male,  aged  sixty-two,  with  increasing  dysphagia  for  eight 
months.  The  food  seemed  to  be  arrested  in  the  upper  portion  of  the 
gullet,  and  was  frequently  regurgitated.  The  patient  was  a  rapid  and 
hearty  eater,  and  suflered  from  indigestion.  Q*]sophagoscopy  showed  an 
anuvilar  stricture  at  the  mouth  of  the  gullet,  through  which  McKinney 
could  pass  an  8  mm.  tracheal  tube.  The  stricture  was  24  cm.  from  the 
incisor  teeth.  There  was  no  pouching  of  the  hypo-pharynx.  The 
stricture  was  dilated  by  flexible  bougies  and  a  cure  was  obtained.  Case  2  : 
Male,  aged  sixty-five,  dysphagia  for  one  vear ;  food  lodged  in  throat  and 
slowly  went  down.  No  loss  of  weight,  but  the  patient  had  bad  teeth 
and  indigestion.  QSsophagoscopy  showed  a  constriction  at  the  mouth  of 
the  gullet  which  yielded  to  gentle  pressure  with  a  linen  bougie,  size  16  F. 
At  the  end  of  one  mouth  a  size  40  F.  was  passed  without  difficulty. 
Simple  cesophageal  strictures  are  not  transitory ;  when  they  once  begin 
they  continue  gradually  to  grow  worse.  They  are  not  due  to  hysteria. 
McKinney  holds  that  it  is  comparatively  easy  to  exclude  cancer  as  the 
simple  strictures  are  annular,  attended  by  no  pain,  and  are  easily  treated. 
Guisez  has  seen  twelve  cases  of  inflammatory  stenosis,  six  of  which 
occurred  at  the  cardiac  end.  McKinney's  cases  number  four,  and  in  all 
the  cervical  region  was  affected.  He  finds  that  the  area  of  constriction 
is  always  more  deeply  congested  than  the  part  above.  Dilatation  should 
be  practised  with  extreme  care  for  fear  of  rupttiring  the  wall  of  the 
gullet.  This  accident  occurred  in  a  case  of  McKinney's,  in  which  the 
stricture  was  caused  by  the  accidental  swallowing  of  concentrated  lye. 
During  the  writer's  absence  the  patient  was  removed  from  his  wards  by 
a  general  stirgeon  who  attempted  reversed  dilatation  through  a  gastric 
fistula.    The  patient  died  within  twenty-four  hour.s.  /.  iS'.  Fnxtier. 
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MISCELLANEOUS. 

Kahii,  H.,  and  Gordon,  L.  E.— The  Use  of  Pituitary  Extract  as  a  Coagu- 
lant in  Injui-y  of  the  Nose  and  Throat.  ■' Annals  of  Otology," 
xxiv,  p.  322. 
The  authors  tabulate  fifty  cases  and  conclude:  (1)  The  coagulation 
time  of  the  blood  is  materially  i-educed  by  the  hypodermic  administration 
of  pituitary  extract.  (2)  The  hremorrliage  following  nasal  and  throat 
operations  "is  much  reduced,  especially  those  on  the  turbinal  body.  (3) 
The  effect  on  the  blood-pressure  of  children  is  variable,  as  follows : 
Systolic  pressure  was  increased  in  55-31  per  cent,  of  the  cases,  reduced  in 
36  per  cent.,  and  unchanged  in  8'5  per  cent.  Diastolic  pressure  was 
increased  in  35'5  percent.,  reduced  in  o5'5  per  cent.,  and  unchanged  in 
29  per  cent.  Pulse-pressure  was  increased  in  61  per  cent,  and  decreased 
in  39  per  cent.  The  method  of  administration  followed  was  to  give 
12  minims  hypodermically  to  children  and  15  minims  to  adults,  not  less 
than  fifteen  minutes  before  the  intended  anaesthetic. 

Macleod  Yearsley. 


REVIEWS. 


Diseases  of  the  Nose  and  Throat.  By  Jonathan  Weight.  M.D., 
Director  of  the  Department  of  the  Laboratories,  New  York  Post- 
Graduate  Medical  School  and  Hospital,  and  Hakmon  Smith, 
M.D.,  Surgeon  to  Throat  Department  of  the  Manhattan  Eye, 
Ear,  Nose,  and  Throat  Hospital ;  Clinical  Professor  of  Laryngology 
and  Rhinology,  Cornell  University  Medical  School.  Illustrated 
with  313  engravings  and  14  plates.  Pp.683.  London  :  Bailliere, 
Tindall  &  Cox,  1915. 

As  a  combination  of  forces  nothing  could  surpass  the  co-operation  of 
Dr.  Jonathan  Wright  and  Dr.  Harmon  Smith  in  the  presentation  of  the 
pathological  and  clinical  aspects  of  diseases  of  the  throat  and  nose.  Dr. 
Jonathan  Wright  has  been  so  long  known  to  the  older  generation  of 
laryngologists  as  a  zealous  and  original  investigator  that  it  might  have 
been  thought  that  his  time  for  retiring  from  work  had  arrived.  The 
frequent  appearance  of  fresh  contributions  from  liim  pri)ve  that  he  is  still 
active,  and  a  visit  to  him  in  his  lal)oratory  in  New  York  enables  one  to 
judge  that  he  is  likely  to  continue  his  contributions  for  many  years  to 
come. 

The  book  is  emphatically  a  good  one,  and  every  article  has  some 
distinctive  feature  about  it.  Dr.  Harmon  Smith  is  essentially  practical, 
and  has  evidently  got  his  ideas  thoroughly  clarified  as  the  result  of  much 
thought  and  observation.  We  find,  therefore,  that  many  of  the  chapters 
contain  in  a  concise  form  an  extraordinarily  complete  account  of  any 
given  branch  of  the  subject.  This  will  be  evident  to  anyone  who  reads 
the  accounts  of  distortions  of  the  septum  or  of  the  diseases  of  the 
accessory  sinuses.  The  essentials  which  are  of  most  use  to  the  young 
specialist  are  to  be  found  shorn  of  the  less  relevant  elaboration  and 
repetition  which  are  apt  to  confuse  him.  The  older  specialist  also  can 
scarcely  fail  to  find  many  points  of  fresh  interest  either  from  their  actual 
newness  or  from  the  new  manner  in  which  they  are  presented. 

The  tonsils  afford  much  material  for  the  uathologist  and  the  clinician. 
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jointly  and  severally,  and  the  joint  efforts  are  attended  here  with  the 
best  result.  The  writers  modestly  disclaim  any  pretension  to  settle  the 
'■  functions  '"  of  the  tonsils,  but  their  description  and  analysis  of  "  certain 
bio-physical  and  bio-chemical  reactions  recognised  as  part  of  the  activities 
of  the  lymph-glands  on  the  surface  of  the  pharynx  "  are  most  illuminating. 
They  consider  that  there  is  every  clinical  reason  to  believe  that  pathogenic 
bacteria  find  entrance  to  the  general  lymphatic  system  and  blood-vessels 
through  the  tonsils  as  portals  of  entry.  The  varying  direction  of  passage 
of  diffei'ent  objects  (bacilli,  carmine  granules,  etc.)  is  explained  to  some 
extent  by  differences  of  surface-tension.  Much  seems  to  depend  on  the 
integrity  or  otherwise  of  the  lining  membrane  of  the  crypto.  The  retro- 
gression of  the  lymphoid  tissue  of  the  iiaso-pharynx  and  pharynx  and  its 
bearing  on  treatment  are  interestiugly  discussed.  Sound  rules  are  laid 
down  as  to  whether,  when,  and  how  to  operate.  The  chapter  on  naso- 
pharyngeal tumours  is,  of  course,  one  of  the  most  important,  and  runs  on 
practical  rather  than  on  logical  lines  ;  that  is  to  say,  that  naso-pharyngeal 
growths  of  naso-pharyngeal  origin  and  of  nasal  origin  are  considered 
together.  We  think,  however,  they  might  well  receive  separate  notice, 
and  that  their  treatment  varies  in  very  essential  details  when  the  diagnosis 
is  once  established.  The  methods  of  removal  are  "  rhinologically  "  con- 
sidered, but  we  think  the  raspatory  operation  for  the  genuine  naso- 
pharyngeal fibroma  ought  to  be  firmly  established.  The  relative 
uoQ-vascularity  of  the  cortex  and  attached  base  of  the  growth  as 
compared  with  the  interior  was  well  illustrated  by  Irwin  Moore's  report 
of  the  appearance  in  a  section  of  such  a  growth  (Roy.  Soc.  Med.,  Laryngol. 
Sect.,  1914).  This  observation  explains  the  satisfactory  results  obtained 
from  the  raspatory  operation. 

The  nasal  septum  and  the  accessory  cavities  of  the  nose  are  dealt  with 
in  the  same  discriminating  manner. 

Among  the  most  striking  points  in  the  section  on  the  larynx  we  note 
the  very  judicious  remarks  on  singers'  nodules,  though  when  it  is  stated 
they  may  be  "  as  large  as  a  full-grown  pea,  1  cm.  or  more  in  diameter, 
but  they  often  are  smaller  than  a  grain  of  wheat,"  we  think  something 
more  than  typical  "  singers'  nodules  "  has  come  into  the  category.  The 
advice  to  avoid  operation  on  the  typical  "  nodules "  until  Curtis's 
exercises  have  been  tried  (p.  491)  is,  in  our  opinion,  absolutely  sound. 

We  have  nothing  but  praise  for  this  excellent  work. 

Bundas  Grant. 

Diseases  of  the  Throat.  JSlose  and  Ear.  By  William  H.  Kelson,  M.D., 
B.S.,  F.R.C.S.(Eng.).  Pp.  270  +  xv,  with  89  illustrations. 
London  :  Prowde  and  Hodder  &  Stoughton,  1915. 
The  work  under  review  adds  yet  another  to  the  list  of  special  text- 
books. The  author  states  in  his  preface  that  it  has  been  thought  best 
to  omit  from  the  text  nearly  all  reference  to  authorities  as  being  incom- 
patible with  the  smallness  of  the  book.  As  a  book  for  general 
])ractitioners  and  senior  students  it  is  adequate,  since  it  gives  full 
descriptions  of  procedures  which,  however  minor  they  may  be  from  the 
specialist's  point  of  view,  require  accuracy  in  performance.  Major 
operations,  likely  to  be  practised  only  l)y  the  specialist,  are  dismissed 
with  brevity.  Two  points  require  supervision  when  a  second  edition  is 
called  for  :  the  use  of  the  galvauo-cautery  and  the  prevention  of  deafness. 
As  regards  the  former,  there  is  a  growing  feeling  amongst  many 
rhinologists  that  the  galvano-cautery  is  used  far  too  frequently  and  with 
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too  little  consideration  as  to  the  future  and  function  of  the  nose.  In  the 
second  ease,  it  will  not  be  lonaj  before  any  text-book  on  diseases  of  the 
ear  will  be  reckoned  as  out  of  date  and  failing  in  its  duty  if  it  does  not 
seriously  consider  the  question  of  the  itrevention  of  deafness  and  ear 
disease.  Macleod  Yearsley. 


OBITUARY. 

Dr.  John  0.  Eoe. 
(Eochester,  N.Y.,  U.S.A.) 

Among  the  names  of  foreign  laryngoloajists  which  have  been  house- 
liold  words  to  us  from  otir  youth  up  is  that  of  "  Dr.  John  O.  Roe,  of 
Eochester.''  The  list  of  Active  Fellows  of  the  American  Laryngological 
Association  shows  that  he  was  admitted  to  that  august  body  as  far  back 
:is  1879.  On  running  my  eye  down  the  list  I  see  there  are  only  three 
names  senior  to  his.  He  gained  his  Fellowship  early,  and  maintained 
his  reputation  to  the  end,  chiefly  by  his  fine  work  on  nasal  deformities 
and  obstructions.  This  work  he  gave  to  the  profession  in  numerous 
articles,  and  it  is  no  uukinduess  now  to  say  that  they  were  worded  so 
obscurely  that  it  was  very  difficult  to  follow  his  directions  !  In  fact  his 
writing  was  so  involved  that,  as  I  once  jokingly  remarked,  it  reminded 
me  of  the  story  of  a  German  professor,  long  resident  in  tliis  country,  who 
was  wont  to  say,  "  I  understand  Hegel  when  he  no  understand  himself." 
I  never  saw  Dr.  Eoe  operate,  but  the  illustrations  of  his  patient's  noses 
"  before  and  after "  demonstrate  sufficiently  his  skill  as  a  cosmetic 
surgeon,  and  I  believe  he  enjoyed  a  large  practice.  This,  indeed,  is  a 
department  of  practice  to  which  our  younger  brethern,  who  ma}'  be 
sighing  for  fresh  fields  to  conquer,  might  well  turn  their  attention  ;  for 
the  work  of  John  O.  Eoe  in  America  and  of  Halle  and  others  in  Berlin 
shows  what  can  be  done  nowadays. 

Dr.  Eoe  was  descended  from  an  English  family  who  had  settled  in 
Ehode  Island  as  far  back  as  1640.  He  was  born  in  1849.  and  graduated 
from  the  University  of  Michigan  in  1870.  He  started  practice  in 
Eochester  in  187o,  and  as  he  devoted  himself  to  diseases  of  the  nose  and 
throat  from  his  early  years,  he  gained  the  distinction  of  admission  to  the 
American  Laryngological  Association  within  nine  years  of  qualification. 
He  was  well  known  on  this  side,  and  worked  with  Morell  Mackenzie  at 
the  Throat  Hospital  in  Golden  Square.  He  was  a  frequent  attendant  at 
congresses  and  meetings,  and  we  were  all  glad  to  see  him  at  the  gathering 
of  the  British  Medical  Association  in  Toronto. 

He  was  stricken  with  pernicious  anaemia  whilst  still  iu  the  full 
activities  of  practice. 

His  works  are  well  worth  studying. 

Dr.  Moeeau  Egberts  Brown. 

Dr.  M,  R.  Brown  died  after  a  protracted  illness,  at  his  home,  Wiunetka, 
Illinois,  March  14.  1914.  He  was  born  in  Texas.  1853,  qualified  in  1876, 
and,  like  so  many  laryngologists,  commenced  his  professional  career  as  a 
general  physician.  In  1881  he  determined  to  devote  himself  to  special 
practice,  and  studied  in  Gottingen,  Munich.  Vienna,  and  under  Sir 
Morell  Mackenzie  iu  London.  In  1886  he  established  himself  at 
Chicago,  where  he  soon  earned  for  himself  an  election  to  the  Fellowship 
of  the  American  Laryngological  Association. 
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Dr.  Joseph  Scribner  CIibb. 

Dr.  J.  S.  Gibb  was  born  in  Pliiladelphia  in  1859,  and  after  graduating 
in  1880  lie  practised  general  medicine  for  ten  years.  In  the  earlv  90's 
lie  devoted  himself  to  laryngology  and  was  a  regular  attendant  and  con- 
tributor at  the  meetings  of  the  American  Laryugological  Association. 
He  died  on  November  2,  1914. 

Dr.  Samuel  Wood  Langmaid. 

Dr.  S.  W.  Langmaid  died  in  Brookline,  Mass.,  on  Februarv  3,  1915, 
in  his  seventy-eighth  year.  He  was  al)le  to  trace  his  descent  from  pure 
British  stock  who  had  come  from  England  in  ltJ35.  He  was  a  Bostonian 
by  birth  and  liy  education,  and  entered  Harvard,  where  he  graduated  in 
1864.  It  was  not  till  188-2  that  he  gave  up  general  surgery  for  diseases 
of  the  throat.  He  took  great  interest  in  music,  and  this,  and  a  love  for 
fishing,  brought  him  many  friends  outside  the  medical  circle.  Several 
of  his  articles  were  devoted  to  such  subjects  as  "  vocal  culture "  and 
"  vocal  disability.'"  These,  and  his  article  on  "  The  Effects  of  Tobacco 
upon  the  Throat  "  (published  in  the  Tninmctions  of  the  American  Laryn- 
gological  Association  in  1904),  commanded  considerable  attention.  He 
was  a  good  type  of  cultured  Boston  sjiecialist. 

Dr.  Clinton  Wagner. 

Dr.  C.  Wagner,  of  New  York,  died  at  Geneva,  Switzerland,  a  few  mouths 
after  the  outbreak  of  the  European  war.  His  familv  had  been  settled  in 
Maryland  since  1667,  and  he  was  born  iu  Baltimore  in  1837.  He 
graduated  just  before  the  beginning  of  the  American  Civil  War,  and  was 
present  at  the  battle  of  Gettysburg  and  many  other  engagements.  He 
remained  on  in  the  Army  Medical  Corps  until  1869,  when  he  came  to 
Europe  to  devote  himself  to  the  study  of  laryngologv.  EstabUsliing 
himself  at  New  York  he  soon  acquired  a  leading  position,  and  was  one  of 
the  earliest  to  describe  and  practise  tliyrotomy."  He  retired  from  practice 
several  years  ago  and  spent  much  time  in  travel.  He  will  be  remembered 
as  one  of  the  pioneers  of  American  laryngology. 

StOlair  Thomson. 


CORRESPONDENCE. 

To  me  Editor  of  The  Jouknal  of  Lartngoloot,  Ehinologt,  and  Otology. 
Sir,— In  reply  to  Mr.  Mark  Howell's  letter,  dated  November  29  1915 
regarding  the  removal  of  a  slice  of  skin  from  tlie  ujiper  border  of  the  retro- 
auricnlar  flap,  I  can  only  say  that  I  had  no  intention  of  clannino-  orio-inality  for 
this  procednre,  nor  for  using  the  bit  of  skin  as  a  graft.  Both  these  procedures 
however,  were  original  as  far  as  I  was  concerned-that  is  to  say,  I  did  not  know 
that  anyone  else  had  recommended  them  ;  I  merely  described  the  operation  as  I 
performed  it,  biit  I  quite  admit  that  it  would  liave  been  better  if  I  had  o-one  into 
the  literature  of  the  subject.    I  hope  that  Mr.  Howell  will  accept  this  explanation 

'''^"^^  *7.^^S.  Fraskr. 
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THE  OPERATION  OF  DACRYOCYSTORHINOSTOMY  ;   ITS 
INDICATIONS  AND  AFTER-TREATMENT. 

By  James  B.  Horgan,  M.B.,  Ch.B., 
Laryngologist  and  Oculist  to  the  North  Infirmary,  Cork. 

A  RETROSPECTION  of  the  experience  gained  and  the  results  obtained 
in  twenty-eight  cases  upon  which  the  operation  of  intra-nasal 
drainage  of  tlie  lacrymal  sac  was  performed  lias  induced  me  to 
place  on  record  some  modifications  of  the  technique  as  originally 
described  by  West  and  Polyak  which  have  tended  iu  my  hands  to 
simplify  the  operation,  and  to  recall  attention  to  the  decided 
advantages  which  this  operation  possesses  over  any  other  for  the 
relief  of  most  forms  of  epiphora,  dacryocystitis,  ectasia  of  the  sac, 
dacryocystoblenorrhoea,  phlegmon  and  tear  fistula,  in  fact  for 
most  anomalies  of  the  tear-conducting  mechanism.  It  must, 
however,  be  borne  in  mind  that  epiphora  can  occur  as  a  result  of 
congenital  anomalies,  inflammatory  conditions  of  the  lids,  the  con- 
junctiva or  the  eye-ball,  or  as  a  nervous  manifestation  in  different 
conditions  of  nervous  instability  as  well  as  in  the  early  stages  of 
paralj'sis  of  the  sympathetic. 

These  advantages,  as  far  as  I  am  aware,  have  not  been  iaWy 
realised  by  rhinologists  in  this  country,  or,  being  realised,  have  not 
been  giveu  a  sufficiently  practical  or  prolonged  test.  This  apparent 
lethargy  may  perhaps  be  due  to  a  too  hasty  judgment  of  one   or 
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two  cases,  oi',  as  I  am  more  inclined  to  think,  to  a  conservatism  on 
the  part  of  our  oculists  who  for  one  reason  or  another  refuse  to 
hand  over  their  cases.  As  one  who  has  had  much  practical 
experience  of  both  ophthalmic  and  nasal  surgery,  and  who  regards 
a  clean  extirpation  of  the  lacrymal  sac  as  an  operation  demanding 
as  much  if  not  more  skill  than  the  performance  of  any  other 
operation  Avhich  the  oculist  in  his  special  capacity  may  be  called 
upon  to  perform,  I  have  no  hesitation  in  saying  that,  apart  from 
its  many  other  advantages,  dacryocystorhinostomy  is  to  the  surgeon 
who  is  versed  in  the  technique  of  intra-nasal  surgery  a  considerably 
easier  task  than  sac-extirpation  is  to  the  oculist.  The  mere  fact 
that  the  teai'-conducting  apparatus  lies  in  practically  its  entire 
extent  contiguous  to,  if  not  actually  surrounded  by,  structures 
which  help  to  form  the  external  nasal  wall  should  in  itself  be 
sufficient  to  delegate  the  surgery  of  this  region  to  the  rhinologist. 
Further,  all  authorities  are  unanimous  in  their  opinion  that  diseases 
and  anomalies  of  the  tear-conducting  mechanism  owe  their  incidence 
to  some  form  of  nasal  disease,  and  that  of  eye  diseases  of  nasal 
origin  by  far  the  larger  proportion  are  secondary  to  disease  of  the 
lacrymal  apparatus.  From  this  it  is  evident  that  the  surgeon  who 
endeavours  to  treat  lacrymal  affections  without  first  investigating 
and  eliminating  the  causative  nasal  factor  can  entertain  no  real 
hope  that  his  efforts  will  ultimately  meet  with  success.  Owing  to 
the  close  association  of  their  symptoms  with  ocular  discomfort 
these  patients  almost  without  exception  first  consult  the  oculist, 
and  I  would  here  enter  an  earnest  plea  with  the  latter  that  if  not 
himself  conversant  with  the  technique  of  intra-nasal  examination 
and  surgery  he  should,  in  the  interest  of  everyone  concerned, 
submit  his  patient  to  the  care  of  a  rhinologist. 

I  would  like  to  point  out  here  that  these  cases  require  to  be 
kept  under  observation  for  from  one  to  four  months  after  operation 
if  uniformly  satisfactory  results  are  to  be  obtained,  and  that 
because  in  the  absence  of  suitable  after-care  and  inspection  it  has 
failed  to  bring  about  an  immediate  cure  of  the  lacrymal  symptoms 
the  operation  has  often  been  adversely  criticised  and  rejected  by 
those  who  have  had  the  opportunity  of  performing  it.  I  make  a 
special  point  of  seeing  these  cases  at  intervals  of  two  weeks  for  a 
period  of  not  less  than  two  months  subsequent  to  operation,  even 
though  no  symptoms  of  lacrymal  obstruction  are  complained  of. 
Such  symptoms  ai-e  very  apt  to  occur  during  the  first  six  weeks, 
especially  if  the  window  of  the  sac  is  of  small  dimensions  and  the 
amount    of   bone    which    it    was    iiecessai-y    to   remove    has    been 
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comparatively  extensive.  A  failure  to  ajDpreciate  and  remove  the 
cause  of  this  obstruction  has  in  the  writer's  opinion  been  re- 
sponsible for  the  disheartening  results  obtained  by  some  surgeons 
in  their  earlier  cases  despite  an  otherwise  faultless  technique. 
These  obstructive  symptoms  are  almost  invariably  due  to  the  growth 
of  granulation  tissue  'from  the  cut  surfaces  of  the  surrounding 
bony  margin,  which,  if  not  removed,  will  gradually  tend  to  more  or 
less  obstruct  the  lacrymal  window,  especially  in  their  final  or 
cicatricial  stages. 

Toti  ("  Yorlaiifige  Mitteilung  iiber  die  Dakryozystorhinostomie," 
La  clinica  mochrna  Fir,  Nr.  33,  1904)  states  that  in  his  operation 
an  extensive  bone  resection  is  of  the  utmost  importance,  otherwise  a 
canal  is  formed  instead  of  a  flat  depression,  this  canal  subsequently 
closing  up  owing  to  the  formation  of  granulation  tissue.  It  is  very 
important  for  the  success  of  Toti's  operation  to  make  a  complete 
removal  of  the  medial  and  postero-superior  wall  of  the  sac,  and  I 
think  from  my  experience  the  same  holds  good  for  the  method  advo- 
cated by  West.  I  found  in  practice  that  this  formation  of  granula- 
tiou  tissue  was  less  prone  to  cause  trouble  in  my  later  cases  in  which 
a  more  extensive  removal  of  the  sac  wall  and  its  surrounding 
bony  framework  had  been  undertaken.  When  these  patients 
return  to  me  at  the  appointed  time  I  apply  a  pleget  of  cotton-wool 
soaked  in  cocain-adrenalin  solution  to  the  site  of  operation.  I 
then  pass  a  lacrymal  sound  for  purposes  of  orientation,  and 
carefully  examine  the  area  of  recent  operation.  Under  a  good 
illumination  any  granulation  tissue  can  be  readily  seen,  and  should 
be  removed  until  the  movements  of  the  sound  are  -free  in  all 
directions.  If  the  patient  had  been  complaining  of  a  return  of  his 
obstructive  symptoms  these  will  be  found  to  quickly  disappear 
after  this  simple  procedure,  which  it  may  be  necessary  to  repeat 
as  many  as  six,  eight,  or  twelve  times  before  the  passage  finally 
remains  clear.  At  his  last  visit  the  patient  is  cautioned  to  return 
at  once  should  his  obstructive  symptoms  return. 

Though  the  number  of  my  cases  has  not  been  large  it  has 
embraced  all  those  conditions  for  which  this  operation  is  performed, 
viz.  acute  and  chronic  dacrocystitis,  the  latter  in  two  cases  of  over 
twenty-five  years'  duration  ;  two  cases  in  which  a  previous  effort  to 
extirpate  the  sac  had  proved  ineffectual ;  simple  epiphora  that  had 
failed  to  yield  to  other  forms  of  treatment  though  the  use  of  the 
syringe  had  failed  to  establish  the  presence  of  stenosis  in  any  part 
of  the  duct;  and  cases  complicated  by  the  co-existence  of  tuber- 
culosis and  lupus  in  or  about  the  tear-conducting  apparatus. 
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I  invariably  start  the  operation  by  resecting  the  anterior  portion 
of  the  quadrilateral  septal  cartilage ;  if  it  be  deflected  its  resection 
is  on  all  accounts  desirable,  if  it  be  not  so,  its  removal,  which 
occupies  but  a  few  minutes,  will  still  give  an  appreciable  increase 
in  the  available  field  of  vision.  This  can  be  considerably  augmented 
by  pressure  with  the  speculum  owing  to  the  resultant  resiliency  of 
the  columella  and  the  remaining  pillar  of  the  quadrilateral  cartilage. 
By  this  means  an  adequate  view  of  the  agger  region  and  torus 
lacrymalis  may  be  obtained  even  in  the  narrowest  nose,  and  it  is 
quite  unnecessary  to  elevate  and  temporarily  retropose  a  flap  of 
mucous  membrane  anteroinferior  to  the  site  of  operation  as  practised 
by  West  and  others. 

I  never  slit  the  canaliculus.  Dilatation  of  the  punctum  permits 
the  use  of  the  lacrymal  syringe  for  cleansing  and  anassthetising 
purposes  and  aftervvai'ds  for  the  introduction  of  the  sound  used  for 
purposes  of  orientation. 

Besides  cocainising  the  site  of  operation  in  the  nose,  I  now 
inject  a  few  drops  of  a  3  per  cent,  cocain-adrenalin  solution  into 
the  sac  itself  after  it  has  been  irrigated,  and  find  that  the  ana?s- 
thesia  is  thereby  considerably  improved. 

I  use  an  ordinary  septal  elevator  of  the  Freer  type  to  first  mnp 
out  and  then  elevate  the  roughly  circular  muco-periosteal  fla)i 
which  is  to  be  removed.  I  do  not  now  retain  any  portion  of  this 
flap  as  suggested  by  Halle  ("  Modifikation  der  Westschen  Opera- 
tion," Verh.  d.  laryng.  Ges.  zu  Berlin  (Diskuss  zu  West),  Jan. 
26^  1912),  and  none  of  my  patients  have  complained  of  the  expres- 
sion of  air  or  mucus  through  the  canaliculi  whilst  sneezing, 
though  the  lower  canaliculus  had,  in  five  cases,  been  previously 
slit.  I  therefore  cannot  agree  with  Ritter  ("Die  Chirurg.  <1. 
Tranenwege,"  "  Handb.  des  iSpez.  Chirurg.  d.  Ohres  u.  d.  Ob. 
luftwege,"  Bd.  iii.  Lief.  6)  that  the  operation  should  only  be  recom- 
mended with  hesitation  iu  those  patients  who  have  previously  had 
the  canaliculus  slit  up,  even  though  the  ultimate  success  might  to 
some  slight  extent  be  mitigated  by  this  procedure.  West  is  of 
opinion  that  the  formation  of  a  flnp  from  the  inner  wall  of  the 
duct  is  unnecessary  as  it  very  quickly  atrophies  and  loses  any 
useful  effect.  In  a  few  cases  in  which  I  formed  Halle's  flap  the 
results  did  not  seem  to  justify  the  extra  labour  involved. 

The  amount  of  bone  which  it  is  necessary  to  remove  to 
adequately  expose  the  inner  wall  of  the  sac  varies  to  an  appreciable 
extent  in  individual  cases.  By  this  I  do  not  mean  to  imply  that 
the  operation  is   more  difficult   in   those   cases   in   which   the  sac 
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occupies  a  more  external  position.  Indeed,  I  have  often  remarked 
upon  the  relative  ease  with  which  the  sac  could  be  approached  in 
cases  in  which  it  was  necessary  to  traverse  ethmoidal  cells  of  the 
lacrymal  or  infundibular  variety,  especially  if  these  latter  were 
diseased,  and  that  conversely  in  those  cases  in  which  the  fronto- 
nasal process  is,  relatively  speaking,  more  twisted  in  its  long  axis 
a  comparatively  greater  and  more  difficult  amount  of  chisel  work 
was  needed  to  penetrate  this  sclerotic  bone  and  reach  the  lacrymal 
wall.  According  to  Thorsch  ("  Beziehungen  der  Tranensackgrube 
zur  Nase  und  ihren  Nebenholen,"  Klin.  Monatshl.  f.  Aitgenh.,  1909, 
Bd.  xlvii,  ii,  S.  530),  anterior  ethmoidal  cells,  of  one  or  other 
variety,  intervene  between  the  external  nasal  wall  and  the  sac  wall 
in  21  per  cent,  of  cases;  indeed,  Salus  ("  Uber  die  Dakryozysto- 
rhinostomie,"  Klin.  Monatshl.  f.  Augenh.,  1911,  ii,  S.  54)  found  this 
condition  to  exist  in  eighteen  out  of  twenty-nine  cases.  It  is  even 
possible,  according  to  Ritter  ("  Die  Chirurg.  d.  Tranenwege," 
"  Handb.  d.  Spez.  Chirnrgie  des  Ohres  u.  d.  Ob.  Luftwege,'"'  Bd.  iii, 
Lief.  6),  to  find  a  deep  nasal  recess  of  the  fiontal  sinus  iutervening 
between  the  inner  sac  wall  and  the  nose.  In  this  respect  I  might 
here  draw  attention  to  the  close  similarity  that  exists  between  the 
initial  stages  of  this  operation  and  that  of  the  newer  methods  of 
intra-nasal  drainage  for  chronic  empyema  of  the  frontal  sinus. 
From  my  own  experience  of  these  cases  I  am  unable  to  confirm 
Hitter's  statement  that  the  lacrymal  bone  to  some  small  extent  in 
its  superfices  ethmoidalis  behind  the  posterior  edge  of  the  fronto- 
nasal process  takes  part  in  the  formation  of  the  lateral  nasal  wall 
[Verhand.  d.  laryng.  Ges.  zu  Berlin,  1910,  S.  66).  The  percentage 
of  such  cases,  if  they  occui-,  must  be  very  small. 

I  always  remove  enough  bone  to  thoroughly  expose  the  inner 
aspect  of  the  sac  and  upper  part  of  the  duct,  in  which  endeavour 
I  am  directed  by  continual  orientation  with  the  sound  passed  from 
the  outside.  In  so  using  the  sound  it  is  advisable  if  possible  to 
avoid  perforating  the  inner  wall  of  the  sac  as  the  resulting  lacera- 
tion usually  renders  it  harder  to  make  a  clean  excision. 

I  have  often  experienced  considerable  difliculty  in  excising  a 
suitable  portion  of  the  sac  wall.  It  is  advisable  to  remove  a 
relatively-speaking  large  portion,  if  po.ssible  oval  in  shape  and 
with  its  long  axis  vertical.  I  have  ceased  to  employ  West's  forceps 
for  grasping  the  wall  preparatory  to  excision,  as  I  found  them  to 
be  clumsy  in  use  and  liable  to  tear  out  after  they  had  obtained  a 
liold.  I  now  bulge  the  wall  of  the  sac  inwards  tent-wise  with  the 
sound,  and,  having  incised  the  wall  anteriorly  in  a  vertical  direction 
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with  a  sharp  seal jDel,  complete  its  removal  with  a  fine  curved  scissors 
or  with  the  scalpel.  I  should  think  that  if  such  were  devised,  a 
fine  angular  forceps  of  the  Hartmann  variety  that  would 
bite  out  a  clean  portion  of  the  sac  wall  after  the  same  had  been 
presented  to  it  by  the  sound  would  considerably  facilitate  this  part 
of  the  operation.  I  found  it  necessary  to  remove  the  anterior  end 
of  the  middle  turbinal  in  three  of  my  cases  at  the  time  of  operation, 
and  in  one  case  owing  to  its  adhesive  tendency  on  a  subsequent 
occasion.  If  there  is  any  doubt  about  its  liability  to  favour 
obstruction,  I  think  it  would  be  wiser  to  resect  a  small  portion  at 
the  time  of  operation.  Thorsch  ("  Beziehungen  der  Tranensack- 
grube  zur  Nase  und  ihren  Nebenholen,"  Klin.  Monatsbl.f.  Augenh., 
1909,  Bd.  xlvii,  ii,  S.  530)  is  of  opinion  that  this  structure  is  so 
markedly  developed  as  to  require  partial  resection  in  35  per  cent, 
of  cases. 

In  two  of  my  cases  the  lacrymal  trouble  was  found  to  be  com- 
plicated by,  if  not  caused  by,  lupus  of  the  ipso-lateral  nasal  cavity, 
the  disease  involving  the  septal  mucous  membrane  and  extending 
on  to  the  floor  and  lateral  wall  of  the  nose  in  the  neighbourhood 
of  the  duct  opening.  Caboche  ("  Tuberculose  de  la  pituitaire," 
Ann.  des  mal  d'oreille,  October,  1907)  states  that  in  50  per  cent,  of 
cases  of  nasal  lupus  the  lacrymal  mucous  membrane  is  affected. 
In  both  of  my  cases  the  aifected  septal  mucous  membrane  was 
removed  en  masse  and  that  on  the  floor  and  wall  curetted  and  then 
cauterised  witli  trichloracetic  acid.  The  results  have  been  excel- 
lent ;  not  only  have  these  patients  remained  free  from  lacrymal 
symptoms,  but  the  infective  process  in  the  first  case,  which  is  now 
more  than  twelve  months  after  operation,  appears  to  be  quite 
arrested.  I  do  not  therefore  agree  with  Ritter  when  he  states  that 
the  presence  of  any  infective  intra-nasal  process  should  be  looked 
upon  as  a  contra-indication  to  the  performance  of  a  dacryocysto- 
rhinostomy. 

One  of  my  cases,  a  lad  aged  sixteen,  was  suifering  from  tuber- 
cular disease  of  his  ocular  and  palpebral  conjunctiva  and  a  chronic 
pneumococcal  infection  of  the  sac  causing  muco-purulent  discharge 
and  obstruction.  Though  the  latter  affection  was  cured  by  intra- 
nasal drainage  of  the  sac  more  than  three  years  ago,  and  pre- 
paratory to  making  any  attempt  to  cure  the  conjunctival  disease  I 
did  not  observe  any  tendency  for  the  conjunctival  infection  to 
spread  to  the  nasal  mucosa  and  have  had  no  cause  to  regret  any 
line  of  action.     The  conjunctival  disease  has  since  been  arrested. 

In    three    of   my    cases,  two  of   which    were    complicated    by 
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external  fistula,  a  pi-evious  effort  to  extirpate  the  sac  had  failed. 
Of  these  cases  two  were  iiiiiuediately  successful,  the  fistula  in  one 
case  closing  in  a  few  days  without  any  external  treatment  though 
it  had  existed  for  more  than  ten  years.  In  the  other  fistula  case 
the  canaliculus  and  outer  wall  of  the  sac  had  apparentlj-  been 
injured  at  the  primary  operation,  and  a  periodical  passage  of  the 
sound  is  necessary  to  prevent  cicatricial  stenosis.  I  am  hopeful 
about  the  ultimate  complete  cure  of  this  case. 

I  think,  therefore,  I  am  justified  in  concluding  that  no  matter 
what  form  of  external  operation  has  been  previously  though 
unsuccessfully  employed  in  cases  of  chronic  dacryocystoblenorrhasa, 
these  patients  should  not  be  regarded  as  hopeless  until  an  effort 
has  been  made  to  rid  them  of  their  very  distressing  and  disfiguring 
disease  by  establishing  intra-nasal  drainage. 

I  performed  the  operation  in  a  child  aged  six  who  had  suffered 
since  infancy  from  a  chronic  muco-purulent  dacryocystitis,  which 
had  resisted  prolonged  treatment  with  the  syringe  and  sound. 
This  child  was  aufesthetised  in  the  sitting  position  with  C.E. 
mixture,  cocain-adrenalin  solution  being  used  locally.  Owing  to 
the  diminutive  size  of  the  nasal  cavity  and  the  relatively  large  size 
of  the  instruments — the  ordinary  instruments  of  West  were  used — 
the  field  of  vision  was  very  restricted.  My  difficulties  were  further 
increased  by  a  septal  deflection  which  I  did  not  deem  it  safe  to 
resect  in  so  young  a  patient,  and  to  the  scrofulous  condition  of  the 
child,  which  did  not  permit  of  a  prolonged  or  deep  ana3sthesia.  I 
was,  however, able  to  expose  and  resect  a  portion  of  the  inner  sac  wall 
entirely  to  my  satisfaction,  and  the  immediate  result  of  the  operation 
was  all  that  could  be  desired.  The  subsequent  course  of  this  case 
has  not  been  so  gratifying.  Owing  to  her  intolerance  of  nasal 
examination  and  treatment  I  have  been  unable  to  control  the  site 
of  the  naso-lacrymal  window.  This  I  have  little  doubt  has  become 
partially  occluded  by  the  growth  of  granulations  which  I  am 
unable  either  to  see  or  to  remove.  The  sac  has,  however,  remained 
free  from  purulent  secretion  or  retention,  and  epiphora  is  rarely 
noticed  except  when  for  any  reason  the  lacrymal  secretion  is 
excessive.  This  symptom  it  is  possible  to  control,  by  the  periodic 
passage  of  the  sound  per  canaliculus,  and  as  the  intervals  at  which 
this  is  necessary  are  becoming  greater,  I  am  optimistic  as  to  the 
ultimate  success  of  my  efforts.  lam  unable  in  the  literature  at  my 
disposal  to  find  any  record  of  this  operation  having  been  attempted 
in  so  young  a  patient. 

I  will  conclude  these  remarks   by   stating  with   Eitter  that  at 
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least  from  the  rhinologist's  point  of  view  one  can  but  wish  that  this 
"  physiological  operation  "  of  AVest's  may  gradually — indeed  I 
would  rather  s;iy  quickly — heconie  the  normal  method  of  operation 
in  these  cases,  as  its  results  in  all  respects  surpass  those  obtained 
by  any  other  method.  It  is,  however,  as  the  same  authority  remarks, 
not  to  be  forgotten  that  this  method  oE  operation  makes  big 
demands  on  the  experience  and  technical  ability  of  the  operator, 
and  will  therefore  in  all  probability  fail  to  give  equally  good  results 
in  the  hands  of  all.  In  this  respect  I  would  again  lay  stress  on 
the  need  for  the  methodical  supervision  and  after-treatment  of  these 
patients. 


ATROPHIC   RHINITIS    (OZ.ffiNAj    AND    TUBERCULOSIS. 

II.   TUBERCULIN   IN   ATROPHIC  RHINITIS. 

By  John  Mackeith, 

Senior  Registrar  and  Officer  in  Charge  of  Tubere\tlosis  Department, 

Central  London  Throat  and  Ear  Hospital ;  Assistant  Physician 

and  Larj-ngologist,  Tuberculin  Dispensary,  Chelsea. 

During  the  past  three  years  I  have  had  under  my  care  at  the 
Central  London  Throat  and  Ear  Hospital  a  number  of  patients — 
seventeen — all  of  whom  were  suffering  from  atrophic  rhinitis.  All 
the  patieuts  were  subjected  to  the  tuberculin  test. 

Tuherculin  Test  :  Method. — The  method  followed  was  that  of 
Caniac  Wilkinson ;  and,  although  it  may  be  already  widely  known, 
I  shall  here  restate  it,  so  that  other  workers  who  may  wish  to 
repeat  the  test  may  do  so  with  precision. 

The  patient  is  given  a  clinical  thermometer,  and  is  instructed 
in  the  taking  and  recording  of  his  own  temperature,  which  he  does 
four  times  daily  at  intervals  of  four  hours.  For  the  first  week 
nothing  else  is  done,  in  order  that  he  may  become  accustomed  to 
the  task,  and  that  the  physician  may  be  sure  that  the  temperature 
is  accurately  recorded.  When  the  records  sliow  the  temperature 
to  be  continuously  and  uniformly  normal — that  is  to  say  not  above 
99°  F. — standard  test  doses  in  the  following  rotation,  '001  c.c,  '00.5 
c.c,  "01  c.c,  and  again  '01  c.c.  old  tuberculin  (Koch's  original  tuber- 
culin) are  given  at  intervals  of  three  days. 

Caution. — It  must  not  be  understood  that  these  standard  doses 
are  to  be  given  exactly  as  stated  in  every  c.ise,  as  a  mild  reaction 
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may  occur  after  any  one  dose,  and  it  may  only  be  necessary  either 
to  sliglitly  increase  the  test  dose  on  the  subsequent  occasion,  or  even 
only  to  repeat  the  previous  dose.  It  must  also  be  remembered,  in 
this  connection,  that  the  dose  necessarily  varies  witii  the  age  and 
genera]  condition  of  the  patient.  Thus,  in  a  child  of  twelve  years 
of  age  only  lialf  the  adult  dose  would  be  given  at  the  start,  and  so 
on  in  regard  to  the  patient's  age. 

The  dose  is  given  hypodermically  in  the  outer  aspect  of  the 
upper  arm,  under  strictly  aseptic  conditions,  the  part  being 
thorouglily  cleansed  with  alcohol.  Each  arm  is  used  alternately 
both  for  further  test  doses  and  also  for  therapeutic  doses. 
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Fig.  1.— O.T.  test  dose  reaction  in  A.R.  (Case  3). 


Eeaction  may  be  general,  local,  and  focal,  and  it  usually  occurs 
in  from  twenty-four  to  forty-eight  hours  after  the  test  dose  is 
given. 

General  reaction  consists  in  the  usual  malaise,  headache,  and 
rise  of  temperature  to  100°  F.  or  more.  The  local  reaction  consists 
in  redness  and  swelling  round  about  the  site  of  the  injection  ;  some- 
times it  is  very  violent  both  in  degree  and  extent.  X  faced  reaction 
will  be  denoted  by  an  increased  discharge  from  the  nose  of  a  more 
watei'y  character,  any  crusts  coming  aw-ay  with  much  greater  ease, 
and  may  occur  within  an  hour  or  two  after  the  dose.  The  general 
reaction  lasts  only  a  short  time,  the  temperature  and  symptoms  of 
general  disturbance  disappearing  in  a  few  hours.  The  local  reaction 
may  last  from  two  or  three  days  to  a  week.  The  focal  reaction, 
when  it  occurs,  lasts  generally  from  a  few  hours  to  a  few'  days. 
-    If  there  is  no  response  to  the  first  test  dose,  a  second,  increased 
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dose  of  old  tubei-culin  is  given,  in  tliree  or  four  days,  the  size  of 
the  dose  depending,  as  mentioned  before,  on  the  effect  produced 
by  the  preceding  dose,  according  as  to  whether  the  reaction  has 
been  quite  negative  or  partially  positive,  the  dose  not  to  exceed 
•005  c.c.  old  tuberculin.  In  other  words,  each  patient  must  be 
tested  according  to  the  requirements  of  his  individual  case,  and 
there  can  be  no  invariable  rule.  If  there  is  still  no  response,  sub- 
sequent doses  of  old  tuberculin  are  given,  at  the  same  intervals, 
until  a  maximum  dose  of  '01  c.c.  old  tuberculin  (repeated)  is  reached. 
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Fig.  2. — Negative  reaction  to  five  test  doses  in  A.E.  (syphilitic). 


Portions  of  the  chart  are  shown  in  the  figures,  depicting  a  positive 
reaction  (Fig.  1),  and  a  negative  reaction  after  five  successive  and 
increasing  test  doses  of  old  tuberculin  (Fig.  2). 

Both  the  test  doses  and  the  therapeutic  doses,  when  small,  are 
given  with  a  sufficient  quantity  of  a  diluent  to  make  a  dose  suitable 
for  hypodermic  use.  The  diluent  used  is  normal  saline  solution 
with  O'o  per  cent,  carbolic  acid. 

No  attempt  is  made  to  test  a  patient  in  whom  the  temperature 
is  already  over  99'6°  F.  by  hypodermic  injections,  but  in  some 
cases  a  von  Pirquet  test  may  be  employed,  or  the  temperature 
reduced  by  suitable  treatment,  and  then  the  test  may  be  applied 
hypodermicall}-. 

In    two     of    the     cases    treated    with    tuberculin    the    hypo- 
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dermic    test  was  not  used  as  tlie  von  Pirquet  test  was  followed 
both  b}'  a   local  reaction   and   by    rise    of    temperatuvej  and    the 
reaction  was   considered  eqnivalent  to  a  positive  with  the  hypo- 
I      dermic  test. 

The  following  is  a  list  of  the  cases  tested  by  me : 

(1)  F.  K ,  aged  twenty-one,  female,  A.R.  lU  years.    Reaction 

+      Treated  with  tuberculin. 

(2)  M.  C ,  aged  twenty-three,  male,   A.E.,   phthisis.     Re- 
action -|-      Treated  with  tuberculin. 

(3)  E.  S ,  aged  thirty-nine,  female,  A.R.,  phthisis.    Reaction 

+      Treated  with  tuberculin. 

(4)  K.  A ,  aged  sixteen,  female,  A.R.    Reaction  4-     Treated 

with  tuberculin. 

(5)  M.  W ,  aged  eighteen,  female,  A.R.  Reaction  +   Treated 

I       with  tuberculin. 

'  (6)   W.  A.  W ,  aged  thirty-two,  male,  A.R.,  phthisis.     Re- 

action -I-      Treated  with  tuberculin. 

(7)  E.  I ,  aged  sixteen,  female,  A.R.     Reaction  -t-      Treated 

with  tuberculin. 

(8)  M.  S ,  aged  twenty,  female,  A.R.,  phthisis.    Reaction  + 

Treated  with  tuberculin. 

(9)  A.  P ,  aged  eighteen,  female,  A.R.    Reaction  +    Treated 

with  tuberculin. 

(10)  C.  H ,  aged  twelve,  female,  A.R.    Reaction -f-    Treated 

with  tuberculin. 

(11)  A.  A ,  aged  thii'teen,  male,  A.R.    Reaction  +    Treated 

with  tuberculin. 

(12)  A.  M ,  aged  seventeen,  female,  A.R.,  cough,  no  B.T. 

Reaction  -|-      Treated  with  tuberculin. 

(13)  M.  B ,  aged  sixteen,  female,  A.R.    Reaction -I-    Ti'eated 

with  tuberculin. 

(14)  R.  C ,  aged  seventeen,  male,  A.R.  Reaction  +    Treated 

with  tuberculin. 

(15)  A.  B ,  female,  A.R.     Reaction -I-      Treated  with  tuber- 
culin. 

(16)  L.  M ,  aged  fourteen,  female,  A.R.  Reaction -I-   Treated 

with  tuberculin. 

(17)  L.  D ,  aged  fourteen,  female,  A.R.     Reaction  negative. 

In  several  of  the  cases  evidence  of  a  focal  (nasal)  reaction  was 

forthcoming  in  an  increase  in  the  nasal  discharge. 

In  the  last  case,  the  only  one  which  gave  a  negative  response, 
the    Wassermann    reaction    by    Dr.    Wingrave    turned  out  to  be 
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partially  positive,  so  that  it  probably  was  a  case  of  syphilitic 
ozaena,  of  which  we  have  had  several,  closely  simulating  the  typical 
ozffina,  but  differing  from  it  in  the  fcetor  and  in  a  tendency  to 
ulceration. 

In  my  opinion  the  tuberculin  tests  upon  these  cases  indicate 
the  presence  of  a  tuberculous  focus  of  disease.  The  percentage 
(94  ijev  cent.)  is  very  much  higher  than  the  percentage  of  positives 
among  the  general  community.  If  we  exclude  the  syphilitic  case, 
then,  of  course,  the  reaction  was  positive  in  100  per  cent. 

Tuberculin  Treatment. 

Method. — After  the  positive  reaction  has  been  obtained,  as 
described  above,  and  all  the  signs  and  symptoms  resulting  from 
the  reaction  of  the  test  dose  have  subsided,  the  first  therapeutic 
dose  is  given.  This  consists  of  a  quantity  of  Perlsucht  (bovine) 
tuberculin  much  inferior  in  strength  to  the  dose  of  O.T.  used 
in  the  test  doses.  As  a  rule,  P.T.O.  of  strength  1  in  25  is  em- 
ployed at  the  start,  the  injections  being  given  twice  a  week,  on 
every  third  or  fourth  day,  in  gradually  increasing  doses,  begin- 
ning usually,  in  an  adult,  with  about  '01  c.c.  The  guide  to  the 
rate  of  increase  of  the  dosage  is  the  temperature,  weight,  and 
general  condition  of  the  patient.  The  temperature  is  regularly 
taken  by  the  patient  every  four  hours  on  at  least  four  occasions 
during  the  day — 8  a.m.,  12  noon,  4  p.m.,  8  p.m. — during  the  whole 
course  of  treatment.  In  this  way  the  dose  is  gradually  increased 
until  1  c.c.  of  pure  undiluted  P.T.O.  is  reached.  Then  the  second 
phase  of  the  treatment  is  entered  upon,  beginning,  as  a  rule,  with 
•02  c.c.  of  P.T.,  which,  being  clinically  fifty  times  as  strong  as 
P.T.O.,  is  equivalent  in  strength  to  the  last  dose  of  P.T.O.  P.T. 
is  given  by  ever-increasing  bi-weekly  doses  until  1  c.c.  P.T.  is 
reached.  The  third  phase  now  follows,  and  consists  in  the  use  of 
O.T.  (Koch's  original  tubeiculin — the  tuberculin  of  the  test  dose), 
beginning  with  '25  c.c,  which  is  practically  equivalent  clinically 
to  the  last  dose  of  P.T.,  and  rapidly  increasing  until  the  large  dose 
of  1  c.c.  O.T.  is  reached  in  the  course  of  four  or  five  doses.  This, 
in  the  majority  of  the  cases,  completed  the  first  course  of  treatment, 
but  in  two  of  the  cases  I  followed  on  with  a  short  administration 
of  B.E.  (bacillary  emulsion).  The  complete  fii'st  course  usually 
occupies  about  six  to  nine  months,  and  is  interrupted,  restrained, 
or  pushed,  according  to  the  temperature,  weight,  the  general 
condition  of  the  patient,  and  the  effect  produced  by  each  dose. 
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DuSKiji'. — It  must  be  remembered  that  no  hard  and  fast  rule  can 
be  followed  in  regard  to  the  ratio  of  increase  of  therapeutic  doses 
any  more  than  in  regard  to  test  doses.  For  instance,  for  some 
patients  the  rate  of  increase  may  be  \,  i,  or  even  ^.  Much 
smaller  increases,  however,  may  be  indicated  in  some  cases. 
Experience  will  have  to  be  the  guide,  as  it  is  not  possible  to  give 
an  uiiviirying  ratio  of  doses  suitable  for  every  individual  alike.  The 
great  point  to  aim  at  is  to  produce,  if  possible,  a  mild  local, 
general,  and  focal  reaction  after  each  dose.     If  a  general  reaction. 
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Fig.  3. — Therapeutic  course.     Patient  sensitive.     See  Notes  (Case  1). 

indicated  by  a  rise  in  temperature  to  99'4°  or  99'(3°  F.,  is  obtained  the 
dose  given  on  the  previous  occasion  is  usually  repeated,  but  should 
the  temperature  rise  to  100''  F.  or  above  no  dose  is  given  for  a  week. 
Another  ijoint  which  it  is  important  to  recognise  is  when  the  ratio 
of  dosage  may  with  safety  be  increased. 

It  sometimes  happens  in  hospital  practice  that  a  jiatient  may 
absent  himself  for  a  week  or  more,  and  in  that  case  one  cannot  go 
on  without  interruption  of  ratio  of  increase.  After  a  week's  absence 
the  last  dose  given  is  repeated,  at  the  end,  say,  of  a  month,  give 
from  y'jj-  to  -J-  of  the  last  dose  given. 

Note. — Old  tuberculin  (tuberculinum  Kochi)  is  appro.ximately 
five  times  as  strong  as  Perlsuclit  tuberculin  (P.T.),  and  P.T.  is 
fifty  times  as  strong  as  Perlsucht-tuberciilin-original  (P.T.O.). 
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About  three  months  after  the  first  course  of  treatment  is 
finished  the  patient  is  re-tested  with  tuberculin,  and  if  a  positive 
reaction  ensues  a  second  course  of  treatment  is  recommended.  If 
the  re-test  is  negative  no  further  treatment  is  recommended,  unless 
there  is  evidence  by  subsequent  re-testing  doses  of  an  active  state 
or  focus  of  disease. 

The  standard  re-testing  doses  are,  "OOo  c.c,  "01  c.c,  '0.5  c.c, 
•1  c.c.  old  tuberculin,  given  in  same  way  as  the  original  testing 
do.se. 

The  following  are  the  notes  and  case-histories  of  the  oza;natous 
patients  treated  in  this  manner.  Fig.  3  illustrates  Case  1,  in  which 
the  patient  was  very  sensitive  to  the  tuberculin,  reacting  severely 
at  tlie  outset  and  necessitating  some  caution,  but  who  soon  settled 
down  and  became  thereafter  easy  to  treat. 

Case  1. — B.  P ,  male,  aged  ten. 

1913.  March  18.— v.P.  reaction   =   +  excessive. 

Marcli  25. — First  therapeutic  dose  ('02  of  1  in  50  P.T.O. ;  dose  small  because 
of  susceptibility  as  evidenced  in  v.P.  test),  followed  by  temperature  100'8°  F.  This 
boy  reacted  violently  for  a  month,  temperature  rising  on  one  occasion  to  103\S'  F. 
There  were  five  reactions  to  over  101°  F.  Exit  later,  iinder  treatment,  the  reactions 
moderated,  although  they  continued  to  the  end. 

Result:  April  9,  1915. — No  tuberculin  treatment  for  a  year.  The  mother  says: 
"  Is  very  m\ich  better.  Has  considerable  discharge  from  the  nose  now,  but  very 
much  less  than  when  he  came  first.  The  headaches  —a  special  feature  in  the  case 
— are  much  less  now.  His  colour  is  better.  Factor  very  great  when  he  first  came, 
is  only  occasional  now. 

Case  2. — F.  K ,  female,  aged  twenty-one.     A.R.  of  ten  years'  duration. 

1914.  October  20. — First  test  dose  of  tuberculin.     Reaction  negative. 
Second  test  dose.     Reaction  negative. 

Third  test  dose.     Reaction  positive,  local  and  general  (temperature  101  8°  F.). 
November  6. — First  therapeutic  dose.      Treated  in  the  usual  way  with  graded 
doses  of  the  tuberculins. 

1915.  May  7.— 1  c.c.  O.T.     Then  on  to  B.E. 
June  25.— Final  dose,  06  c.c.  B.E. 

September  21,  1915.— Seen  by  D.  M .     "Is  very  much  better  in  every  way. 

Has  mxich  more  colour.  People  remark  how  well  she  loots.  No  longer  uses  a  nasal 
lotion.     There  is  very  little  discharge,  and  fcetor  is  hardly  ever  noticed." 

iVose  :  Quite  clean  and  free  from  crusts.     Atrophy,  I.S.Q. 

Lungs :  Normal. 

Family  History  :  Mother  died  of  phthisis  when  patient  was  two  years  of  age. 

Case  3. — M.  C ,  male,  aged  twenty-three.    A.R.  mild. 

Phthisis  pulmonalis.     Numerous  B.T.  in  sputum. 

1913.     September  30. —Test  dose  :  Positive  reaction.     Temperature  1012' F. 

October  10.— Treatment  with  P.T.O.  begun.  Began  with  CIOS  c.c.  P.T.O. 
TiV  strength.  Then  01  c  c.  P.T.O.  },  which  was  followed  by  reaction,  temperature 
rising  to  103'6°  F.     The  rest  of  the  course  showed  practically  no  reaction. 

1915.     March  19.— Sputum  ;  No  B.T. 
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Nose  :  Great  improvement.  No  crusts  and  no  fojtor  now.  Nose  looks  very 
healthy,  though  atropliy  is  still  present. 

Lioigs :  No  evidence  now  of  active  jiulmonary  disease.  Patient  has  been 
accepted  for  the  Italian  Army. 

Case  4. — E.  S ,  female,  aged  thirty-nine.    A.R.     Phthisis  pulmonalis. 

1912.  October  8, — Test  dose.  Positive  reaction.  Temperature,  1018'  F. 
Sputum  :  No  B.T.     Very  sensitive  to  tuberculin. 

November  15. — Discharge  from  nose  much  less.     Recovering  smell. 
December  3. — Subjective  and  objective  fcetor  no  longer  present. 
December  23. — Sputum  :  B.T.  present. 

1913.  January  31. — Influenza.  Temperature  about  101  F.  for  seven  or  eight 
days. 

April  li.— Sputum  :  No  B.T.     Still  occasional  rises  of  temperature  to  99°  F. 

July. — After  completing  the  course  of  treatment  temperature  now  regularly 
normal  and  subnormal. 

Lungs  improved. 

November,  1913. — Nose  very  much  better.  Sense  of  smell  good.  On  examination 
only  slight  crust  formation  observed. 

December  17. — Sputum  :  No  B.T. 

1914.  March  10.— Sputum  :  No  B.T.    Re-tested  up  to  -1  c.c.  O.T.    No  reaction. 

1915.  February. — Bronchitis.     Sputum  :  No  B.T. 
May  U.— Sputum  :  No  B.T. 

April  9. — Examination  of  Nose  :  Both  nares  very  capacious.  Nose  vei-y  much 
better  than  it  used  to  be.  No  foetor.  No  crusts.  Only  slight  dryness  of  the 
mucous  membrane.  Inferior  turbinals  shrunken.  Middle  turbinals  enlarged, 
especially  on  left. 

Case  5. — K.  A ,  female,  aged  sixteen.     A.R. 

November  11. — -Test  dose.     Reaction  positive.     Temperature,  IWf  F. 

November  28. — Ther.  dose. 

1914.  October  13, — Course  of  tuberculin  completed.  Very  evidently  better 
during  treatment.     On  the  whole  improved  to  some  extent,  but  not  decidedly. 

Case  6. — M.  W ,  female,  aged  eighteen.     A.R. 

1912.  December  10.— Test  dose  (001  c.c.  O.T.).     Slight  reaction. 
December  13. — Test  dose  (003  c.c.  O.T.).     Reaction  positive.     Temperature, 

100°  F. 

December  23. — Therapeutic  course  begun.  Temperature  was  very  unstable 
during  the  course.     SpaiuHi  repeatedly  examined.    No  B.T. 

1913.  February  14. —Some  foetor  still  from  nose. 
July  11. — Nose  not  so  well. 

July  22. — Therapeutic  course  finished. 
August  12. — Crusts  in  naso-pharynx. 

August  22.— Crusts  less.  Nose  improved  up  to  the  end  of  the  course;  after 
that  it  relapsed.     Second  course  declined. 

1914.  January  20. — Reports  herself  better,  but  I  cannot  confirm  her  statement 
altogether.     The  objective  foetor,  however,  is  less. 

Case  7. — W.  A.  W ,  male,  aged  thirty -two.     A.R. 

1913.  August  12.— Cough.     Sputum  :  No  B.T. 

August  26. — Test  dose  (-001  c.c.O.T.).    Reaction  positive.    Phthisis  pulmonalis. 
September  5. — Therapeutic  course  begun. 

1914.  February  10. — Nose  greatly  improved.  Temperature  running  between 
97°  and  99°  F. 

May  5. — Sputum  :  T.B.  present.     In  bed  with  pleurisy. 


240  The  Journal  of  Laryngology.  [jaue,  i9i6. 

July  17. — Treatment  iuterrupted  by  feverish  attacks.  Only  got  as  far  as 
0-2  c.c.  O.T. 

Note. — The  first  sign  of  tubercxilosis  in  this  case  was  atrophic  rhinitis. 

Case  8.— E.  I ,  female,  aged  sixteen.     A.K. 

1913.     August  26. — Typical  reaction  with  second  test  dose  of    005  c.c.  O.T.. 

September  5. — Therapeutic  course  begun.     Irregular  temperature. 

191-1.  March  21.^Glycerin  plugs  used  for  the  nose.  Had  to  leave  off 
treatment  after  reaching  '875  c.c.  P.T. 

Result :   Nose  improved. 

1915.  September  24. — Some  crusting.  A  good  deal  of  discharge.  Uses 
y-lycerin  tampon. 

Case  9. — M.  S ,  female,  aged  twenty.     A.E.     Atrophic  laryngitis.     Cough. 

1913.  April  26.— Sputum  :  No  B.T. 

May  16. — Test  dose.    Reaction  positive.    Temperature,  998'  F.    Sputum  :  B.T. 
May  27. — Therapeutic  course  begun.     Temperature  regular. 
September  16. — Nose  reported  improved ;  less  fcetor ;  less  discharge. 
November  14. — Nose  better.     Cough  gone. 

1914.  January  16.  Finished  course.  General  condition  much  improved. 
Used  to  lose  voice  in  winter.     Voice  normal.     No  cough  or  expectoration. 

April  -.—Sputum  :  No  B.T. 

1915.  February  16. — "  Getting  on  very  well,  and  is  very  well."  No  cough  or 
expectoration.     Has  occasional  crusts  from  nose.     None  visible  to-day. 

Case  10.— M.  T ,  female,  aged  eight.     A.E. 

1912.  July  9. — Von  Pirquet  test  followed  by  local  and  constitutional  reaction, 
temperature  rising  to  101 'S'  F. 

July  19.— First  therapeutic  dose.  Child  very  sensitive.  Temperature 
irregular. 

September  10. — "  Much  better."     Temperature  now  becomes  more  regular. 
November. — Temperature  again  irregular. 

1913.  January  14. — General  health  improved,  but  fcetor  from  nose  very  marked- 
January  24. — (JzEena  still  very  objectionable—"  Cannot  sit  with  the  child." 
February  IS. — Fcetor  much  less  than  it  used  to  be.     General  health  much  better. 

"  A  different  child." 

June  13. — A  new  therapeutic  course  advised,  the  old  one  having  been  completed, 
as  the  A.K.  is  still  marked.     Started  with  O.T.  right  away. 

August  5. — 125  c.c.  O.T.  Nose  much  better.  Rest  from  treatment  for  a  mouth, 
during  which  the  nose  relapsed. 

October  21. — A  thii-d  course  of  O.T.  begun. 

November  11. — Nose  certainly  better  during  the  treatment,  but  it  relapses  when 
the  treatment  is  stopped. 

December  30. — Third  course  completed  with  1'5  c.c.  O.T. 

1914.  January  2.— Nose  very  much  better.  Some  muco-pus.  No  crusts.  The 
discharge  conies  away  very  much  easier  while  under  treatment,  as  do  the  crusts 
when  they  are  present ;  that  is,  the  discharge  is  liquefied  by  the  tuberculin,  equi- 
valent to  B,  focal  reaction. 

January  13. — Crusts  considerable  to-day. 

March  13. — "Is  very  much  better;  only  occasionally  crusts  and  no  smell" 
(fcetor).     On  examination  still  some  crusts  in  both  nares. 

March  17. — A  fourth  course  begun. 

May  15. — 1'3  c.c.  O.T.     "  Smell  gone  "  (i.  e.  fcetor  gone). 

May  19.— -015  c.c.  B.E.  (baciUary  emulsion  which  contains  the  entire  bacillary 
substance). 


June,  1916.]  Rhinology,  and  Otology.  241 

June  12. — "  Nose  siuelliug  again  " — "  always  worse  in  summer." 

September  4. — Away  on  lioUday  ;  nose  very  well ;  "  nothing  the  matter  with  it." 

1915.  February  10.— Has  been  ever  so  much  better.  Quite  a  different  child 
as  regards  her  nose.  On  examination  the  nose  is  found  to  be  mucli  better ;  only 
some  slight  dry  mucus  now.     Little  or  no  foetor. 

September  24. — "  Still  crusts  and  sometimes  factor,  but  less  than  formerly. 
Has  relapsed  a  little." — D.  M. 

Case  11. — A.  P ,  female,  aged  eighteen.     AJR. 

1913.     After  two  negatives,  marked  positive  reaction  on  January  21. 

January  28. — First  therapeutic  dose,  -01  c.c.  P.T.O.  J^. 

Patient  ran  a  very  regular  subnormal  temperature. 

June  20. — Condition  of  nose  very  much  improved.  Still  under  treatment. 
Urticaria  followed  several  doses  recently. 

August  8. — Nose  very  much  better. 

September  12. — 1  c.c.  O.T.     Course  finished. 

September  16, — Nose  examined ;  very  much  better.  Crusts  very  few  and 
interior  of  nose  moist. 

November  18.  — Improvement  maintained.  No  crusts  for  the  last  month  and 
very  little  discharge.  Nose  shows  slight  dryness  and  a  few  "  cobwebs  "  on  exami- 
nation. Had  lieen  previously  under  ordinary  treatment  for  three  and  a  half  years. 
Seen  by  D.  M.,  who  thought  the  condition  almost  cured. 

Case  12. — C.  H ,  female,  aged  twelve.     A.K. 

1913.  September  12. — Seven  test  doses  before  reaction  jjositive. 
October  10.— Sputum  :  No  B.T. 

October  14. — -01  c.c.  P.T.O.  ^\.     Occasional  rises  of  temperat\u-e  for  a  time. 

1914.  August  4.— 0-75  CO.  P.T.     Then  a  rest  imtil  September  11.     -08  oc.  P.T. 
December  1. — 1  c.c.  O.T.     Course  completed.     Nose  "  about  the  same."     Smell 

and  crusts  continue. 

Case  13. — A.  A ,  male,  aged  thirteen.     A.E.     Chronic  suppuration  of  the 

middle  ear. 

1913.  October  7.— Temperature  ranging  between  97°  and  99'4°  F.  After  three 
test  doses  (October  14)  violent  reaction.     Temperatxu'e,  103'8°  F. 

October  25. — Therapeutic  course  begun. 

November  28. — "  Nose  a  little  better."     Temperature  very  irregular. 

1914.  May  13.     Discharge  from  nose  much  less.     Fcetor  has  gone. 
May  29. — 1  c.c.  O.T.     Course  completed.    "  Nose  much  better." 

1915.  May  23. — No  fcetor  now.     Is  very  well.     Slight  crusts  in  left  naris. 


Summary  of  Cases. 

Total  =  13,  of  which  4  suffered  from  phthisis  pulmonalis. 

Results : 

Great  improvement        .  .  .  .  .7 

Improvement         .  .  .  .  .  .3 

Improved,  but  relapsed  .         .         .         .2 

Uninfluenced  by  treatment    ....     1 

A  focal  (nasal)  reaction   was  observed  in   several  cases  during 
the  treatment. 

In  three  of  the  phthisical  cases  (Cases  4,  5,  and  9)  it  is  worthy 
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of  note  that  both  the  lungs  and  the  nose  improved  together,  and 
that  arrest  of  the  puhnonary  disease  took  place.  Case  7  (phthisis) 
was  interrupted  and  did  not  do  so  well  as  the  others. 

The  completion  of  the  experimental  treatment  of  atrophic 
rhinitis  with  tuberculin  confirms  me  in  the  opinion  I  expressed 
at  the  annual  meeting  of  the  British  Medical  Association  at 
Brighton  in  1913,  that  atrophic  rhinitis  is  a  tuberculous  affection. ^ 
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Under  the  care  of  A.  Logan  Turner,  M.D.,  F.R.C.S.E.,  F.R.S.E. 

■       PART  II. 
STATISTICAL  TABLES. 

By  Harold  Chaffer,  M.B.,  F.R.C.S.E., 

Senior  Clinical  Assistant. 


Affections  of  the  Nosb. 
I.  The  External  Nose. 


(1224) 


Dermatitis  of  vestibule 

29 

Fracture  of  nasal  bones 

.5 

Lupus 

Tuliercular  bone  disease 

Saddle-back  deformity 

Papilloma  . 

Fibroma      . 

Cyst 

Sebaceovis  adenoma  . 

Abscess 

Collapse  of  aloe  nasi  . 

2 

1                                                                                              48 

II.   The  Nasal  Cavities. 

Deflection  of  septum  to  right  ....       150 

Deflection  of  septum  to  left     . 

143 

Irregular  deflections 

30 

Perforation  of  septum 

5 

Ha?matoma  and  abscess  of  septum 

2 

Simple  ulcer 

1 

Acute,  subacute,  and  chronic  rhinitis    . 

194 

Inferior  turbinal  enlargement 

290 

Polypoid  middle  turbinals  and  nasal  polypi 

130 

Purulent  rhinitis 

12 

Fibrinous  rhinitis 

2 

Ehinitis  caseosa 

1 

Atrophic  rhinitis  (non-ftetid)  . 

26 

Atrophic  rhinitis  (foetid) 

20 

'  Brit.  Med.  Jou.n.,  August  23,  1913,  p.  444. 
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Epistaxis    .  .  .  .  .  .36 

Rhinitis  sicca  .  .  .  .  .15 

Lupus  of  nasal  mucous  membrane  .  .10 

Congenital  syphilitic  disease  of  nasal  cavities  .  .  2 

Acquired  syphilitic  disease  (tertiary)  of  nasal  cavities        .  8 

Rhinolith    ......  1 

Foreign  bodies  in  nose  .  .  .10 

Nasal  neuroses  (including  asthma)         .  .  .77 

Simple  tumours  .  .  .  .  .3 

Malignant  tumours  .  .  .  .2 

Congenital  deficiency  of  vomer  .  .  .1 

1170 

Na.sal  Accessory  Sinuses.  (91) 

Catarrhal  inflammation  of  antrum  .  .  .7 

Acute  suppuration  of  antrum  .  .  .3 

Chronic  suppuration  of  antrum  .  .40 

(Right  side,  11 ;  left  side,  17  ;  bilateral,  12.1 

Acute  frontal  sinus  catarrh      .  .  .  .4 

Acute  frontal  sinus  suppuration  .  .  .3 

(One  with  orbital  abscess.) 
Acute   ethmoidal  and    antral   suppuration  (with  orbital 

abscess)  .  .  .  .  .1 

Chronic  ethmoidal  and  antral  suppuration  .  .  2 

Chronic  ethmoidal  suppuration  .  .  .2 

Chronic  ethmoidal  and  sphenoidal  suppuration    .  .  2 

(One  with  fatal  basal  meningitis.) 
Chronic  frontal  and  etlimoidal  suppuration  (bilateral)        .  1 

Chronic  frontal,  ethmoidal,  and  antral  supjjuration  .  5 

(One  with  orbital  abscess.) 

Pansinuitis  .  .  .  .4 

Naso-antral  polypi     .  .  .  .  .3 

Dental  cysts  invading  antrum  .  .  .7 

Mucocele  of  left  frontal  sinus  .  .  .1 

Malignant  disease  involving  antrum  .  .4 

Malignant  disease  involving  sphenoidal  sinus  .  1 

Osteomyelitis  of  right  superior  maxilla  .  .  1 

91 

Diseases  of  Naso-Phartnx,  Phaktnx,  Fauces,  and  Mouth.       (M7;i) 

Adenoids  and  enlarged  tonsils  .  .  .     1160 

Acute  tonsillitis         .  .  .  .  .54 

Peritonsillar  abscess  .  .  .  .16 

Vincent's  angina        .  .  .  .  .1 

Diphtlieiia  .  .  .  .  .3 

Acute  retro-pharyngeal  abscess  .  .  .3 

Acute  catarrhal  pharyngitis    .  .  .  .14 

Pneumococcal  naso-pliaryngitis  .  .  .  1 

Chronic  cataiThal  and  granular  pharyngiti.-i  .  .         75 

Pharyngitis  sicca       .  .  .  .  .22 

Keratosis  pharyngis  .  .  .  .2 

Retention  cyst  of  tonsil  .  .  .  .3 

Elongated  tivula        .  .  .  .  .1 

Varicose  veins  at  base  of  tongue  .  .  .2 

Hypertrophy  of  lingual  tonsil  .  .  .3 

Lupus  of  soft  palate  and  pharynx  .  .  .3 

Tu>)ercular  retro-pharyngeal  gland         .  .  .2 

Tiibercular  ulcer  of  tongue      .  .  .  .1 

Congenital  syphilis  of  pharj-nx  .  .  .1 

Secondary  sypliilis  of  fauces  and  pharynx  .  .  7 

Tertiary  syphilis  of  pharynx    .  .  ...         13 

Simple  tumours  of  pharynx     .  .  .3 

Malignant  tumours  of  fauces  and  pharynx  .  .         17 
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Malignant  tumours  of  naso-pliarynx 
Foreign  bodies  in  fauces  and  pliarynx   . 

2 
13 

Sensory  neuroses 
Post-diphtlieritic  paralysis 
Insufficiency  of  palate  (congenital) 
Cleft  palate 
Prominent  cervical  vertebra    . 

23 

1 
1 
3 
1 

Angioma  of  tongue   . 

1 

NsEvus  of  mucous  membrane  of  cbeek 

1 

Haemorrhage  from  gums 

1 

Pempliigus  of  tongue 
Neurosis  of  tongue    . 

2 
3 

Thyro-glossal  cyst     . 
Eanvila 

1 
2 

Submaxillary  calculus 
Alveolar  fibroma 

1 
1 

Ulcerative  stomatitis 

2 

Alveolar  abscess 

1 

Lupus  of  gums 
Oral  sepsis  . 

1 
5 

i                                            1473 

Affections  of  the  Larynx  . 

iND  Trachea. 

(166) 

I.  Acute. 
Acute  catarrhal  laryngitis 

II.  Chronic. 
Chronic  catarrhal  lar3-ngitis 
Laryngitis  sicca 
Vocal  nodules 
Pachydermia  of  larynx 
Lupus  of  larynx 
Tiibercular  disease  of  larynx 
Syphilitic  tlisease  of  larynx  (acquired) 
Congenital  syphilitic  disease  of  larynx 


Simple : 

I'apilloma  of  larynx 

Malignant : 

Intrinsic  carcinoma 
Extrinsic  carcinoma 


III.   Tumours. 


18 

35 
8 
2 
2 

2 
23 

7 
1 

80 


IV.  Affections  of  Laryngeal  Nerves. 
Functional  aphonia  .... 
Reciu-rent  paralysis  of  left  vocal  cord    . 
fi«current  paralysis  of  right  vocal  cord 
Bilateral  abductor  paralysis     . 


V.  Miscellaneo^is. 
Laryngeal  spasm  due  to  adenoids 
Foreign  bodies  in  larynx 
Foreign  body  in  bronchus 
Stenosis  of  larynx 
Post-diphtheritic  stenosis  of  lai'ynx 
Cut-throat :  Removal  of  larynx 
Pericliondritis  of  left  arytenoid 
Goitre 


11 


19 
6 


28 


1 
1 
2 
1 
1 
20 


29 
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Affections  of  the  (Esophagus. 


(33) 


Stricture : 


(a)   Simple 

2 

(b)  Malignant  (including  post-cricoid  carcinoma) 

8 

Foreign  bodies  in  cesophagns  . 

16 

Neurosis  of  hypo-pharynx  and  oesophagus  ? 

7 

33 

Affections  of  the  Ear. 

(1834) 

I.  The  External  Ear. 

Congenital  malformation 

2 

Injury  to  ear 

5 

Hiematoma 

1 

Cyst  of  auricle 

2 

Erysipelas  of  auricle 

1 

Angio-neurotic  oedema  of  auricle 

1 

Cerumen 

133 

Fiu-unculosis 

45 

Exostosis     . 

2 

Foreign  bodies  in  ear 

3 

Traumatic  perforation  of  membrani  tympani 

7 

Glandular  abscess  over  mastoid 

3 

205 


II.  The  Middle-ear  Cleft. 


Eustachian  obstruction 

221 

Otosclerosis                .... 

49 

Mixed  middle-  and  inner-ear  deafness  (non-suppurative) 

34 

Hysterical  mastoiditis 

1 

Acute  non-suppurative  otitis  media 

111 

Chronic  non-suppurative  otitis  media    . 

100 

Acute  suppiu-ative  otitis  media  : 

Kight  ..... 

67 

Left      ..... 

62 

Bilateral               .... 

15 

Chi'onic  suppurative  otitis  media  : 

Eight  ..... 

167 

Left      ..... 

151 

Bilateral               .... 

78 

SequeUe  of  chronic  suppurative  otitis  media : 

Right  ..... 

66 

Left     ..... 

63 

Bilateral               .... 

67 

Acute  suppurative  otitis  metlia  with  mastoid  complication 

Right  ..... 

18 

Left     ..... 

22 

Chronic  suppurative  otitis  media  with  mastoid  operation  :  • 

Right  ..... 

58 

Left      ..... 

62 

Tubercular  otitis  media  : 

Right  .                                   .                 .    •             . 

4 

Left     ..... 

5 

Bilateral              .... 

5 

1426 

III.  Intra-cranial  Complicatiomt  of  Suppurative  Otitis  Media  (19  cases). 
Six  complicating  acute  otitis  media. 
Thii'teen  complicating  chronic  otitis  media. 

Extra-dural  abscess      .  .  .  .  .6 

Middle  fossa,  2. 
Peri-sinus,  4. 
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Temporo-sphenoidal  abscess    . 

Cerebellar  abscess  (one  bilateral  case)  . 

Sigmoid  sinus  thrombosis 

Primary  jugular  bulb  with  inferior  petrosal  and  cavernous 

sinus  thrombosis 
Serous  meningitis 
Acute  purulent  lepto-meuingitis 
General  septicaemia  . 
Pya^mic  abscesses  of  lung 
('i'uberculous  meningitis) 


2 

4 
7 

1 
1 
9 
1 
1 
1 

3.3 


Sixteen  cases  were  operated  upon  (remaining  three  being  moribund  on  admis- 
sion), with  10  recoveries,  6  deaths. 

The  follo%ving  cases  recovered  after  operation  : 

Extra-dural  abscess  in  middle  fossa  with  serous  meningitis. 

Extra-dural  abscess  with  temporo-sphenoidal  abscess. 

Temporo-sphenoidal  abscess. 

Peri-sinus  abscess  (2  cases). 

Peri-sinus  abscess  with  sigmoid  sinus  thrombosis. 

Sigmoid  sinus  thrombosis  (2  cases). 

Sigmoid  sinus  thrombosis  ivith  diffuse  purulent  labyrinthitis  and  septi- 
cemia. 

Perisinus  abscess,  sigmoid  sinus  thrombosis,  purulent  lepto-meningitis  and 
cerebellar  abscess. 
The  following  Cases  died  after  operation  : 

Acute  purulent  lepto-nieningitis. 

Sinus  thrombosis  and  acute  purulent  lepto-meningitis  (2  oases). 

Cerebellar  abscess  (bilateral)  and  piirxUent  meningitis. 

Cerebellar  abscess  and  purulent  basal  meningitis. 

Thrombosis  of  jugular  bulb,  inferior  petrosal,  and  cavernous  sinuses  with 
abscesses  in  lung. 
The  cases  dying  without  operation  : 

Acute  purvalent  lepto-meningitis  (3  cases). 


IV.  Internal  Ear  Affections. 

Congenital  (including  deaf -mutism) 
Traumatic  (following  shell  explosion)    . 

„  (following  injury  other  than  shell  explosion 

Occupational 

Functional .... 
Senile  changes 
Serous  labyrinthitis  . 
Suppurative  labyrinthitis 
Toxic  .... 

Congenital  syphilis   . 
Acquired  syphilis 

Malignant  disease  of  base  of  skull  involving  inner 
Suspected  cerebellar  lesion 
Unknown  causes 
Aural  neurosis  and  neuralgia  . 


14 

16 
6 

12 
3 
7 

15 
4 
1 

11 
5 
1 
1 

67 
7 

170 


MiSCELLANEOnS    CaSES. 

These  include  cases  sent  from  other  wards  in  the  hospital  with  negative 
findings,  enlarged  cervical  glands,  skin  diseases,  obscure  headache,  mental  defects, 
eye  cases,  carious  teeth,  aneurism,  ha;moptysis,  dacryocystitis,  parotitis,  epilepsy, 
leontiasis  ossium,  bad  enunciation,  epiphora,  sycosis,  malignant  disease,  neck,  etc., 
etc. 

These  cases  numbered  .  .  .  .152 
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Table  of  Operations. 


The  Xose. 

Fracture  of  nasal  bone  (rectified)            .                .                .1 

Fracture  of  nasal  septum  (rectified) 

1 

Abscess  of  nasal  septum 

1 

Nasal  spur  removed  . 

1 

Submucous  resection  of  septum 

184 

Turbinectomy 

76 

Nasal  polypi 

145 

Cm-etting  (for  lupus) 

6 

lonisation  (for  lupus) 

22 

Foreign  bodies  removed 

6 

Injection  of  paraffin  . 

1 

Operation  on  tear  sac 

1 

The  Accessury  Nasal  Sinuses. 

Proof  puncture  of  antrum 

Intra-nasal  operation  on  antrum 

Kadical  operation  on  antrum  . 

Removal  of  malignant  tumour  of  antrum 

Radium  applied  for  malignant  disease  of  antrum 

Radical  operation  on  frontal  and  ethmoid  sinuses 

Operation  on  ethmoid  cells  (intra-nasal) 

Xaso-antral  polypi  (opening  of  antrum) 

Dental  cyst  .... 


44S 


103 
4 
33 
1 
1 
5 
3 
4 
4 


The  Pharynx. 

TonsUs  and  adenoids  removed  (guillotine  and  curette) 
Tonsils  dissected  out  (scissors  and  snare) 
Peritonsillar  abscess 
Retropharyngeal  abscess 


158 


1030 

36 

11 

1 


The  Lat-ynx,  Trachea,  and  (Esophagus. 

Suspension  laryngoscopy  (examinations) 
Suspension  laryngoscopy  (with  operation) 
Bronchoscopy  (removal  of  pin) 
Tracheoscopy  (examination)    . 
(Esophagoscopy  (examinations) 
(Esophagoscopy  (removal  of  foreign  bodies) 
Tracheotomy 


1078 


10 
3 

1 

1 

24 

11 

8 


I'he  Ear 


Schwartze  operation  on  mastoid 
Radical  mastoid  operation 
Operations  on  labyrinth 
Mastoid  explored  for  shrapnel 
Extra-dural  abscess  . 
Cerebellar  abscess 
Temporo-sphenoidal  abscess    . 
Operation  upon  lateral  sinus   . 
Ligature  internal  jugular  vein 
Papilloma  of  ear 
Paracentesis 

Ear  granulation  curetted 
Furunculosis 


58 

43 
126 
6 
1 
6 
3 
2 
8 
6 
2 
31 
3 
3 
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Glandular  abscess  behind  ear  . 

Plastic  operation 

Eustachian  tube  curetted 

Aural  polypi 

Foreign  bodies  removed  from  car 

6 
7 
1 
21 
3 

278 

Injection  of  galyl 
Injection  of  salvarsan 

2 
2 

Amesthetics  administered. 

4 

Chloroform  followed  by  ether . 
Ethyl  chloride 
Local  anaesthesia 

.       273 

.     1041 
.       650 

Number  of  new  patients  attending  the  Department  during 
1915  =  3233. 
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February  18,  1916. 


President:  Dr.  Albebt  A.  Geat. 


Tumour  on  Concha  after  Radical  Mastoid  Operation  (shown  at 
the  last  Meeting),' — W.  M.  Mollison.— The  tuiuour  on  the  couclia 
proved  to  be  skin,  with  some  fibrous  tissue  uuderneath ;  tliere  was  no 
cartilage  iu  it. 

The  President  :  Is  it  keloid  ?  It  does  uot  yet  present  that  appear- 
ance. One  views  these  growths  which  appear  iu  or  near  a  scar  with 
suspicion  lest  ultimately  they  may  become  malignant,  however  innocent 
they  aj^jjear  to  be.  When  there  is  a  recurrence,  the  second  growth  is 
more  rapid  than  the  original  one. 

Sir  William  Milligan  :  Is  the  tumour  keloid  in  structure  ?  The 
importance  of  the  case  is  from  the  practical  point  of  view.  My  experience 
is  that  if  one  removes  a  keloid  it  returns,  and  generally  becomes  worse 
than  before.  Keloid  in  the  neighbourhood  of  the  ear  is  a  disappointing 
condition  with  which  to  have  to  deal. 

Mr.  Heebeet  Tillet  :  Some  twenty  years  ago  a  patient  of  mine 
had  a  very  extensive  keloid  after  the  mastoid  ojjeration,  and  the  question 
ax'ose  many  times  in  the  subsequent  years  whether  it  should  be  removed. 
Ten  days  ago,  however,  it  was  impossible  to  see  any  keloid  in  that 
patient,  but  its  place  was  taken  by  a  widened  scar,  as  opposed  to  the 
usual  narrow  linear  scar.  I  think  it  is  wiser  not  to  operate  on  keloid. 
As  an  alternative  treatment  I  would  suggest  radium ;  we  have  had  many 

'  See  JouEN.  OF  Lartnqol.,  Ehinol.,  and  Otol.,  March,  1916,  p.  91. 
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cases  of  keloid  at  the  Radium  Institute,  and  I  know  of  no  pathological 
condition  for  which  radium  is  more  successful  than  in  a  case  of  keloid. 

Mr.  MoLLisoN  (in  reply)  :  For  a  keloid  it  had  a  very  narrow  base  ; 
one  couM  not  tell  whether  it  started  in  the  scar  or  not  ;  probably  it  must 
have  done  so.  Ke-operation  has  since  been  performed  on  the  mastoid, 
aud  the  meatus  is  already  tending  to  contract  so  much  that  gauze  cannot 
be  got  into  the  cavity^  ;  I  do  not  know  whether  this  may  be  due  to  the 
same  cause  as  the  "  keloid." 

Auaible  Tinnitus  in  a  Boy  (shown  at  the  last  Meeting). = — 
W.  M.  Mollison. — Since  he  was  here  the  boy  has  been  operated  upon 
for  removal  of  his  tonsils  and  adenoids,  but  the  tinnitus  continues. 
His  tubes  have  been  inflated  without  causing  any  alteration  in  his  tinnitus. 

Dr.  H.  J.  Banks  Davis  :  At  the  last  meeting  I  saw  Mr.  Lake  com- 
press the  carotid  and  stop  the  noise  ;  but  when  the  pressure  was  with- 
drawn the  sound  returned,  which  seems  to  point  to  a  vascular  condition 
as  the  cause.  It  would  be  interesting  to  ascertain  whether  the  noise  stops 
when  the  boy  is  under  an  anaesthetic.  That  would  settle  the  point  as  to 
whether  it  is  a  "  habit  "  or  not. 

Mr.  E.  D.  Davis  :  Two  months  ago  I  had  a  case  in  a  Belgian,  who 
produced  the  noise  by  contraction  of  the  temporal  muscles.  I  taxed  him 
with  it,  aud  told  him  that  it  was  of  no  importance. 

Mr.  Clatton  Fox  :  On  nipping  the  boy's  nostrils  and  making  him 
blow  out  his  cheeks  to  fix  the  soft  palate  the  noise  ceased,  so  possiblv  it 
was  caused  by  the  contraction  of  the  tensor  palati. 

Dr.  DuNDAS  GrEANT :  I  had  a  similar  case,  in  which  the  noise  ceased 
when  I  passed  a  Eustachian  catheter  and  bougie.  I  think  the  noise  was 
due  to  sudden  separation  of  the  glutinous  walls  of  the  Eustachian  tube. 
It  remained  absent  for  some  minutes,  and  then  recurred.  I  think  this 
should  be  treated  as  a  nerve  condition,  being,  in  my  opinion,  of  the 
nature  of  a  habit  spasm. 

The  President  :  If  the  case  is  of  the  nature  of  tic  convidsif  the  out- 
look, according  to  some  authorities,  is  not  satisfactory,  for  such  cases  are 
said  ultimately  to  develop  mental  trouble. 

Mr.  Sydney  Scott  :  Last  September  I  saw  a  patient,  with  normal 
hearing,  who  appeared  to  have  voluntajw  control  over  the  tensor 
tympani  muscle.  She  was  a  lady  with  an  extraordinary  neurotic  family 
history  and  was  personally  extremely  introspective.  I  could  hear  a  sound 
througli  the  auscultatory  tube  which  corresponded  with  the  patient's 
effort  to  move  the  drum  of  the  ear.  I  was  able  to  exclude  jaw  move- 
ments, and  could  actually  see  a  change  in  the  direction  of  the  light  reflex 
from  the  membrane  which  indicated  movement.  During  the  apparentlv 
increased  tension  of  the  membrane,  the  lowest  tones  on  the  Bezold- 
Edelmaun  series  were  inaudible.  At  first  the  control  was  experienced  iu 
the  right  ear  only,  but  after  practice  the  patient  was  able  to  produce  the 
same  effect  in  the  left  ear.  The  examination  was  made  with  eyes  closed, 
and  the  signs  were  repeatedly  consistent  with  the  patient's  statement  of 
her  sensations. 

Mr.  Mollison  (in  reply)  :  My  assistant  and  I  have  looked  at  the 
palate  repeatedly,  but  could  not  see  a  trace  of  movement.  The  noise 
stops  momentarily  when  the  patient  opens  his  mouth  wide.  I  see  no 
reason  why  it  should  not  be  caused  by  the  contraction  of  the  tensor 
tympani. 

'  Note. — March  18  :  The  cavity  was  completely  dry. 

^  See  JouKN.  or  Lartnool.,  Ehinoi  .,  and  Otol.,  March,  1916,  p.  91. 
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Sections  through  the  Footpiece  of  Stapes  from  the  Case  of 
Otosclerosis  shown  at  the  last  Meeting.'— A.  A.  Gray. — The  sections 
are  from  four  cases  of  otosclerosis  of  one  year's,  three  years',  tweuty- 
five  years',  and  sixty  years'  duration. 

In  tlie  first  of  these  tlie  change  in  the  bone  was  different  from  the 
ordinary  otosclerotic  changes  ;  thei'e  was  only  absorption  of  bone,  no 
deposit  of  it,  so  that  the  diseased  parts  scarcely  stained  at  all.  All  that 
was  left  were  a  few  blood-vessels  and  broken-down  bone  cells.  The 
patient  had  fairly  advanced  phthisis,  which  may  account  for  the  absence 
of  deposit  of  bone. 

The  second  case  was  also  the  subject  of  phthisis,  but  it  was  not 
advanced.  Here  the  new-formed  bone  stained  deeply,  and  was  sharply 
defined  ;  there  was  no  fixation  of  the  stapes. 

In  the  third  case  the  stapes  was  united  by  bone  from  the  anterior 
margin  to  the  oval  window.  The  bridge  of  bone  which  united  the  stapes 
to  the  oval  window  was  exceedingly  fine.  It  was  not  one-tenth  part  of 
the  diameter  of  the  cioss-section  of  the  footplate  of  the  stapes. 

The  fourth  case  was  that  of  an  old  iady,  aged  eighty.  Karefactiou  in 
one  portion  of  the  wall  of  the  labyrinth  had  gone  so  far  that  there  was 
practically  no  bone  left.  Osteoclasts  were  absorbing  the  bone.  Mauasse 
was  of  opinion  that  the  bone  is  not  absorbed  by  osteoclasts  but  by  simple 
pressure. 

An  interesting  feature  in  all  the  cases  is  the  position  of  the  anterior 
line  of  demarcation.  It  was  almost  identical  in  all  of  them,  despite  the 
great  differences  in  the  duration  of  the  disease.  I  think  it  is  a  mistake 
to  suppose  that  the  bony  changes  are  necessarily  progressive.  There  was 
no  sign  of  inflammatory  activity  in  any  of  the  sections.  There  was  no 
evidence  of  change  in  the  organ  of  Corti,  nor  in  the  ganglion  spirale, 
except  for  the  ordinary  pod-mortem  clianges.  I  am  satisfied,  however, 
that  there  is  a  change  in  the  nerve  structures,  but  our  methods  are  not 
sufficiently  refined  to  enable  us  to  detect  them. 

Dr.  DuNDAs  Gkant  :  Sometimes  the  clinical  conditions  and  the  tuning- 
fork  responses  are  not  typical,  and  yet  the  osteoporotic  changes  are  found 
post-mortem.  I  should  like  to  know  whether  Gellc's  test  was  fried,  and 
whether  there  was  raising  of  the  lower  limit  of  audition. 

Histological  Preparations  of  the  Labyrinths  and  Tympana  of 
a  Soldier  suffering  from  Deafness  due  to  a  Bullet  Wouna  of  the 

Vertex  of  the  Skull.— Sydney    Scott. — C.  T ,  aged  forty-two,  a 

private  in  the  Lincolnshire  Regiment,  was  wounded  on  November  13 
near  Ypres,  and  died  in  France  from  meningitis  on  December  14.  i;il4. 
The  autopsy  showed  the  fracture  was  confined  to  the  vertex  of  the  skull. 
The  histological  examination  reveals  extensive  iutra-tympanic  haemor- 
rhage on  the  right  side.  The  serial  sections  demonstrate  that  the 
tympanic  membrane,  the  footplate  of  the  stapes,  the  annular  ligament, 
and  the  membrana  secundaria  are  perfectly  intact  and  there  is  no 
hsemorrhage  within  the  labyrinths. 

Clinical  notes.  —The  patient  was  admitted  into  the  base  hospital  three 
days  after  being  wounded  ;  he  was  able  to  walk,  was  quite  rational,  but 
very  deaf.  He  remembered  being  wounded,  and  stated  he  was  standing 
in  a  trench  at  the  time  ;  when  hit  he  fell  down,  and  noticed  loud  buzzing 
noises  in  the  ears  immediately,  with  deafness.  There  was  a  lineal 
suppurating  wound  of  the  scalp  3i  in.  long  over  the  right  parietal  bone, 

•  See  JotiRN.  OF  Lartnqol.,  Rhinol.,  anu  Otol.,  March,  1916,  p.  92. 
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running  from  the  lambda  to  the  parietal  eminence.  The  X  rays  showed 
coinininution  and  fissured  fracture  of  the  skull  beneath  the  wound. 
There  was  no  paralysis  of  the  face  or  limbs,  and  the  superficial  and  deep 
refle.ves  were  normal. 

Ears. — Some  cerumen  was  present  in  both  ears,  but  no  blood  or  clot 
or  cerebro-spinal  fluid.  The  tympanic  membranes  were  uortnal,  but  the 
light  reflex  on  the  right  side  was  dark  blue,  an  appearance  wliich 
suggested  the  probable  presence  of  blood  in  the  tympanic  cavitv. 

For  several  days  after  admission  he  could  only  hear  shouting  close  to 
his  ear,  then  he  improved  somewhat  and  could  hear  an  ordinary  clear 
voice  about  a  yard  away.  He  always  spoke  loudly,  as  if  be  could  not 
hear  his  own  voice. 

Eight  ear.  Left  ear. 

Edelmann-Galton  whistle,     .     2-5  x  OS  mm.     .      4-5  x  08  mm. 
No.  473  =  19,0U0  d.  v.  =  13.920  d.  v. 

Tuning-fork,  25(5  d.  v.  .         .     Rinne  neutral       .      Einne  negative 

Schwabaeh  —6  sec.      Schwabach  —2  sec. 
Watch  normally  lieard  at       .     Just  audible  close  to  but  not  touching 
3  or  4  ft.  either  auricle. 

Unfortunately,  owing  to  the  lack  of  instruments,  we  do  not  know 
what  the  low  tone-limit  was. 

A  fortnight  after  admission  the  patient  became  hemiplegic  on  the 
left  side.  The  skull  was  explored,  and  fragments  of  the  fractured 
parietal  bone  removed.  A  small  tear  in  the  dura  mater  was  discovered, 
and  some  bone  splinters  were  removed  from  the  superior  parietal  lobule 
between  the  angular  gyrus  and  the  great  longitudinal  fissure.  The 
hemiplegia  was  not  relieved,  and  the  patient  succumbed  to  meningitis 
a  fortnight  later. 

The  necropsy  showed  extensive  softening  of  the  right  cerebral 
hemisphere.  The  pia-arachnoid  over  the  external  and  mesial  surfaces  of 
the  right  hemisphere  were  infiltrated  with  pus,  which  was  limited  to  this 
region.  There  was  no  basal  meningitis,  and  no  fracture  of  the  temporal 
bones  or  base  of  the  skull.  The  temporal  bones  were  fixed  in  formalin 
and  decalcified  with  nitric  acid,  and  embedded  in  celloidin  in  the 
ordinary  way.  The  sections,  which  are  arranged  in  series,  were  stained 
with  iron  hcematoxylin,  and  show  extensive  blood-clot  throughout  the 
right  tympanum,  and  only  traces  of  blood-clot  in  the  left  tympanum. 

The  President  :  We  have  to  thank  Mr.  Scott  for  showing  us  those 
sections,  beautiful  as  his  always  are.  Why  is  it  that  the  hjemorrhage 
came  into  the  tympanum  without  any  sign  of  injury  in  the  deeper 
parts  't 

Sir  William  Milligan  :  I  should  like  to  ask  Mr.  Scott  why  this 
patient  was  not  operated  upon  a  fortnight  before  the  case  actually  was  ? 
I  should  have  thought,  from  a  general  surgical  point  of  view,  immediate 
operation  was  called  for  ;  he  ran  every  risk  of  having  septic  meningitis 
of  his  vertex.  In  regard  to  the  deafness,  I  cannot  understand  how  a 
patient  who  has  a  hsemoirhage  into  one  tympanum  and  an  intact  laby- 
rinth could  be  so  deaf  as  the  tests  show.  I  ask  whether  there  has  not 
been  some  disturbance  in  the  interior  of  the  cranium  which  accounted 
for  the  profound  deafness  ;  whether  the  cortical  centres  for  hearing  were 
not  injured  by  a  commotio  cerebri. 

Dr.  DuNDAS  Grant  :  In  support  of  what  Sir  William  Milligan  has 
said,  the  tuning-fork  on  the  mastoid  was  diminished  to  -  6  sec.  on  one 
side  and  —2  sec.  on  the  other.     In  the  right  ear  the  Galton  wliistle  was 
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heard  at  a  bigher  pitch  than  in  the  left  (apparently  normal)  ear.  I 
therefore  think  there  is  justificatiou  for  supposing  there  was  some 
disturbance  of  the  auditory  centres.  I  have  had  at  least  one  case  in 
which  deafness  followed  shell  concussion,  with  similar  htemoi-rhages  on 
the  surface  of  the  membrane.  There  were  hfemorrhagic  bullae,  which 
discharged  into  the  meatus,  from  which  came  a  discharge  of  blood.  In 
some  of  the  septic  cases  there  has  been  previous  traumatic  rupture  of  the 
membrane,  and  infection  has  followed  on  account  of  the  circumstances  in 
which  the  patient  was  placed. 

Mr.  MoLLisoN  :  In  answer  to  Sir  William  Milligau,  surely  it  is  not 
necessary  in  the  case  of  a  man  who  has  had  a  head  injury  to  suppose  he 
has  necessarily  anything  wrong  with  his  cortical  areas  because  he  has  a 
high  degree  of  deafness  ?  This  man  had  been  exposed  to  shell  shock,  and 
had  had  a  bullet  wound  of  the  scalp.  I  myself — and,  no  doubt.  Sir 
William  also — have  seen  men  in  whom  complete  deafness  has  resulted 
for  a  time  from  a  wound  in  the  head  which  had  no  relation  whatever  to 
the  ear.  Kecently  I  saw  an  officer  who  was  shot  through  from  the  right 
temporal  region  to  the  left  malar  bone;  he  was  completely  blind  and 
deaf.  But,  during  three  or  four  weeks,  his  blindness  gradually  passed 
off  and  his  hearing  was  restored ;  he  could  hear  an  ordinary'  conversation 
without  troulile.  These  sections  are  of  great  interest  as  showing  there 
is  nothing  wi'oug  with  the  labyrinth,  but  it  is  unfortunate  that  they  do 
not  shed  any  light  on  the  causation  of  cases  of  deafness  from  shell 
shock. 

Dr.  Kelson  :  The  interest  of  the  case  is  increased  by  the  fact  that 
there  is  no  fracture  of  the  base  of  the  skull.  Probably  Mr.  Scott  has 
noticed  that  many  patients  who  have  been  shot  about  the  face  or  jaw 
speak  often  spontaneously  of  a  discharge  from  the  ear  which  commenced 
after  the  injury,  and  has  persisted  ever  since.  Tiiis  occurs  too  often  to 
be  a  mere  coincidence ;  I  think  we  must  consider  these  as  injuries  due  to 
indirect  vii  ilence. 

Sir  William  Milligan  ;  I  was  not  referring  to  the  psychic  cases  of 
deafness  in  which  there  had  been  no  injury  to  the  skull.  I  have  seen  many 
cases  of  profound  deafness  due  to  shell  shock,  and  have  found  the  most 
severe  deafness  in  men  who  had  been  buried  for  the  time  being. 

Mr.  J.  F.  O'Mallet  :  The  tests  show  the  deafness  here  to  be  of  the 
middle-ear  type,  although  emphasis  has  been  laid  by  some  speakers  on 
It  having  been  a  nervous  injury.  It  is  not  due  to  shell  shock.  With  regard 
to  the  deafness  sometimes  mentioned  by  soldiers  who  have  had  wounds 
of  various  parts  of  the  head,  my  experience  has  been  that  many  of  them 
have  evidence  of  old  ear  lesions.  I  have  notes  of  several  wlio  manifestly 
have  had  loss  of  tympanic  membrane,  dating,  perhaps,  from  a  serious 
lesion  in  early  childhood,  and  although  the  deafness  preceded  the  injury, 
it  only  assumed  importance  afterwards. 

Mr.  Sydney  Scott  (in  reply) ;  The  records  of  this  case  are  too 
fragmentary  to  show  what  was  tiie  cause  of  the  bilateral  deafness.  The 
damage  to  the  right  cerebral  hemisphere  sLiould  be  taken  into  account. 
The  chief  feature  of  the  case  is  that  an  injury  to  the  vertex  of  the  skull 
was  associated  with  haemorrhage  into  one  middle  ear  without  any  fracture 
of  the  base  of  the  skull,  or  of  any  injury  to  the  tympanic  membrane, 
labvrinth,  membrana  secundaria,  or  stapes.  Tbe  source  of  the  haemor- 
rhage cannot  be  found  in  any  of  the  sections  (of  which  there  are  about 
200  in  series  on  each  side).  Considering  all  the  circumstances  of  the 
case,  it  is  doubtful  what  would  have  been  the  result  of  an  earlier 
intervention. 
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Removal  of  a  Piece  of  Shell  from  the  Cerebellum  of  a  Soldier 
wounded  at  Ypres. — Sir  William  Milligan. — The  piece  of  shell  (speei- 
iiien  shown)  passed  tliroui,^!  the  aiiriele,  cut  a  groove  iu  the  soft  tissues, 
Mud  entered  the  anterior  portion  of  the  left  cerebellar  lobe.  Severe 
hsemorrhage  resulted,  possibly  from  the  lateral  sinus.  When  seen  a 
suppurating  sinus  led  down  to  the  foreign  body.  Eemoval  was  easily 
effected  and  complete  recovery  ensued. 

Tuberculous  (?)  Septic  (?)  Meningitis  following  Chronic  Sup- 
purative Otitis  Media  ;  Operation  ;  Repeated  Lumbar  Punctures ; 
Prolonged  Illness;  Recovery. — Sir  William  Milligan.— Male,  aged 
twenty-seven,  admitted  to  the  Manchester  Koyal  Infirmary  (Throat  and 
Ear  Department)  on  December  28,  1914,  complaining  of  discharge  from 
left  ear,  violent  headache,  and  vomiting. 

Previous  History. — Had  severe  attack  of  broncho-pneumonia  as  a  boy, 
followed  by  pulmonary  tuberculosis.  In  February,  1912,  had  a  second 
attack  of  rigLit-sided  pneumonia,  followed  by  extensive  breaking  down  of 
the  lung  and  formation  of  a  large  apical  cavity.  Enormous  quantities  of 
si'cretion  were  ex]jectorated.  Shortly  before  this  second  attack  of  pneu- 
monia the  left  middle  ear  had  become  infected  and  had  discharged  freely. 
In  November,  1914,  he  joined  the  R.A.M.C.  ;  he  was  sent  to  Southport 
and  was  vaccinated  there.  Was  very  much  upset  by  vaccination  (?), 
violent  pain  in  the  head  and  profuse  discharge  from  the  ear.  Was-sent 
home.  Discharge  from  ear  profuse,  violent  headache,  vomiting,  dull 
lethargic  condition,  i;radually  deepening  into  semi  -  unconsciousness. 
Admitted  to  Royal  Infirmary  on  December  28,  1914.  Temperature 
99°  F.,  pulse  80,  respirations  23.  Left-sided  facial  paralysis,  pupils 
unequal.  December  29  :  Complete  post-aural  operation  and  decompres- 
sion over  temporo-sphenoidal  and  cerebellar  areas.  December  30 : 
Evening  temperature,  104°  F.  December  31  :  Mid-day  temperature, 
99"5°  F.  ;  evening  temperature,  102°  F.  Retraction  of  head  ;  severe 
headache.  Kernig's  sign  present ;  patient  delirious,  very  noisy ;  swore 
immoderately  when  touched.  Lumbar  puncture  performed  :  fluid  under 
pressure ;  very  turbid.  Report  re  cerebrospinal  fluid  :  "  The  fluid  con- 
tains pus  ;  no  tubercle  bacilli  or  other  organisms  found.  Culture  yields 
no  growth  of  organisms.  The  condition  may  therefore  be  tuberculous. 
Ice-bags  applied  to  head.  Urotropine,  20  gr..  every  four  hours.  During 
the  following  ten  days  repeated  lumbar  punctures :  fluid  still  turbid. 
January  11  :  Condition  critical ;  saline  enemata  with  brandy.  January  14  : 
Temperature  came  down  from  102°  F.  to  984°  F. ;  pulse  from  138  to 
120,  and  respirations  from  36  to  24.  Temperature  remained  about 
normal  until  January  19,  when  it  went  up  to  101°  F.,  pulse  112,  respira- 
tions 32.  Repeated  lumbar  punctures.  From  this  date  a  gradual 
improvement  set  in.  February  7 ;  Morning  and  evening  temperature 
normal;  patient  rational.  February  22:  Patient  allowed  out  of  bed. 
March  8 :  Wound  healed  ;  complete  ejiidermisation  of  autro-tympanic 
cavity.  March  16  :  Discharged.  Patient  has  remained  well ;  his  mental 
condition  good ;  pulmonary  symptoms  not  so  marked.  Attention  is 
specially  drawn  to  the  value  of  repeated  lumbar  puncture. 

Mr.  J.  F.  O'Malley:  I  would  add  a  third  query  to  the  two  pi'o- 
pounded  in  the  title — namely,  as  to  the  possibility  of  epidemic  cerebro- 
spinal meningitis.  I  have  now  had  a  case  for  several  weeks,  and  the 
patient  was  under  my  care  before  the  present  attack,  as  three  months  ago 
I  removed  an  aural  polypus  from  him.  He  had  a  rash.  The  cerebro- 
spinal fluid  was  examined  the  second  day  of  the  disease,  and  though  pus 
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was  found  there  were  no  organisms  after  three  days'  inculiation.  This 
was  so  until  the  eighth  day,  when  no  organisms  were  found  by  direct 
examination  by  two  bacteriologists,  but  thei-e  were  two  colonies  of 
meningococci  on  culture.  TLie  early  .symptoms  of  Sir  William's  case  and 
mine  were  almost  identical,  except  that  my  patient  did  not  vomit,  but  had 
headache  all  the  time.  The  medical  officer  at  the  isolation  ward  was 
very  expert,  and  felt  confident  about  the  diagnosis,  though  it  was  suggested 
by  the  bacteriologist  that  the  rash  might  be  septic.  As  the  cerebrospinal 
fluid  finding  was  so  often  negative  it  was  thought  it  might  be  otitic 
meningitis.  Lumbar  puncture  is  performed  on  alternate  days,  and  the 
patient  is  recovei'ing. 

Dr.  H.  J.  Banks  Davis  :  I  do  not  think  a  patient  who  appears  to  have 
been  so  ill  could  live  with  cerebrospinal  meningitis  from  December  31  to 
March  16,  and  the  history  is  against  this  diagnosis.  As  a  rule,  when 
extremely  ill,  the  patients  succumb  to  cerebrospinal  meningitis  within  a 
week  or  ten  days. 

Mr.  Sydney  Scott:  Was  there  any  evidence  to  show  whether  the 
infection  was  from  the  ear,  and  if  so  was  it  by  the  translabyrinthine 
path  ?  I  recollect  a  child  who  died  of  meningococcal  meningitis  after 
pneumonia,  from  whose  tympanic  cavities  two  kinds  of  organisms  (on 
each  side)  were  isolated — namely,  intracellular  cocci  and  capsulated 
extracellular  cocci,  the  first  corresponding  to  the  meningococcus  which 
had  been  isolated  from  the  spinal  fluid  during  life,  and  the  second 
resembling  pneumococci. 

The  President  :  I  presume  the  pus  from  the  case  was  not  injected 
into  a  guinea-pig,  as  that  might  Lave  sohed  the  prolilem  as  to  whether  it 
was  a  case  of  tuberculosis  ? 

Sir  William  Milligan  (in  reply)  :  It  never  occurred  to  me  that  the 
case  might  be  cerebrospinal  meningitis ;  I  regarded  it  as  an  ordinary 
septic  case,  and  expected  that  an  organism  would  be  found.  Only  two 
bacteriological  examinations  were  made,  and  no  organisms  were  found. 
Still,  I  should  be  rather  sceptical  of  its  being  cerebrospinal  meningitis ; 
there  was  no  rash.  The  other  day  a  case  was  sent  in  witli  symptoms  of 
meningitis,  and  I  diagnosed  septic  meningitis  ;  but  when  the  fluid  was 
reported  on  by  the  bacteriologist,  he  said  he  had  discovered  one  s-ingle 
meningococcus.  I  expressed  my  doubt  as  to  that  being  sufficient  to 
support  a  diagnosis  of  cerebrospinal  meningitis,  and  it  proved  later  to  be 
an  ordinary  septic  case.  I  do  not  know  what  the  path  of  infection  in 
this  case  was  :  it  was  not  the  laliyrinth  ;  it  was  a  pure  middle-ear  ease. 
What  ought  we  to  consider  septic  meningitis  ?  Is  the  presence  of  this 
established  without  demonstrating  organisms  ?  I  have  been  m  the  habit 
of  rejecting  the  diagnosis  unless  organisms  are  found.  With  regard  to 
injection  of  material  into  a  guinea-pig,  I  still  do  that  occasionally,  but 
did  not  do  so  in  this  case.  I  do  not  think  the  decompression  did  him 
much  good ;  what  I  regarded  as  most  beneficial  were  the  repeated 
lumbar  punctures  which  kept  the  intracranial  pressure  down,  thus 
preventing  death  from  compression  of  his  own  vessels  and  respiratory 
paralysis. 

Malignant  Disease  of  Middle  Ear  following  Chronic  Sup- 
purative Otitis  Media;  Extension  to  Mastoid  Cells;  Operation; 
Rapid  Recurrence ;  Employment  of  Radium  ;  Temporary  Relief. 

— Sir  William    Milligan. — J.   B ,  male,  aged  fifty-eight,  seen  on 

April  3,  1913,  suftVring  from  right-sided  suppurative  middle-ear  disease 
of  manv  vears'  duration.     Right  ear  discharging  freely  ;  perforation  of 
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posterior  segment  of  membraiia  tympani ;  polypus ;  slight  tinnitus  :  no 
vertigo.  April  7,  1913 :  Polypus  removed ;  chromic  acid  applied. 
June  5,  1913  :  Ear  quite  dry  ;  perforation  not  healed.  July  8,  1914 : 
Recurrence  of  polypus — rather  vascular.  July  21,  1914:  Removal  of 
polvpus;  malignancy  suspected,  but  not  proved  microscopically. 
August  (>,  1914 :  Discharge  slight,  but  foetid ;  sli'.'ht  haemorrhage. 
Antiseptic  treatment  ordered.  March  8,  1915  :  Radical  mastoid 
operation ;  granulation  tissue  very  vascular.  April,  1915 :  Aiitm- 
tympanic  cavity  unhealed  ;  definite  microscopic  evidence  of  malignancy. 
May,  1915:  Post-aural  cicatrix  broken  down;  fuugating  granulation 
tissue;  slight  pain;  no  glandular  involvement.  July.  1915:  Patient 
losing  weight :  several  fairly  severe  attacks  of  hsemorrhiige  from  ear  ; 
slight  enlargement  of  glands ;  severe  pain.  August,  1915 :  Radium 
emanation  tube  (25  mgrm.  element)  inserted  into  fungating  mass. 
September,  1915:  Pain  and  hoemorrhage  much  relieved;  growth 
shrinking;  free  discharge  from  t lie  meatus.  November,  1915:  Growth 
half  its  former  size ;  recurrence  of  pain;  glandular  involvement  greater 
than  before;  facial  paralysis.  Radium  emanation  tube  f25  mgrm. 
element)  agiin  inserted.  December,  1915  :  Local  relief,  but  systemic 
decline;  evidence  of  toxaemia.  January,  1916:  Patient  much  weaker; 
no  great  alteration  in  local  condition.  February,  191G  :  Patient  rapidly 
losing  ground ;  glandular  involvement  about  the  same;  no  increase  of 
local  growth,  but  progressive  loss  of  strength  aiid  weight.  Condition 
hopeless. 

The  President  :  I  think  cancer  arises  more  frequently  in,  aiid  is 
more  common  in,  a  suppurating  middle  ear  than  in  an  ear  which  is  not 
so  affected.  I  saw  a  case  in  which  a  growth  was  deep  in  the  meatus 
there  was  no  suppuration,  and  it  was  secondary  to  malignant  disease  in 
the  breast.  Radium  was  employed,  and  the  growth  completely  dis- 
appeareil  and  did  not  return  ;  but  the  patient  died  of  a  lesion  in  the 
lung,  secondary  to  the  breast  cancer. 

Sir  William  Milligan  (in  reply)  :  With  regard  to  a  remark  made 
by  a  member  as  to  radium  increasing  pain,  my  experience  has  been  the 
opposite — namely,  that  it  relieves  jKiin.  It  also  stops  the  hajmorrhage, 
which  is  a  very  important  point.  I  do  not  know  who  made  the  repoit  on 
radium  to  which  reference  has  been  made.  Its  action  in  cases  of  i^arcoma 
is  extremely  beneficial,  but  in  carcinoma  its  benefit  is  doubtful. 
However,  we  are  only  just  beginning  to  understand  about  the  action  of 
radium,  which  is  generally  used  only  in  the  cases  which  are  otherwist! 
liopeless  ;  it  has  never  had  a  proper  chauce  in  cases  which  we  speak  of 
as  operable.  To  condemn  radium  at  the  present  stage  is  absurd. 
Radiologists  seem  to  agree  that  embedding  is  the  best  way  in  which  to 
use  it. 

The  Significance  of  Unilateral  Sero-mucous  Catarrh  of  the 
Middle  Ear  in  Persons  over  Middle  Age.— Sir  William  Milligan.— 

Unilateral  sero-mucous  catarrh  of  the  middle  ear  in  persons  over  middle 
age  should  alway.s  be  regarded  with  suspicion.  A  diagnosis  of  simple 
catarrh  is  often  made  and  is  just  as  often  wrong.  Some  incipient 
malignant  process  or  syphilitic  manifestation  should  always  be  thought 
of,  and  a  guarded  prognosis  given. 

In  mairy  cases  malignant  ulceration  of  the  naso-])haryugeal  mucosa  or 
a  malignant  growth  of  the  basi-sphenoid  is  discovered  if  careful  rhino- 
scopic  examination  is  made,  or  some  syphilitic  process  is  found  to  be  the 
underlying  fact  in  the  case. 
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A  careful  rhinoscopic  examination  bv  mirror  or  uaso-pharvngoscope 
should  be  made  as  a  matter  of  routine  in  all  such  cases,  aud  frequently 
leads  to  important  and  far-reaehins;  clinical  discoveries. 

Mr.  TiLLEY :  I  wish  to  support  emphatically  what  Sir  William 
Milligan  has  said.  In  the  last  fifteen  years  I  have  seen  eleven  cases  of 
endothelioma  of  the  naso-pharyu.v,  and  one  of  the  saddest  of  these  I  saw 
three  years  ago.  The  patient  had  seen  two  well-known  aural  surgeons 
in  this  country,  and  three  on  the  Continent.  He  complained  of  deafness, 
which  varied  in  degree,  aud  he  was  told  it  was  catarrhal  deafness.  One 
surgeon  catheterised  him  every  week  for  two  months.  I  saw  him  rather 
late  in  his  illness,  when  one  nostril  was  blocked,  and  there  was  a  bluish, 
congested-looking  mass  in  the  naso-pharynx.  It  eventually  invaded  his 
skull,  and  he  died  of  cerebral  symptoms  aud  in  great  pain.  In  these 
cases,  when  the  deafness  has  been  present  for  a  matter  of  weeks,  you 
generally  find  some  difficulty  in  the  movement  of  the  levator  palati  on 
the  same  side ;  this  is  due  to  mechanical  impairment  rather  than  to  a 
nerve  lesion.  Then  follows  anaesthesia  of  the  second  division  of  the  fifth 
nerve,  evidenced  h^-  loss  of  sensation  on  the  outside  of  the  lower  jaw  and 
over  the  lower  portion  of  the  cheek.  This  anaesthesia  and  the  weakness 
of  the  levator  palati  are  almost  patliognomonic  of  the  condition.  If  in 
such  a  case  10(J  mgrm.  of  radium  are  embedded  for  twelve  hours,  it  is 
extraordinary  how  the  condition  will  disajjpear.  Last  week  I  saw  a  man 
in  whom  the  growth  was  as  large  as  the  end  of  one's  thumb,  and  the 
patient  could  not  blow  down  the  right  nasal  fossa.  Kadium  was 
embedded  a  month  ago,  and  when  I  saw  my  patient  last  week  no  trace 
of  the  growth  was  to  be  seen  ;  the  nasal  breathing  was  free,  and  the  pain 
in  the  temporal  region  had  disappeared. 

Dr.  Dan  JIcKenzie  :  Possibly  the  reason  why  these  cases  are  over- 
looked by  those  who  see  the  patient  earlier  is  that  the  growth  is  not 
then  sufficiently  large  to  be  visible  by  the  post-rhinoscopic  mirror  ;  there- 
fore all  cases  of  deafness  should  be  examined  with  the  naso-pharyngo- 
scope  as  a  matter  of  routine.  Such  cases  would  not  be  missed  by  this 
means,  even  at  the  earliest  stage. 

Dr.  JoBsoN  HoENE  ;  I  have  always  practised  and  taught  a  routine 
examination  of  the  post-nasal  space  and  of  the  posterior  nares  with  a 
mirror  wherever  it  is  possible,  in  all  cases  of  diseases  of  the  ear,  the  nose, 
or  the  throat.  The  importance  of  that  practice  and  of  that  teaching  has 
been  fully  established  not  only  by  the  clinical  surprises  from  time  to  time 
observed  and  by  the  aids  to  diagnosis  afforded,  but  also  by  the  calamities 
at  times  thereby  prevented. 

Mr.  Sydney  Scott  :  It  is  sometimes  difficult  to  decide  whether  some 
cases  of  middle-ear  catarrh  are  secondary  to  malignant  disease  or  to 
syphilis.  Last  November  I  saw  a  patient  at  the  National  Hospital  for 
Paralysis,  who  for  six  mouths  previously  had  been  treated  at  another 
hospital  for  unilateral  middle-ear  catarrh  and  Eustachian  obstruction. 
He  then  developed  optic  neui-itis  and  paralysis  of  the  left  sixth  and 
seventh  cranial  nerves.  The  left  eighth  cranial  nerve  was  imaft'ected. 
In  the  naso-pharynx  was  an  ulcer  which  involved  the  infundibulum  of 
the  left  Eustachian  tube  ;  it  looked  like  maliguant  disease,  but  the  nerve 
lesions  pointed  to  syphilis.  (I  shall  refer  to  this  case  more  fully  another 
time.)  More  recentlv  I  saw  another  jiatient  whom  I  had  examined  three 
weeks  previously,  and  found  nerve  deafness  in  the  right  ear.  During  the 
interval  he  hacl  awakened  with  loud  tinnitus  and  great  deafness  in  the 
left  ear,  which  had  been  previously  normal.  I  found  the  signs  of  nerve 
deafness  with  great  loss  of  bone  conduction  and  of  high  and  low  tones. 
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but  the  left  Eustachian  tube  was  impervious  even  to  bougies.  His  history 
of  sypliilitic  infection  was  very  definite ;  he  had  been  treated  intra- 
muscularly with  salvarsan  two  years  ago,  followed  by  a  course  of 
mercury  for  one  and  a  half  years.  A  week  later  I  found  the  Eustachian 
obstruction  had  gone,  the  membrane  returned  to  the  normal,  but  the 
liearing  was  still  worse. 

Cases  illustrating  Otogenic  Facial  Paralysis. — Dan  McKenzie. 

— Case  1  :  Pasf-operatice  Farali/i<is. — Male,  aged  twenty-nine,  shown 
before  this  Section  on  October  12,  1912,  after  recovery  from  lateral 
sinus  thrombosis  ;iud  serous  meningitis,  for  which  translabyrinthine 
drainage  had  been  adopted.  The  patient  had  two  operations  in  all.  At 
the  fii'st  a  huge  cholesteatomatous  cavity  was  disclosed,  in  the  depth  of 
which  the  facial  nerve  was  found  slung  across  the  space  like  a  thread  and 
devoid  of  all  bony  protection  from  the  genu  to  the  stylo-mastoid  foramen. 
But  no  jiaralysis  was  observed  until  several  hours  after  the  second  opera- 
tion, at  which  the  labyrinth  was  peuei  rated  to  reach  the  internal  auditory 
meatus,  so  that  the  injury  to  the  nerve  must  have  been  inflicted  during 
this  procedure.  The  course  of  the  paralysis  since  its  inception  illustrates 
the  striking  tendency  to  recovery,  but  often  only  to  partial  recovery, 
manifested  after  severe  injuries  to  the  nerve  in  the  temporal  bone.  For 
six  months  no  change  could  be  detected  in  the  face,  but  at  the  end  of 
that  period  a  little  fibrillary  movement  m  the  fibres  of  the  orbicularis 
palpebrarum  was  perceived  when  the  patient  was  made  to  close  the  eyes 
tight,  and  the  impi-ovement  has  gone  on  continuously,  but  very  slowly 
indeed,  during  the  three  years  that  have  elapsed  since  then.  Now  he  can 
close  the  eye,  the  ala  nasi  shows  movement,  and  the  naso-labial  fold 
appears  when  he  smiles.  But  none  of  these  movements  is  equal  to  that 
corresponding  to  it  on  the  other  side  of  the  face.  The  patient  himself  is 
of  opinion  that  the  improvement  is  still  continuing,  and  with  this  I  agree, 
but  progress  is  extremely  slow.  The  reaction  of  degeneration  has  never 
been  present. 

Case  2  :  Male,  aged  thirty-two,  shown  before  this  Section  on  May  14, 
1915,  as  a  case  of  recovery  after  purulent  meningitis.  In  this,  as  in  the 
first  case,  translabyrinthine  drainage  was  effected,  but  the  paralysis  was 
observed  on  the  patient  recovering  from  the  anaesthetic.  The  first  sign 
of  recovery  was  seen  on  December  17.  1915,  thirteen  months  after  the 
operation,  in  slight  movement  of  the  orbicularis  palpebrarum,  the  dilator 
naris,  and  the  levator  anguli  oris.  The  improvement,  in  this  case,  unlike 
the  last,  is  proceeding  rapidly. 

Case  3 :  Concussion  (.'')  Parali/sis. — This  case  is  included  in  the 
series,  as  it  seems  to  suggest  the  explanation  of  facial  paralysis  following 
mastoid  operation  in  which  no  sign  of  exposure  of  the  nerve  at  the 
operation  has  been  detected.  A  male,  aged  twenty-five,  received  what 
was  supposed  to  be  a  shrapnel  wound  of  the  mastoid  on  May  1,  1915. 
He  was  rendered  unconscious  for  a  couple  of  hours,  but  no  facial  paralysis 
was  noticed  uutil  two  days  later,  and  in  four  weeks  the  paralysis  began 
to  get  well.  There  is  now  no  sign  of  it.  A  small  fragment  of  metal 
which  had  lodged  in  the  tympanum  was  removed  by  the  exhibitor  eight 
weeks  ago,  by  means  of  a  radical  mastoid  operation,  and  the  route  of  the 
missile  was  then  seen  to  pass  through  the  mastoid  and  the  posterior  meatal 
wall  close  to  the  tympanum,  and  within  a  few  millimetres  of  the  Fallopian 
canal.  As  far  as  could  be  made  out  the  nerve  itself  had  not  been 
exposed. 

Case    4 :    Parali/sis    from    Otitis   Media   Purulenta. — Woman,   aged 
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thirty-two,  who  came  to  hospital  witli  chronic  suppuration  in  the  left  ear 
and  complete  facial  paralysis  of  the  corresponding  side  of  the  face  of  one 
week's  duration.  The  radical  mastoid  operation  revealed  cholesteato- 
matous  disease,  which  had  exposed  the  facial  nerve  for  about  5  in.  in  the 
tympanum.  The  facial  paralysis  began  to  improve  six  months  after 
the  oj^eratiou,  but  in  this  case,  as  in  the  first,  complete  recovery  delays 
its  coming. 

Case  5  :  Herpetic  Paralysis. — Male,  aged  thirty -two.  This  case  was 
published  in  extenso  as  one  of  herpes  zoster  oticus  combined  with  recur- 
rent laryngeal  paralysis  in  The  Journal  of  Laetngology,  Rhinologt, 
AND  Otology  (September,  1915,  p.  339).  It  is  now  shown  herewith  the 
facial  paralysis  nearly  well.  (The  laiyngeal  paralysis  lasted  a  few  days 
only.) 

Case  6  :  Paralysis  from  Otitis  Media  Catarrhalis. — Boy,  aged  eight. 
After  an  attack  of  acute  pain  in  the  right  ear,  facial  paralysis  suddenly 
appeared.  There  has  been  no  discharge  from  the  meatus  When  firs-t 
seen  on  December  8,  1915,  the  membrana  tympani  showed  some  dull 
redness  in  the  upper  hemis].>here,  but  it  did  not  rupture.  There  was  no 
herpes.  Consequentlv  this  is  evideutly  one  of  those  rare  instances  of 
paralvsis  from  simple  catarrh  of  the  middle  ear,  several  cases  of  which 
have  been  shown  before  this  Section.  The  paralysis  is  rapidly  recovering, 
having  been  complete  for  a  month  only. 

The  most  important  cases  of  facial  pai-alysis  from  the  surgeon's  point 
of  view  are,  of  course,  those  which  follow  mastoid  operations.  In  my 
experience,  severe  facial  paralysis  from  this  cause  is  very  rare,  and  when 
it  does  occur  it  nearly  always  undergoes  great  improvement,  if  not  com- 
plete recovery,  sooner  or  later.  Years,  indeed,  may  elapse— according  to 
Vohseu  as  much  as  ten  years — and  yet  recovery  take  place.  I  suggest 
that  the  reason  for  recovery,  ufter  even  complete  section  of  the  nerve, 
lies  in  the  fact  that  in  the  facial  nerve,  passing  as  it  does  through  a  fine 
canal  in  the  bone,  section  may  occur  without  the  ends  of  the  nerves  being 
separated  from  each  other,  and  as  the  intervening  gutter  or  bridge  of 
bone  may  be  assumed  to  serve  as  a  g\iide  to  the  sprouting  nerve  fibres, 
their  ultimate  union  is  probable.  On  the  other  hand,  as  the  cases  now 
exhibited  show,  complete  recovery  may  be  delayed  for  a  very  long  time ; 
indeed,  it  mav  never  be  reached.  This,  also,  I  ascribe  to  the  narrow 
channel  through  which  the  nerve  passes.  If  the  nerve  is  severed  the 
scar  tissue  which  forms  will  block  the  passage  and  prevent  the  full 
reunion  of  the  nerve. 

I  have  said  that  in  my  experience,  and  I  believe  in  all  otologists"^ 
experience,  complete  facial  paralysis  from  operative  trauma  is  extremely 
rare.  On  the  other  hand,  I  find  paresis  to  be  relativelv  common.  This 
paresis  varies  in  severity.  In  the  mildest  cases  a  slight  lagging  behind, 
or  delav  in  closing  the  corresponding  eyelid  as  compared  with  the  move- 
ment of  the  opposite  eyelid  in  the  ordinary  action  of  the  involuntary 
winking  of  the  eyes,  is  all  that  appears,  and  it  is  so  slight  as  to  escape 
all  except  the  most  jealous  observation,  and  so  transient  that  it  is  visible 
for  but  two  or  three  days  only.  Then  there  are  the  more  obvious  and 
familiar  cases,  in  which  the  paresis  slowly  spreads  from  the  eyes  to  the 
rest  of  the  face,  and  after  four  or  five  weeks  slowly  disappears.  In 
many  of  those  cases  the  surge(ju  is  prepared  for  the  paralysis  by  the 
appearance  of  a  facial  twitch  at  the  operation.  In  others,  again,  no 
warning  has  been  given,  and  the  jjaralysis  comes  as  a  surprise.  It  is 
in  such  cases  that  I  suggest  concussion  or  contusion  to  be  the  cause  of 
the   nerve   lesion — by   contusion   I   mean  rather  haemorrhage  into  the 
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canal — the  effects  of  which  are  not  immediately  apparent  after  the 
operation.  Case  3  illustrates  this  type,  and  I  can  recall  another  in 
which  the  paralysis  followed  the  use  of  a  blunt  set  of  chisels  at  the 
operation. 

When  the  nerve  is  exposed  by  natural  dehiscence  in  its  bony 
envelope,  or  by  caries  of  the  bone,  post -operative  paralysis,  when  it 
appears,  is  probably  due  to  septic  or  traumatic  neuritis.  It  appears 
about  three  days  subsequent  to  the  operation,  lasts  about  sis  weeks, 
and  finally  gets  well. 

We  frequently  come  across  cases  at  which  a  twitch  during  the 
operation  reveals  the  e.xposure  of  the  nerve,  but  in  which,  for  some 
unknown  reason,  no  paresis  or  paralysis  ensues. 

In  the  radical  mastoid  operation  one  great  difficulty  we  have  to 
contend  with  is  to  clear  disease  from  the  posterior  or  postero-external 
wall  of  the  typanum  (the  sinus  tympani),  wheie  caries  often  lurks. 
Curettmg  here  is  liable  to  injure  the  nerves,  and  yet  to  neglect  this 
corner  is  to  run  the  risk  of  prolonging  the  disease  and  losing  the 
benefit  of  the  operation. 

The  President  :  This  question  of  facial  paralysis  is  a  very  practical 
one.  I  have  had  my  shai-e  of  cases  of  post-operative  facial  palsy.  I  had 
one  case  iu  which  the  nerve  had  been  exposed  by  cholesteatoma,  and  the 
operation  was  the  ordinary  radical  mastoid.  In  these  cases  I  have  found 
that  the  quicker  the  suppuration  ceases,  the  quicker  is  the  repair  of  the 
nerve.     That  is  what  one  would  expect  on  a  priori  grounds. 

Dr.  H.  J.  Banks  Davis:  In  the  first  case  the  note  says:  "  TLe 
reaction  of  degeneration  has  never  been  present."  I  suppose  that  this  is 
an  error  and  means  that  it  has  always  been  and  is  still  present.  I  think 
it  is  there  in  every  case  of  paralysis  after  the  first  week  or  ten  days 
following  injury  to  the  nerve  below  the  nucleus.  It  may,  of  course,  only 
be  "  partial  reaction  of  degeneration "'  and  not  complete,  but  the 
responses  to  electrical  stimulation  cannot  be  normal  if  facial  paralysis  is 
present,  unless  it  be  "functional." 

Dr.  DuNDAS  Grant  :  I  wish  to  support  what  Dr.  McKeuzie  says 
with  regard  to  the  jamming  of  the  nerve  by  cicatricial  tissue  in  the  tube. 
I  would  remind  you  of  a  paper  which  was  read  by  Ferdinand  Alt  at  tlie 
International  Congress  in  London  in  1913.  It  was  on  old-standing  cases 
of  facial  paralysis  which  he  had  operated  upon  by  deliberately  opening 
the  Fallopian  canal,  and  liberating  the  facial  nerve  from  the  pressure. 
I  should  feel  some  diffidence  in  doing  it,  but  there  may  be  others  who 
have  experiences  of  the  kind  to  oifer.  I  agree  it  is  very  rare  for  the 
paralysis  to  remain  complete  for  any  great  length  of  time.  I  think,  with 
Dr.  G-ray,  that  recovery  is  hastened  by  using  the  continuous  current.  I 
should  like  to  hear  what  results  have  been  obtained  by  the  anastomosis 
of  the  facial  nerve  with  one  of  the  other  nerves.  I  have  not  had  the 
opportunity  of  seeing  the  ultimate  results  of  that  ]>rocedure ;  operators 
do  not  seem  anxious  to  record  them.  In  opening  the  aditus  I  use  a 
guard,  and  I  think  it  has  helped  me  to  avoid  facial  paralysis.  But  the 
guard  must  be  held  by  an  experienced  person,  otherwise  it  may  defeat  its 
object,  especially  if  there  is  anything  like  dehiscence  in  the  canal. 
Anatomical  investigations  have  shown  that  the  course  of  the  facial  nerve 
varies  ;  iu  some  cases  it  runs  vertically  downwards  from  the  inner  wall 
of  the  aditus  ;  in  others  it  runs  for  some  distance  horizontally  outwards, 
and  then  makes  an  almost  right-angled  turn  downwards ;  and  in  the 
latter  cases  it  is  specially  liable  to  injury.  By  careful  operating  one  can 
chip  oii  the  corner  of  the  bend  without  cutting  through  the  facial  nerve. 
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In  using  the  chisel,  I  find  it  best  to  turn  the  bevel  of  it  over,  so  that  the 
tendency  is  for  the  tool  to  work  towards  the  surface  rather  than  the 
deeper  parts.  I  ask  whether  it  is  common  for  the  facial  nerve  to  be 
affected  when  translabyrinthine  drainage  is  carried  out.  It  is  such  a 
fascinating  procedure  that  one  would  like  to  be  assured  it  is  free  from 
that  risk.  Of  course,  a  freer  drainage  can  be  secured  by  making  an 
opening  in  another  place,  though  the  ensuring  of  asepsis  is  then  probably 
more  difficult. 

Sir  William  Milligan  :  If  Dr.  McKenzie  will  do  me  the  honour  of 
reading  Milligan  and  Wingrave  on  "Diseases  of  the  Ear,"  he  will  find  a 
chapter  devoted  to  facial  nerve  paralysis.  I  rise,  however,  to  draw 
attention  to  the  injury  which  is  often  done  by  curetting  the  middle  ear. 
If  it  is  to  be  done  at  all,  it  should  be  carried  out  from  behind  forwards  ; 
it  is  then  less  risky.  If,  unfortunately,  one  divides  the  nerve  in  the 
course  of  an  operation,  one  should  have  the  courage  to  open  up  the 
aqueduct  immediately  as  far  as  possible,  and  endeavour  to  twist  a  little 
piece  of  foil  or  indiarubljer  tissue  round  the  nerve,  so  as  to  conduct  it  to 
the  distal  opening  in  the  bone,  and  so  encourage  repair.  I  have  seen 
two  cases  of  bilateral  facial  paralysis  in  middle-ear  disease.  I  agree  that 
there  is  generally  some  recovery  in  these  cases,  and  the  lapse  of  years 
does  not  make  the  case  hopeless.  It  is  rare  to  find  a  patient  suffering 
from  absolute  and  permanent  palsy  of  the  nerve.  We  in  this  country  do 
not  see  anything  like  so  many  cases  of  this  kind  as  are  to  be  met  with  in 
many  Continental  clinics. 

Dr.  JoBsoN  HoRNE  :  I  agree  with  what  has  been  said  about  the 
importance  of  care  in  curetting  the  middle  ear  in  the  mastoid  operation, 
and  apart  from  any  mastoid  operation  I  would  urge  particularly  the 
advisability  of  confining  all  curettage  of  the  middle  ear  to  patients 
indoors  and  in  bed.  Referring  to  Dr.  Grant's  point  about  reversing  the 
chisel  when  removing  the  bridge  in  the  mastoid  operation,  so  that  the 
bevel  of  the  chisel  is  on  the  under  surface,  at  that  stage  of  the  mastoid 
operation  I  work  with  a  curved  chisel  with  the  bevel  on  the  under  surface. 
With  the  use  of  that  instrument  and  Hartmann's  punch  forceps  I  have 
always  escaped  injuring  the  facial  nerve.  Apart  from  traumatism,  there 
have  been  cases  of  ear  disease  in  which  facial  paralysis  was  inevitable, 
such  as  tuberculous  disease  of  the  ear. 

Mr.  Sydney  Scott  :  We  do  not  find  that  facial  paralysis  always 
follows  the  translabyrinthine  operation  for  meningitis,'  although  it 
occurred  on  the  third  day  in  the  first  case  Mr.  West  and  I  described. 
One  should  be  specially  careful  to  keep  close  to  the  floor  of  the  internal 
auditory  canal. 

Dr.  Dan  McKenzie  (in  reply)  :  I  will  not  reply  at  length  at  this 
hour,  but  suggest  the  subject  for  a  discussion  at  another  session.  Unless 
you  curette  the  ear  very  thoroughly  in  some  cases,  you  will  not  get  it  to 
heal  up.  And  in  the  cases  of  caries  in  the  posterior  part  of  the  tympanic 
cavity,  the  spot  where  the  nerve  is  most  liable  to  be  exposed  and  where 
facial  paralysis  is  produced,  one  must  always  curette  there  if  the  case  is 
to  be  cured.  I  think  we  should  decline  to  remove  a  polypus  from  the 
middle  ear  except  through  the  mastoid.  I  have  twice  seen  a  polypus 
attached  to  the  exposed  trunk  of  the  nerve,  and  if  it  had  been  removed 
in  the  ordinary  way,  facial  paralysis  would  have  been  inevitable. 

1  Proc.  Roy.  Soc.  Med.,  1908-9,  ii  (Otol.  Sect.),  p.  11. 
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(Confiinied  from  p.  65.) 

Endonasal  Operation  in  Tumour  of  the  Hypophysis  -Report  of 
a  Case  in  a  Female,  aged  nine. — T.  H.  Halsted.— The  patieut 
first  seen  February  6,  ]914.  The  prominent  symptoms  were  adiposity 
frontal  headache,  impairment  of  siglit,  tiring-  very  easily,  muscular 
fatigue,  marked  ataxia,  dizziness,  intention  tremor,  extreme  difficulty  iu 
making  co-ordinated  movements.  Skiu  dry  and  coarse,  hair  black, 
coarse,  growing  low  on  forehead.  She  was  mentally  acute,  described  as 
lieiug  almost  brilliant.  There  was  au  increased  tolerance  for  sugar,  no 
glycosuria  after  200  grm.  glucose,  slight  pyi-exia.  The  eyes  showed  {i^ -1- 
each  eye,  sight  occasionally  obscured,  fields  normal  for  form  of  each  eye, 
colour  fields  normal.  Pupils  large,  iu  dark  room  no  reaction  to  light,  but 
ill  very  bright  light  moderate  change.  Reaction  with  con vei'genee  normal. 
]\Iuscle  balance  normal. 

Patient  is  short,  thick-set  for  her  age,  tendency  to  adiposity,  parti- 
cularly about  hips  and  abdomen,  facial  expression  fiat  and  ironed  out, 
well  marked  general  ataxia,  marked  choreiform  movements,  marked 
athetosis,  decided  intentiou  tremor,  some  deafness,  but  not  persistent. 

X-ray  examination — stereoscopic  plates — showed  sella  turcica  some- 
what larger  than  normal,  Ymny  outlines  ii'regular  and  not  as  clear-cut 
margins  as  other  outlines  in  this  area.  Above  and  posterior  to  sella  is  a 
brain  area  of  lessened  density,  fairly  well  defined,  the  nutero-posterior 
diameter  one  and  one-half  inches,  vertical  about  one  inch.  This  area  seems 
to  surround  the  sella  turcica,  the  interpretation  bemg  a  soft  growth, 
possibly  a  cyst,  surrounding  and  pressing  ujjou  the  pituitary  body.  The 
diagnosis  was  a  cyst  either  of  the  hypophysis  or  a  neighbourhood  cvst 
pressing  upon  the  hypophysis,  the  optic  thalamus,  corpora  quadrigemina 
and  contiguous  regions  forming  the  interpeduncular  space. 

Preliminary  operation  March  13,  1914,  upright  position,  cocaine, 
adrenalin.  Removal  of  both  middle  turbinates  and  exenteration  of 
right  anterior  and  posterior  ethmoidal  cells. 

Second  operation,  ansesthesia,  local,  submucous  resection  of  the 
septum.  The  entire  septum,  vomer,  perpendicular  plate  of  ethmoid  and 
the  rostrum  of  the  sphenoid  were  removed.  Anterior  wall  of  both 
sphenoid  and  sphenoidal  septum  removed. 

Nineteen  days  later  third  operation,  posterior  third  of  the  soft,  bony 
septum  removed,  then  the  bony  sella,  the  dura  incised,  and  there  was  an 
immediate  gush  of  more  than  a  half  ounce  of  yellowish  fluid. 

During  the  week  following  the  last  operation  there  was  a  very  marked 
change  in  her  condition  for  the  worse.  Frontal  headaches  increased, 
shrieked  a  great  deal,  much  stupor,  dull,  apathetic,  involuntary  urination, 
polyuria,  two  tonic  convulsions,  pulse  irregular  and  thready,  respiration 
at  times  slow  and  of  Cheyne-Stokes  type.  At  end  of  a  week,  following 
the  convulsions,  gradual  improvement  began,  a  very  marked  impi-ovement 
in  the  ataxia  and  athemiid  movements  being  first  noticeable,  pupil  con- 
tracting, headache  less,  but  there  was  a  decided  change  for  the  worse  iu 
her   disposition.     Loss  in   weight  and  in  muscular  strength  very  per- 
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ceptible,  iuvoluntaiy  niieturitiou  and  defaecation.  This  decided  change  in 
symptoms,  some  better,  some  worse,  continued  for  three  weeks,  and 
seemed  to  be  due  to  the  relief  of  pressure  in  the  interpeduncular  space, 
as  shown  by  improved  eye  conditions,  less  headache,  less  ataxia  and 
intention  tremor,  whereas  there  was  seemingly  now  a  condition  of  hypo- 
pituitarism instead  of  the  hyperpituitarism  when  she  entered  the  hospital. 
For  four  weeks  it  was  noticed  that  her  black  hair  was  changing  colour 
rapidly  to  a  reddish-brown,  beginning  at  the  distal  end  of  the  hair  and 
extending  rapidly  to  the  scalp. 

She  was  now  put  on  pituitary  extract — pituiti'iu — when  there  began 
an  immediate  improvement  in  her  mental  condition,  the  child  becoming 
bright,  cheerful,  singing  happily,  displacing  the  apathy  and  dulness  follow- 
ing the  last  operation.  Muscular  strength  showed  an  equal  improvement. 
No  complaint  of  headache.  But  ten  days  have  elapsed  since  giving  the 
pituitary  extract  and  writing  the  report  of  the  case — consequently,  too 
short  a  time  to  know  how  mvich  real  and  permanent  improvement  may 
follow  the  operations. 

Dr.  Lewis  A.  Coffin  :  I  have  operated  two  of  these  cases,  practically 
doing  the  same  operation  that  Halsted  has  reported,  excepting  that  I 
take  out  the  posterior  part  of  the  septum  instead  of  doing  a  sulimucous 
resection.  I  took  out  the  rostrum  and  got  to  the  sphenoidal  wall  in  that 
way.  They  were  done  in  two  or  three  stages.  The  first  case  was  a 
woman,  an  idiot,  that  was  referred  to  me  from  a  charity  hospital,  and  I 
operated  her  in  three  sittings.  She  was  a  poor  patient  under  cocaine, 
because  she  had  no  mentality,  but  I  was  successful  in  getting  back  as  far 
as  the  sphenoid.  I  went  into  her  sella,  and  put  her  back  in  the  ward. 
Her  symptoms  as  to  pain  in  the  head  improved,  but  her  mentality  did 
not.  Some  ten  days  after  I  had  done  the  operation  I  felt  more  or  less 
chagrin  because  I  had  not  any  of  that  tumour  in  a  bottle  for  examination ; 
it  was  a  cyst,  there  being  a  gush  of  straw-coloured  fluid.  It  had  become 
so  easy  to  go  into  the  sella  turcica  that  I  thought  I  would  go  in  with 
curved  forceps  and  get  some  of  the  tumour.  I  put  her  on  the  talile  under 
an  anaesthetic,  and  took  Yaukauer's  right  and  left  forceps,  somewhat 
curved,  and  opened  the  sella  turcica,  closed  my  forceps,  and  took  out 
what  I  thought  was  the  tumour  :  there  was  a  small  ha?morrhage.  I 
backed  right  into  the  opening  in  the  sella.  I  put  her  liack  in  the  ward 
feeling  pretty  well.  Two  hours  later  the  patient  was  not  so  well.  She 
was  comatose,  evidently  from  brain  pressui-e.  I  removeil  the  packing, 
but  she  died  that  night.  Another  case  was  sent  to  me  from  the  eye 
clinic  of  the  Manhattan  Hospital — a  young  girl  of  seventeen,  who  had 
complete  blindness  in  one  eye  and  temporary  hemianopsia  in  the  other, 
with  extreme  and  constant  headache.  I  operated  under  cocaine,  removed 
the  posterior  half  of  the  septum,  opening  the  sphenoid,  and  took  down 
the  sphenoidal  septum  under  cocaine.  I  then,  instead  of  inserting  a 
plate,  took  her  up  to  the  X-ray  room,  and  took  a  periosteal  elevator  and 
slipped  it  into  the  sphenoid,  and  without  any  light  whatever,  and  put  a 
little  adhesive  around  it  to  hold  it  under  the  X  ray,  and  found  the  peri- 
osteal elevator  was  exactly  where  I  wanted  to  enter  the  sella  turcica.  I 
then  put  her  back  on  the  table,  opened  the  sella,  could  see  the  tumour 
very  well  indeed,  but  could  not  get  any  tissue.  It  seemed  to  break  down, 
and  I  was  not  so  ambitious  to  get  any  of  it  in  a  bottle  as  I  had  been 
before.  However,  just  as  she  went  back  to  the  ward  I  took  a  curette  and 
slipped  it  in,  and  put  her  back  in  the  X-ray  room  and  X  rayed  her  under 
ether,  which  showed  my  curette  in  the  middle  of  tlie  pituitary  gland. 
That  girl  improved  very   much,  not  in  vision,  but  her  headaches  dis- 


June.  1916.]  Rhinology,  and  Otologry.  263 

appeared.  The  interesting  part  is  when  she  liad  gone  out  of  my  hands. 
She  was  coming  to  me  for  probably  tliree  or  four  or  six  weeks.  She  felt 
very  much  better.  Dr.  Sharp,  wlio  is  consulting  neurologist  to  our 
hospital,  who  worked  for  a  number  of  years  with  Dr.  Gushing,  said  we 
were  not  warranted  in  doing  anything  further  for  her.  I  was  looking  for 
a  case  where  I  could  do  the  Frazier  operation  ;  but  this  was  not  justified 
in  this  unless  her  headaches  returned.  Her  sister,  however,  wanted  her 
vision  improved,  and  took  her  to  several  other  men.  Dr.  Elsberg,  Dr. 
Charles  A.  Dana,  etc.,  saw  her  in  the  course  of  time.  I  asked  Elsberg  if 
he  ever  operated  her  to  notify  me,  and  some  two  weeks  later  he  sent  me 
word  he  was  going  to  do  the  Frazier  operation.  I  went  to  see  the  opera- 
tion. I  was  delighted  with  his  wonderful  and  beautiful  technique.  He 
did  not,  however,  remove  more  than  the  size  of  a  grain  of  rice.  I  do  not 
know  her  recent  history. 

Dr.  Cornelius  G.  Coaklet  :  I  saw  one  case  operated  ou  of  a  man 
who  was  totally  blind  in  the  left  eye,  with  hseniiauopsia  ou  the  opposite 
side.  Elsberg  did  the  operation,  a  decompression,  but  a  decompression 
above  the  optic  nerves.  If  you  are  going  in  for  decompression  you  have 
vour  grt)wth  below  the  optic  nerve,  .and  pushing  the  nerves  upward,  and 
here  semi-classical  decompression  is  of  far  more  value  than  decompi'essing 
the  lower  portion  of  the  floor  of  the  frontal  lobe.  The  Frazier  operation 
is  not  so  satisfactory  as  the  Hirscli  or  Gushing,  vr  as  the  regular  decom- 
pression operation. 

Dr.  Hakey  L.  Swain  :  I  too  have  seen  an  operation  and  assisted  at 
one  for  pituitary  tumour  in  the  hands  of  a  general  surgeon.  What 
impressed  me  was  the  smallness  of  the  view  of  the  tumour  mass.  The 
operation  was  done  skilfully  enough  ;  the  nose  was  taken  off  at  the 
face  and  turned  up  to  the  forehead,  and  fastened  with  towels,  and  the 
septum  taken  away,  set  back,  the  sphenoid  opened,  and  the  septum 
between  the  two  sphenoidal  sinuses  taken  away,  and  a  good  operative 
field  cleared  up.  When  all  is  considered,  the  range  of  light  in  surgical 
amphitheatres  is  not  enough  for  a  clear  view  of  the  further  wall  of  the 
sphenoid  to  enable  one  to  open  into  the  sella  turcica.  The  first  stroke 
of  the  chisel  opened  into  the  sella  turcica,  and  enough  was  chipped  out 
to  enable  us  to  look  through  at  the  cranial  cavity  ;  there  was  a  growth, 
not  a  cyst,  of  organised  tissue,  and  it  was  supposed  to  be  a  glioma, 
although  this  would  be  very  rare  in  this  situation.  There  was  imme- 
diate improvement  in  vision  after  the  operation,  but  on  the  night  of  the 
second  day  she  developed  a  combination  of  oedema  of  the  brain  and 
pressure  from  that,  with  rise  of  temperature,  cedema  of  the  lung,  and 
cessation  of  the  kidney  function,  and  died.  During  the  first  twentv- 
liours,  while  still  in  possession  of  her  faculties,  there  was  a  marked 
improvement  in  vision  as  a  result  of  simple  decompression,  because 
I  doubt  if  the  mass  of  tumour  taken  away  in  itself  was  sufficient  to 
have  relieved  the  pressure  enough  to  improve  the  symptoms. 

Dr.  Thomas  E.  Halsted  (in  closing)  :  In  answer  to  Dr.  Coffin's 
question,  I  think  the  field  was  better  after  the  taking  off  of  the  posterior 
end  of  the  septum,  and,  in  fact,  I  first  started  to  do  what  he  had  done, 
not  the  submucous  resection,  but  I  got  cold  feet.  I  knew  what  Hirsch 
had  done,  and  thought  I  would  stick  to  that  operation.  I  am  sure  that 
the  field  which  I  got  the  third  time,  when  I  took  out  the  posterior  end 
of  the  septum,  was  better  than  at  the  second  operation.  I  do  not  know 
regarding  the  comparative  possibility  of  sepsis.  This  child  that  we 
thought  was  going  to  die  after  the  second  operation,  developed  a 
tonsillitis  with  a  temperature  of  103°  F.,  and  finally  pulled  through. 
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Chronic  Influenza  of  the  Nose  and  Throat. — Lorenzo  B. 
Lockard  (Denver). — At  various  times  cases  have  been  recordetl  in 
whicli  influenza  bacilli,  either  in  pure  culture  or  in  symbiosis,  have  been 
found  during  a  period  of  several  months,  and  in  some  instances  for 
as  long  as  one  or  two  years.  Usually  these  have  been  cases  of  chronic 
bronchitis,  pneumonia,  or  tuberculosis,  although  a  few  have  concerned 
individuals  with  rhinitis  and  otitis  media. 

The  patient  whose  history  is  recorded  presents  the  unique  spectacle  of 
an  infection  of  the  nose  and  throat  lasting  twelve  years,  during  all 
of  which  time  cultures  of  the  Bacillus  infltienza'  have  been  obtainable 
whenever  sought  for.  whether  or  not  subjective  symptoms  of  the  disease 
were  present.  lu  1902  he  had  an  attack  of  influenza,  which  terminated 
in  a  peritonsillar  abscess  ;  the  pus  showed  Bacillus  infltienzx.  During 
the  next  two  years  three  swabs  from  the  tonsillar  crypts  gave  similar 
findings.  In  1909  his  tonsils  were  removed,  and  after  three  days  a  false 
membrane  appeared,  covering  the  pharynx  and  pillars.  A  culture  from 
this  showed  the  bacillus.  lu  the  following  two  months  tliree  positive 
cultures  were  obtained.  An  autogenous  vaccine  had  no  effect.  Three 
years  later,  following  an  attack  of  typhoid  fever,  there  developed  acute 
inflammation  of  the  maxillary  sinus,  the  pus  from  which  gave  a  pure 
culture  of  the  Bacillus  influenza.  There  was  a  second  attack  six  months 
later,  with  the  same  bacteriological  findings.  A  third  attack  developed 
the  following  winter,  when  a  radical  operation  was  performed,  and  again 
the  influenza  bacillus  was  found.  Three  mouths  later  an  abscess 
appeared  over  the  second  bicuspid.  This  tooth  and  the  first  molar  were 
extracted,  and  the  necrosed  portion  of  the  floor  was  resected.  A  pure 
culture  was  obtained  from  the  extracted  tooth.  Five  months  later 
the  bacilli  were  still  present.  The  literature  fails  to  show  a  similar  case, 
although  cases  of  chronic  infection  have  been  described  by  several 
authors. 

Bacilli  are  found  in  the  throat  secretions  of  many  noi-mal  iudividuals, 
and  in  a  large  percentage  of  patients  suffering  from  other  diseases.  In 
172  normal  individuals  the  bacillus  was  found  43  times,  and  in  427 
patients  with  other  diseases  it  was  present  in  215.  Following  attacks  of 
influenza,  bacilli  may  remain  latent  in  the  throat,  bi'onchial  tubes,  or 
nose,  and  give  rise  to  recurrent  attacks  in  the  individual,  or  transmit 
it  to  others.  In  this  way  may  be  explained  the  eruption  of  sporadic 
cases  in  non-epidemic  periods.  For  the  diagnosis  of  chronic  influenza 
the  finding  of  the  influenza  bacillus  is  not  essential,  as  the  symptoms  are 
characteristic.  No  treatment  aside  from  that  which  depends  upon 
raisintf  the  resistance  of  the  individual  has  been  effective. 


Niagara  Falls,  Canada,  June  1,  2,  S,  1915. 


Papilloma  of  the  Larynx. — Thomas  Hubbard. — Cases  presenting 
complications  and  describing  special  features  of  surgery  and  general 
ti'eatment  were  reported. 

The  first  case  was  like  a  papilloma,  but  was  diagnosed  microscopically 
to  be  an  epithelioma.  Two  tumours  removed  at  different  periods  were 
pronounced  malignant.  The  ti-eatmeut  was  removal  by  forceps,  followed 
Tjy  cautei'isation,  made  thorough  by  means  of  a  fenestrated  intutiation 
tube  whereby  the  crystals  of  trichloracetic  acid  were  rubbed  into  the  base 
without  injury  to  the  sound  mucosa.  No  recurrence  up  to  now,  about 
twelve  vears. 
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A  case  presenting  asthma  as  a  complication  was  reported.  The  larynx 
was  the  source  of  the  reflex  which  excited  bronchial  spasm  of  the  most 
severe  tvpe,  imcontrolled  b}'  morphine  and  adrenalin,  and  making  opera- 
tive procedures  extremely  difficult. 

Two  cases  of  papilloma  in  eliildreu  were  reported.  Both  had  emer- 
gency tracheotomy.  Operations  by  dii'ect  laryngoscopy  and  curettement 
through  tube  and  also  through  the  tracheotomy  wound  were  successful. 
One  case  required  a  second  operation  in  less  than  a  year,  the  removal  of 
one  large  papillomatous  tumour  giving  her  complete  restoration  of  voice 
and  no  recurrence  now  for  a  year.  The  other  case,  a  boy  aged  four,  was 
cured  in  one  ciu-ettement  by  upper  and  lower  route.  No  recurrence  in 
three  years. 

Papilloma  of  the  larynx  in  an  adult,  operated  thoroughly  about  six 
times  in  one  year  with  active  recurrence  each  time,  was  finally  brought  to 
a  successful  issue  permanently  by  the  aid  of  neck  massage.  Tiiis  was 
begun  one  month  prior  to  final  operation,  and  it  seemed  to  the  operator 
tliat  the  operation  was  made  more  easy  in  that  the  patient  controlled  the 
larynx  better  than  formerly.  Massage  was  continued  after  removal  of 
many  small  papilloma  from  all  parts  of  tlie  larynx  except  the  iuter- 
arytajnoid  space,  and  at  this  date,  now  six  months,  there  is  a  perfectly 
clear  larynx.  It  seems  to  the  author  that  massage  accomplishes  precisely 
what  is  aimed  at  in  the  tracheotomy  :  the  absolute  rest  method  advocated 
b_v  Clark  and  others,  and  in  a  much  more  rational  physiological  manner. 
Normal  nutrition  is  restored  aud  normal  functional  activity  is  maintained. 
The  author  urges  trial  of  massage  in  connection  with  timely  operative 
procedures  even  in  young  children,  in  preference  to  tracheotomy  and 
prolonged  rest. 

Dr.  J.  Patson  Claek  :  I  wish  to  take  exception  to  Dr.  Hubbard's 
view  with  reference  to  tracheotomy  in  children.  I  cannot  agree  that 
leaving  the  tube  in  place  for  a  long  period  hinders  the  restoration  of 
function  of  the  larynx.  I  have  had  patients  who  have  worn  the  tube  for 
a  number  of  mouths,  aud  after  its  removal  there  was  no  difficulty  in  the 
re- establishment  of  laryngeal  function.  It  seems  to  me  to  be  dangerous 
to  remove  the  tube  in  children  as  long  as  there  is  any  of  the  growth  in 
the  larynx,  because  there  is  apt  to  be  an  increase  of  this,  and  one  may 
face  the  prolilem  of  doing  another  tracheotomy,  which,  as  is  well  known, 
is  more  difficult  thau  the  primarv  tracheotomy.  I  would  also  like  to 
register  a  plea  for  the  indirect  method  of  laryngoscopic  examination. 
With  tlie  invention  of  all  the  instruments  for  the  direct  view  of  the 
larynx  there  is  great  danger  of  neglect  of  the  indirect  method,  which 
seems  to  me  to  be  much  better  for  adults. 

Dr.  E.  Fletcher  Ingals  :  I  would  like  to  ask  the  reader  of  the 
paper  about  his  results  with  trichloracetic  acid.  I  cannot  understand 
how  it  can  be  used  in  strong  solution.  Neither  do  I  understand 
whether  the  tube,  through  which  he  did  the  eautei-isation,  was  removed 
immediately  after  the  operation  or  later.  If  it  was  removed  at  once, 
was  there  no  swelling  or  trouble  in  restoration  of  function  afterward  ? 
Dr.  Clark  says  the  second  tracheotomy  is  more  difficult  than  the  first. 
I  have  not  had  much  experience  in  this  regard,  but  my  recollection  is 
that  the  second  was  the  easier.  I  do  not  see  why  this  should  not  be  the 
case.  In  curetting  the  growth  from  below,  was  it  done  by  sight — could 
Dr.  Hubliard  see  what  he  was  doing  r  I  would  also  like  to  know  whether 
he  used  an  interrupted  stitch  in  suturing. 

(To  he  continued.) 
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Jibstrarts. 


PHARYNX. 

Durand  (Nancy)  and  Gault  (Dijon). — Surgical  Treatment  of  Pharyngeal 
Tumoui's  by  the  Buccal  Route. — "  Proceedings  of  the  French  iSociety 
of  Larvngology,  Otology,  and  Rhiuology,'  May  15,  1912. 

The  authors  observe  that  many  jiatieuts  who  present  themselves  with, 
say,  a  small  circumscribed  lympho-sarcoma  of  the  tonsil,  refrain  from 
undergoing  removal  by  the  external  route  and  couseqviently  allow  the 
growth  to  persist,  until  oftentimes  it  becomes  finally  inoperable.  Were 
the  internal  route  suggested  they  would  submit,  and  the  chances  of 
operative  success  would  be  greater.  The  internal  route  is  justifiable  foi- 
limited  tumours  in  their  early  stage  of  development.  With  powerful 
illumination  and  thorough  retraction  of  the  tongue  and  cheek,  the 
operative  field  is  almost  rendered  a  superficial  one.  To  cuiubat  hsemor- 
rhage,  Rose's  position  must  be  adopted,  with  constant  swabbing,  and,  if 
necessary,  compression,  with  or  without  a  special  instrument,  preliminary 
tracheotomy,  etc.  The  authors  quoted  Prof.  Jacques,  who  drew  special 
attention  to  the  merits  of  endo-buccal  surgery  for  neoplasms  about  the 
faucial  isthmus,  convinced  as  he  then  was  from  personal  experience  of 
four  cases,  that  if  it  be  a  little  more  difficult  to  excise  a  carcinoma  of  the 
palate  and  pharynx  than  an  ordinary  tonsil,  it  is  not  in  any  case  much 
more  dangerous. 

In  this  report  the  authors  show  the  possibility  of  making  a  free  and 
complete  extirpation  of  growths,  clearly  circumscribed  and  with  or  with- 
out slight  glandular  involvement  by  the  oral  route. 

A  comparison  of  the  various  methods  of  intervention  on  tumours  of 
the  faucial  isthmus  follows  the  description  of  thirty-one  cases  of  malig- 
nant growths  of  the  meso-pharynx,  dealt  with  by  a  free  and  methodical 
excision  per  viae  nafurales.  The  procedure  is  not  accompanied,  as  one 
might  expect,  by  serious  haemorrhage  ;  ligature  of  the  external  carotid  or 
preliminary  tracheotomy  are  in  the  majority  of  cases  needless.  The 
neoplasm  can  always  practically  be  removed,  and  if  not  culminatiug  in  a 
definite  cure,  there  is  an  appreciable  period  of  survival  unattended  by 
pain.  The  ijatient  is  afforded  physical  relief  and  mental  comfort,  without 
being  exposed  to  a  serious  danger.  The  authors  briefly  recall  the  various 
procedures  of  external  pharyngotomy. 

(A)  Difficulties :  E.vlernal  Route.  —  The  multiplicity  of  operative 
methods,  the  number  of  cutaneous  incisions  proposed,  expediency  of 
definite  or  temporary  resection  of  the  mandible,  seat  of  resection,  problem 
of  anaBsthesia,  indication  for  ligature  of  vessels,  and  after-treatment  of 
the  wound,  are  still  matters  of  controversy. 

Buccal  Route. — The  authors  c^uote  Jacques'  opinion  on  the  subject; 
■'  This  procedure,  obviating  the  long  and  laborious  external  opera- 
tion, conserves  the  patience  of  the  operator  and  the  resisting  powers  of 
the  patient.  Moreover,  aided  by  good  illumination  and  with  experience 
in  oral  operations,  one  can  dissect  out  a  very  extensive  tumour  with 
precision."  Anasthesia,  which  at  first  seems  to  ofier  difticulties  in  the 
case  of  large  growths  impinging  on  the  breath-way,  can  be  facilitated,  if 
uecessai-y.  by  a  temporary  tiacheotomy. 

(B)  Bangers  and  Inconveitienccs :  E.cternal  Route. — Operative  trauma 
of  the  large  vessels,  vagus  and  facial  nerves,  etc,  frequency  of  dress- 
ings, infection  of  the  wound,  ulceration  of  vessels,  broncho-pneumonia. 
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local  phlegmon,  osteitis  of  the  divided  surfaces  of  the  mandible,  salivarv 
oi-  alimentary  fistulse,  etc. 

Buccal  Uoute. — The  chief  danger  which  would  appear  inevitable  is 
haemorrhage,  with  its  consequences  on  the  air-passages,  but  all  published 
cases  demonstrate  that  it  is  but  slight  and  easily  controlled  by  compres- 
sion, or,  if  necessary,  ligature. 

(C)  Results  :  External  Route. — Examination  of  statistics  is  not  very 
encouraging.  Krijnlein,  who  practised  lateral  pharyngotomy  in  all  his 
cancer  cases,  reports  as  follows  : 

(1)  Out  of  8  pharyngotomies  he  had  6  deaths  and  1  relapse. 

(2)  In  a  series  of  tiO  other  cases  29  were  operated  on,  11  died  as  a 
result  of  the  operation,  and  18  survived.  Of  these  1  died  of  intercurrent 
disease,  1  was  well  two  years  afterwards,  another  remained  well  for  seven 
years  and  then  developed  cancer  in  the  opposite  tonsil;  recurrence  took 
place  in  16  cases. 

Vallas  gives  the  following  statistics :  Out  of  19  pharyngotomies 
following  mandibular  resection  he  observed  12  recoveries  and  7  deaths, 
5  from  broncho-pneumonia,  1  from  syncope  on  the  day  after  the  opera- 
tion, and  1  from  an  unknown  cause.  He  e.\plains  that  the  mortality  in 
these  cases  was  inconsiderable,  as  he  had  to  deal  with  extensive  lesions 
necessitating  the  sacrifice  of  a  portion  of  the  mandible.  His  pupil 
Latarget  cites  10  cases,  where  the  tianshyoid  route  was  preferred  to 
mandibular  resection.  Lindenliorn  (1904),  out  of  23  cases  operated  on, 
had  9  immediate  deaths  and  14  rapid  recurrences. 

Buccal  Route. — These  isolated  cases  have  not  enabled  the  authors 
to  arrive  at  precise  satistics  from  this  method  of  operating.  Because 
the  cases  )'ublished  have  all  been  followed  by  operative  recovery 
and  survival  for  varying  periods  it  must  not  be  concluded  that  there 
may  not  have  been  unsuccessful  ones.  It  is,  however,  fair  to  give  pro- 
minence to  the  rarity  of  pulmonary  complications  and  to  the  fact  that 
the  patient  is  spared  the  inconvenience  and  sometioies  dangers  which 
attend  external  pharyngectomy. 

Indications  and  Contra-indications  :  Benign  Tumours. —  Internal 
pharyngotomy  is  applicable  to  all  benign  growths,  solid  or  fluid,  except 
the  rare  cases  where  they  are  excessively  large  or  particularly  vascular. 

Maliynant  Tumours  :  (a)  Sarcomata.  — The  fasciculated  variety, 
a,ccordiug  to  Moure,  would  be  most  fretjuently  met  with  ;  this  form  is 
generally  encapsuled,  accompanied  with  little  or  no  infiltration  or 
glandular  involvement.  It  sometimes  has  a  tendency  to  pedunculisation. 
It  is,  in  the  author's  opinion,  the  type  of  malignant  growth  amenable 
to  buccal  intervention.  On  the  contrary,  the  lympho-sarcomata,  when 
diffuse  with  eai-ly  glandular  invasion  and  running  a  rapid  coui'se,  should 
not  be  attacked  by  the  oral  route. 

(/))  Epitheliomata. — Here  the  desirability  of  operating  by  the  mouth 
will  depend  on  the  duration  and  extent  of  the  disease.  In  the  early  stage, 
when  there  is  little  or  no  glandular  involvement  and  the  laryngeal  vesti- 
bule has  been  respected,  a  simple  operation  would  be  of  service  ;  in  the 
advanced  stage,  with  glands  infected  and  the  body  of  the  mandible 
infiltrated,  all  operative  treatment  would  be  out  of  the  question. 

tiituatiou  of  the  Growths. — According  to  their  site  of  origin,  four 
groups  may  be  distinguished  : 

(1)  Those  of  the  velum,  the  removal  of  which  is  usually  easy  and 
complete. 

(2)  Those  of  the  tonsil,  the  most  common,  finally  invading  the  adjoin- 
ing parts,  giving  rise  to  dysj)hagia,  salivation,  aural  pain,  hasmorrhage, 
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etc.  In  practice  two  conditions  are  met  with  :  either  the  glauds  are  small 
and  mobile,  and  then  one  can  and  ought  to  operate  even  when  the  growths 
aie  extensive;  or  there  is  a  large  glandular  mass  fused  with  the  jaw — 
abstention  is  then  the  rule. 

(3)  Lingual  Tiniwiirs. — Usually  originating  in  the  glosso-tonsillar 
sulcus,  excision  of  which  by  the  buccal  route  is  generally  very  easy. 

(4)  Growtlis  of  the  Posterior  Wall. — These  are  for  the  most  part  the 
result  of  extension,  and  can  be  easily  extirpated  iu  cou sequence  of  the 
facility  with  which  the  posterior  wall  can  be  detached  from  the  under- 
lying structures. 

Upon  the  whole,  the  authors  feel  that  internal  pharyugectomy  will  be 
indicated  iu  almost  all  cases  where  the  external  operation  can  be  prac- 
tised, and  one  ought  to  consider  less  the  nature  aud  extent  of  the  growth 
than  the  glandular  infiltration  accompanying  it. 

Operative  Teclaiique  of  Internal  Pharyngeetomy. — The  preparation  of 
the  patient  consists  in  bucco-phaiyngeal  disinfection,  removal  of  tooth 
stumps,  use  of  nasal  ointment,  alkaline  gargles,  and  sometimes  prophy- 
lactic injections  of  gelatined  serum,  or  chloride  of  calcium  internally,  for 
some  days  prior  to  operating. 

Anaesthesia. — Except  for  small  growths,  where  a  1  per  cent,  solu- 
tion of  cocaine  can  be  employed,  the  author  prefers  chloroform. 

Tracheotomy  is  not  required  save  in  cases  of  a  growth  towards  the 
larynx,  threatening  suffocation  at  the  commencement  of  anaesthesia,  or  if 
serious  laryngeal  or  tracheal  obstruction  manifests  itself  during  the 
operation.  In  such  cases,  laryngotomy  will  be  practised  with  Botey's 
trocar  cannula  No.  5. 

Ligature  of  Vessels  ;  Extirpation  of  Glands. — Haemorrhage  observed  by 
most  operators,  has  been  moderate  and  especially  venous  in  character  ; 
preliminary  ligatul-e  may  be  reserved  for  those  cases  where  sterno- 
mastoid  or  retromaxillary  adenopathy  necessitates  the  opening  of  this 
region  ;  a  ligature  can  then  be  applied  to  the  commencement  of  the 
external  carotid  when  the  glands  are  removed. 

E.rcision  of  the  Growth. — Encapsulated  tumours  can  be  enucleated 
with  the  finger  after  incision  over  their  most  prominent  part.  Haemor- 
rhage is  usuallv  arrested  spontaneously  after  removal  of  the  mass.  In 
the  case  of  a  malignant  tumour,  connections  and  prolongations  must  be 
defined  by  critical  palpation.  This  done,  a  vertical  incision  of  the  palate 
is  made  with  a  bistoury  or  thyrotomy  scissors,  an  incision  is  then 
carried  through  the  mucosa  surrounding  the  growth,  so  as  to  embrace  it 
in  a  circle  with  concavity  infero-internal,  extending  from  the  median 
line  to  the  base  of  the  tongue  and  passing  outside  the  anterior  pillar. 
This  is  deepened  under  ocular  control.  The  bulk  of  the  growth  is  now 
rapidly  removed,  and  haemorrhage  controlled  by  tamponment,  and  if 
necessary  forci-pressure  ;'  the  application  of  forceps  is  not  always  easy. 
Michel's  clamps,  recently  modified  by  Wengener,  may  be  employed  with 
advantage.  They  can  be  left  in  the  wound,  and  even  if  swallowed  will 
not  damage  the  patient.  The  operative  field  is  then  explored  to  follow 
up  possible  prolongations  or  suspected  points  of  infiltration,  attention 
being  directed  to  the  posterior  pharyngeal  wall,  the  tonsillar  recess,  and 
the  region  of  the  internal  pterygoid  muscle,  where  infiltration  is  much  to 
be  dreaded  on  account  of  the  sj)ecial  proneness  to  diffusion  aud 
recurrence. 

Sutures  are  employed  to  reduce  the  area  of  the  wound,  preferably 
catgut. 

Post-operative    Treatment. — Serum    injections   ai'e   often    necessary. 
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Food  is  withlield  on  the  first  day,  but  is  administered  iu  liquid  form  ou 
tlie  day  following.  When  the  wound  is  extensive,  alimentation  is 
effected  bv  a  catheter  passed  through  the  nose.  The  oral  cavity  is 
irrigated  with  chlorated  biborate  of  soda.  Recovery  is  generally  rapid. 
Ehinolalia  aperta  and  reflux  of  food,  which  result  from  extensive  excision 
of  the  palate,  tend  to  diminish,  owing  to  tissue  retraction,  audit  is  quite 
exceptional  to  have  to  resort  to  prosthesis. 

Conclusions. — Daily  experience  demonstrates  how  tolerant  the 
mucous  cavities  are  to  instrumentation  in  expert  hands.  Those  who 
have  familiarised  themselves  with  thoracic  endoscopy  know  to  what 
extent  buccal  interventions  have  improved  the  prognosis  of  peii- bronchial 
or  peri-oesophageal  phlegmons  induced  by  foreign  bodies.  Also,  without 
repudiating  the  operative  procedures  which  have  secured  so  much  success 
for  general  surgery,  the  authors  feel  it  the  duty  of  the  laryugologist  to 
restiict  the  character  of  the  operative  methods  to  the  extent  warranted  by 
the  progress  of  our  special  techuique,  without  sacrificing  the  result 
aimed  at  to  the  simplification  of  the  practice  adopted.  Meso-pharyngeal 
growths  can  for  the  most  part  be  as  effectually  dealt  with  by  the  buccal 
route  as  by  the  external  route.  H.  Clayton  Fox. 


NOSE. 

Horn,  Henry  (San  Francisco). — The  .ffitiology  and  Treatment  of  Ozaena. 
"Journal  of  American  Association,"  August  28,  1915. 
To  verify  the  positive  statements  of  Hofer,  of  Vienna,  that  the  Cucco- 
hacillusfcetidus  ozxna  of  Perez  was  the  true  and  only  setiologic  factor  in 
this  disease,  and  his  enthusiasm  over  the  results  of  treatment  by  vaccines. 
Dr.  Horn,  of  San  Francisco,  conducted  a  series  of  laboratory  and  clinical 
experiments  with  cultures  furnished  by  Hofer.  The  laboratory  experi- 
ments showed  that  the  iutra-venous  injection  of  live  cultures  in  very 
large  doses  will  kill  rabbits  iu  from  twelve  to  twenty-four  hours,  the  only 
necropsy  finding  being  the  selective  action  of  the  organism  ou  the 
turbinate  bones  of  the  nose.  At  first  tliei-e  is  intense  congestion,  later 
on  pus  forms  in  and  about  the  turbinated  bodies,  finally  entirely  blocking 
up  the  nares,  and  if  the  rabbit  lives  long  enough,  marked  atrophy  of  the 
turbinates  appears.  The  organism  has  been  recovered  from  the  nose  of 
the  injected  rabbit  in  all  cases,  but  so  far  Horn  has  been  unable  to 
obtain  an  agglutinating  serum.  The  vaccines  for  treatment  are  made 
from  seven  or  eight  diiferent  strains,  to  which  has  been  adJed  one  strain 
of  the  Perez  bacillus  which  occurs  normally  on  the  mucous  membrane  of 
the  nose  of  dogs.  Autogenous  vaccines  would  probably  give  the  best 
results  ;  but,  as  Hofer  states,  in  clinical  practice  this  is  an  impossibility. 
In  many  cases  which  clinically  are  undoubtedly  oza;na  one  is  unable  to 
isolate  the  Perez  bacillus,  but  an  administration  of  the  stock  Perez 
vaccine  will  either  cure  or  greatly  improve  the  case.  In  administering 
the  vaccines  it  is  well  to  start  with  au  initial  dose  of  fiftv  million, 
doubling  until  the  proper  constitutional  symptoms  develop.  The  dose 
varies  with  every  vaccine  and  every  patient.  The  clinical  manifestatiDUs 
are  the  best  guide  to  dosage,  and  a  period  of  at  least  one  week  should 
intervene  between  injections.  The  local  reactions,  as  coryza,  free 
discharge  from  the  nose,  sensations  of  heat  and  fulness  over  the  bridge, 
are  what  one  should  endeavour  to  produce.  Improvement  is  usually 
noted  after  the  first  dose.  The  odour  diminishes,  the  crusts  blow  out 
more  readily,  and  the  feeling  of  tightness  across  the  forehead  improves. 
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From  five  to  fifteen  injections  are  considered  necessary  for  a  complete 
cure,  and  the  patient  must  be  carefully  watched  for  a  relapse,  when  the 
treatment  should  again  be  instituted.  From  his  experiments  and 
observations  Dr.  Horn  draws  the  following  conclusions  : 

(1)  The  CoccobaciUus  /(efidug  ozivna  Perez,  as  isolated  by  Hofer,  has 
answered  all  the  bacteriologic  requirements  necessaiy  to  establish  its 
identity  as  the  setiologic  factor  in  ozsena. 

(2)  The  isolation  of  this  organism  is  attended  with  considerable 
difficulty. 

(3)  The  production  of  agglutinating  serum  in  rabbits  is  an  exceed- 
ingly difficult  task. 

(4)  The  preparation  of  autogenous  vaccines  in  every  case  is  very 
difficult,  if  not  impossible. 

(5)  At  present  mixed  vaccines  made  from  various  strains  of  Perez 
bacillus  is  the  most  practical  method  of  treatment  now  available. 

(6)  It  may  be  necessary  to  precede  or  combine  with  the  ti-eatment 
the  vaccines  made  from  the  organisms  which  are  usually  present  in 
combination  with  the  Perez  bacillus. 

(7)  It  may  be  possible  that  thei-e  may  lie  two  or  more  types  of  ozgena, 
bactei'iologically  different  but  clinically  identical.         BIrketf  (Rogers). 


LARYNX    AND    TRACHEA. 

Iglauer,  S. — Accidental  Pneumothorax  during  Tracheotomy,  with 
Report  of  a  Case.  "  Auuals  of  Otology,"  xxiv,  p.  308. 
The  accident  referred  to  in  this  paper  is  rare.  The  author's  case  was 
a  male  child,  aged  twenty-three  months.  A  diagnosis  of  foreign  bodv  in 
the  air-passages  was  made,  and,  the  child  being  cyanosed,  a  low  trache- 
otomy was  done  without  an  anassthetic.  The  child  struggled  continuously 
and  pneumothorax  of  the  right  side  resulted.  Under  careful  treatment 
the  child  recovered,  the  lung  having  re-expanded  by  the  twenty-seventh 
day.  No  foreign  body  was  discovered,  the  real  cause  of  the  trouble 
probably  being  acute  subglottic  laryngitis.  Macleod   Yeardey. 
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amount  of  usefulness  in  the  Synoptical  Index  to  these  volumes  published 

by  Messrs.  Wright  &  Sons  ;  they  can  at  once  refer  to  their  bookshelves 

and  get  recent  and  exhaustive   information  in   the  minimum  of  time. 


June.  1916.]  Rhinology,  and  Otologry.  271 

Tho.se  who  are  not  .so  fortunate  sliould  also  possess  themselves  of  the 
index,  because,  in  the  first  instance,  they  can  see  where  to  find  the  wanted 
information  at  their  medical  library,  but,  furthermore,  they  will  have  in 
the  index  not  merely  a  guide  to  the  volumes  and  pages,  but  on  many 
subjects  valuable  and  practical  information,  chiefly  in  the  form  of  thera- 
peutic hints,  extracted  from  the  articles  referred  to.  The  work  is,  thei'e- 
fore,  not  a  mere  conglomeration  of  the  alphabetical  indexes,  but  a 
catalogue  raigonne  and  something  more.  Dinidas  Grcntt. 


NOTES  AND  QUERIES. 

Cancer  of  the  Thyroid  Gland.  Gaylard,  Harvey,  R.,  and  Marsh,  Millard  C. 
Carcinoma  of  the  Thyroid  in  the  Salmonoid  Fishes.  (Publications  from  the  State 
Institute  for  the  Study  of  Malignant  Disease,  Washington.  1914.) — As  a  result 
of  investigations  and  experiments  the  following  conclusions  were  arrived  at : 

(1)  Tlio  disease  known  as  gill  disease,  thyroid  tumour,  eiulemic  goitre,  or 
carcinoma  of  the  thyroid  in  the  Salmonidse,  is  a  malignant  neoplasm. 

(2)  The  disease  occurs  in  fish  living  under  conditions  of  freedom  in  populated 
areas. 

(3)  When  introduced  into  fish-breeding  establishments  it  becomes  endemic  with 
occasional  epi'lfinic  outbreaks. 

(i)  Normal  fisli  taken  from  the  wilderness  may  be  made  to  acquire  the  disease 
when  placed  in  fish-breeding  establishments  where  the  disease  is  endemic. 

(.5)  Thf  fecjding  of  uncooked  animal  proteid  favours  and  the  feeding  of  cooked 
animal  proteid  retards  the  disease  as  compared  with  the  uncooked.  Feeding  alone 
is  not  an  efficient  cause.  It  must  be  combined  with  an  agent  transmitted  probably 
through  the  water  or  the  food,  or  both. 

(ti)  By  scraping  the  inner  surface  of  water-soaked  wooden  troughs  in  whicli 
the  disease  is  endemic,  an  agent  may  be  secured  which,  from  its  action  upon  the 
mammalian  thyroid  when  administered  through  drinking  water  is  no  doubt  the 
cause  of  the  disease  in  the  fish  confined  in  these  troughs. 

(7)  The  agent  is  destroyed  by  boiling. 

(8)  Fish  in  all  stages  of  the  disease  are  favourably  affected  in  the  direction 
of  cure  by  the  addition  to  the  water-supply  in  suitable  concentration  of  mercury, 
arsenic,  or  iodine. 

(9)  The  effect  of  mercury,  arsenic,  and  iodine  in  carcinoma  of  the  thyroid  in 
fish,  and  the  subsequent  j^ositive  experiments  witli  metals  in  mammalian  cancer, 
are  probably  the  expression  of  a  therapeutic  relation  of  tliese  metals  to  carcinoma. 

(10)  Certain  species  of  the  Salmouidfe  have  an  almost  complete  natural  resist- 
ance to  the  disease. 

(11)  Certain  lots  of  fish  of  susceptible  species  show-  a  high  degree  of  immunity 
to  the  disease. 

(12)  Spontaneous  recovery  occurs  in  a  considerable  percentage  of  individuals. 

(13)  Removal  from  ponds  in  which  the  disease  is  endemic  to  natural  conditions, 
or  a  change  to  more  natural  food,  increases  the  percentage  of  spontaneous 
recoveries. 

( 14)  Spontaneous  recovery  appears  to  confer  a  degree  of  immunity  against 
recurrence. 

(15)  The  pei'centage  of  spontaneous  recoveries  in  the  early  stages  of  the  disease 
appears  to  be  higher  than  in  the  later  stages  of  the  disease. 

(16)  The  incidence  of  the  disease  increases  with  the  age  of  the  fish,  at  least  up 
to  five  years. 

(17)  Thyroid  enlargement  and  changes  presenting  at  the  end  of  five  months  a 
picture  of  diffuse  parenchymatous  goitre  were  induced  in  mammals  by  giving  them 
water  to  drink  in  which  the  disease  is  endemic.  'Control  animals  which  received 
the  same  water  lioiied  failed  to  develop  thyroid  changes.  That  these  enlarge- 
ments .and  changes  are  the  first  stages  in  mammals  of  the  same  disease  which  occurs 
in  the  fish  inhabiting  the  troughs  from  which  the  scrapings  were  obtained,  is  an 
inference  which  fiu-ther  experiments  will  probably  justify. 
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(18)  The  disease  is  endemic  in  a  very  high  percentage  of  all  troxit  hatcheries 
in  the  United  States. 

(19)  The  occurrence  of  the  disease  in  wild  fish,  its  introduction  into  fish 
cultural  stations,  its  localisation  in  certain  troughs  or  water  supplies,  the  method 
of  its  spread,  its  transmission  to  mammals,  the  efficacy  of  three  well-lcno\vn*genni- 
cides  in  the  treatment  of  the  disease,  the  destruction  of  the  agent  by  boiling,  the 
phenomena  of  spontaneous  recovery  and  immunity,  strongly  indicate  that  the 
agent  causing  the  disease  is  a  living  organism. 

(20)  No  evidence  has  yet  been  produced  to  indicate  the  direct  transmission  of 
the  disease  from  individual  to  individual. 

(21)  In  many  of  its  phases  the  disease  is  identical  with  endemic  goitre.  As 
there  is  no  line  of  demarcation  between  what  is  called  endemic  goitre  and  what 
the  present  workers  show  to  be  cancer  of  the  thyroid,  they  hold  that  endemic 
goitre  and  carcinoma  of  the  thyroid  in  the  Salmonidse  are  the  same  disease. 

It  has  long  seemed  probable  to  the  abstractor  that  the  secret  of  the  ijatho- 
genesis  of  cancer  may  ultimately  be  disclosed  in  the  tumours  and  enlargements 
of  the  thyroid.  And  tlie  foregoing  investigations  would  seem  to  strengtlien  this 
belief.  But  it  must  not  be  forgotten  that  the  passage  of  jjarenchymatous  goitre 
into  a  cancerous  growth  of  the  thyroid  indicates  no  more  than  the  transformation 
of  an  innocent  neoplasm  into  a  malignant  neoplasm  probably  as  a  result  of  an 
excessive  effect,  relative  to  the  tissues,  of  the  same  iiTitant  which  had  induced  the 
former.  In  other  words,  the  cliaracter  of  malignancy  is  assumed  by  tlie  new  growth 
for  reasons  whicli  are  still  unknown  to  us.  That  is  to  say,  that  ^^'hile  tlie  above 
findings  extend  our  knowledge  of  the  natural  liistory  of  neoplasms,  they  do  not, 
unfortunately,  render  it  any  deeper  in  the  direction  of  most  importance  and 
urgency.  D. M. 


An   Accomplished   "  Naturalist." 
The  following  advertisement  is  appearing  in  some  American  papers  : 
The  Celebrated  California  Naturalist, 
Charles  Kellogg, 
The  Nature  Singer, 
Tlie  First  Human  Being  to  Sing  Bird  Songs. 
"  A  Gift  of  Nature,  not  an  Accomplishment." 
Note.— The  ordinary  range  of  the  human  voice  is  25  octaves.    Tetrazzini's  voice, 
the  highest  soprano  ever  known,   is   only  JH   octaves.     Mr.  Kellogg's  bird  voice  is 
12.i  octaves.     His  lowest  note  is  higher  than  Madame  Tetrazzini's  highest  note. 

Introducing  his  "  Dancing  Flame,"  a  blade  of  fire,  indifferent  to  ordinary 
speaking  or  singing  voice,  which  instantly  responds  to  the  reproductions  of  the 
sounds  uttered  by  birds  as  made  by  Mr.  Kellogg,  and  the  marvellous  Indian  art, 
now  almost  obsolete,  of  producing  fire  by  rubbing  sticks. 
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THE    NOTIFICATION    OF    MEASLES. 

The  order  of  the  Local  Government  Board  making  measles  a  noti- 
fiable disease  should  meet  with  the  sincere  approval  of  the  wliole 
profession,  including  that  section  practising  otology.  Otologists 
see  daily  the  ravages  of  this  disease  when  it  attacks  the  ear,  and 
those  who  are  interested  in  the  prevention  of  deafness  and  diseases 
of  the  ear  will  feel  that  the  notification  of  measles  must  mai-k  a 
distinct  step  in  the  progress  of  aural  prophylaxis. 

It  may  be  of  interest  to  our  readei's  briefly  to  point  out  what 
measles  means  to  the  child  population.  Out  of  every  100  deaths 
at  ages  under  five  in  England  and  Wales  in  the  three  years 
1911-13,  125  per  cent,  were  caused  by  measles  and  whooping 
cough,  and  31"6  per  cent,  by  these  diseases  and  bronchitis  and 
pneumonia,  of  which  measles  and  whooping  cough  are  common 
causes.  In  the  three  years  1911-13  437,101  deaths  occurred  in 
England  and  Wales  at  ages  under  five  years.  Of  this  number 
33,4-57  wei-e  caused  by  measles,  21,028  by  whooping  cough,  and 
83,6-50  by  bronchitis  and  pneumonia. 

Out  of  every  100  cases  of  measles  admitted  to  the  hospitals 
of  the  Metropolitan  Asylums  Board  (the  most  serious  cases)  from 
22  to  25  per  cent,  proved  fatal.  During  the  thirteen  weeks  ending 
•June  0,  1915,  5807  deaths  of  children  under  five  occurred  in 
London,  being  2190  in  excess  of  the  number  in  the  correspond- 
ing period  of  1914.     Of  this  number  1023  were  directly  due  to 
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measles,  not  including  t]ie  large  numher  due  to  its  common  aequelx. 
Taking  an  average  of  the  ten  years  1905-14,  in  London,  measles 
has  caused  1862  deaths,  as  compared  with  1454  deaths  due  to  all 
the  notifiable  infectious  diseases  put  together  (smallpox,  scarlet 
fever,  diphtheria,  typhoid,  puerperal  fever,  etc.). 

These  figures  show  forcibly  the  appalling  ravages  Avhich 
measles  makes  every  year  upon  our  infantile  population,  but  it 
does  not  convey  any  idea  of  its  fell  nature  as  regards  the  physical 
fitness  of  those  children  who  survive.  Sir  James  Crichton-Browne, 
speaking  recently  at  the  Royal  Society  of  Medicine,  remarked  that 
notification  would  open  the  eyes  of  the  public  to  the  gravit}^  of 
measles  as  a  disease.  There  had  hitherto,  he  said,  been  a  tendency 
to  look  at  it  with  levity,  and  treat  it  with  a  complacent  acquies- 
cence as  being  like  teething,  one  of  the  essential  concomitants  of 
infancy.  Measles  is  in  reality  a  very  deadl}'^  disease,  which  sets 
up  various  other  diseases,  notably  bronchitis  and  pneumonia.  A 
large  proportion,  as  we  have  just  seen,  of  the  deaths  by  these 
diseases  in  infancy  and  childhood  are  really  due  to  measles,  which 
is  not  unfrequently  the  initial  cause  of  tuberculosis. 

Some  idea  of  the  part  played  by  measles  in  the  incidence  of 
ear  disease  may  be  gathered  from  the  statistics  published  by  an 
otologist  who  has  exceptional  ojjportunities  for  judging  of  the 
causes  which  are  at  work  in  rendering  children  too  deaf  to  be 
educated  in  hearing  schools.  According  to  this  observer,  out  of 
592  children  suffering  from  acquired  deafness  of  sufficient  severity 
to  necessitate  special  education,  89,  or  15  per  cent.,  owed  their 
deafness  to  measles.  "  This  does  not,  however,  indicate  anything 
like  the  real  number,  because,  for  one  thing,  it  does  not  include 
cases  in  which  the  deafness  was  due  to  meningitis,  caused  by 
measles ;  and  also  because  measles  causes  deafness  not  only  by 
suppuration  and  meningitis,  but,  later,  by  inducing  adenoids." 

Enough  is  not  said  in  the  text-books  to  bring  home  with  suffi- 
cient emphasis  to  the  student  the  real  part  played  by  measles 
and  the  other  exanthemata  in  ear  disease.  Indeed,  very  few 
standard  works  pay  sufficient  attention  to  the  relation  of  their 
subject  to  general  medicine.  They  are  so  occupied  in  long  descrip- 
tions of  operations  and  other  measures  for  dealing  with  results 
that  first  causes  are  apt  to  be  neglected.  The  more  one  reviews 
the  otology  of  the  past  two  or  three  decades,  the  more  it  is  forced 
upon  one  that  otologists  occupy  themselves  so  much  with  estab- 
lished disease  that  they  have  not  time  to  pay  any  attention  to  the 
prevention  of  the  causes  which  lead  thereto.     No  doubt  long  dis- 
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cussions   upon  refinements   of    treatment— upon  when  and  where 
this  vein  ought  to  be  tied  or   that  piece  of  bone  removed ;  upon 
what  shape  a  mastoid  flap  shouhl    be    and    how  to   deal  with   a 
suppurating  labyrinth— are  exceedingly  valuable  and  have  been 
the  means  of  saving  some  hundreds  of  lives.     But  they  are  apt  to 
blind  the  debaters  to  the  importance  of  other  and  more  weighty 
matters,  and  we  venture  to  think  that  were  some  of  the  time  spent 
in  going  to   the   roots  of  the  tree  of  disease  instead  of  pruning 
Its  leaves  there  might  be  saved  even  more  lives,  and  thousands 
of  cases  of  discharge  and  deafness  prevented.     Surely  it  is  better 
to  consider  the  exact  process  leading  to  middle-ear  suppuration  in 
measles,   scarlet  fever,   and  diphtheria,  and  the  best    method    of 
promptly  circumventing  them,  than  to  watch  their  march  and  dis- 
cuss   measures  for  dealing   with   them   when   they  have  arrived. 
Happily  there  have  been,  during  the  past  ten  years,  signs  of 
a  gradual  awakeniiig  of  otologists  to  the  prevention  of  deafness 
and   ear  disease.     For   instance,  they  have   made  representations 
to  the  powers  that  be    of  the  necessity  for  aural  surgeons  to  be 
attached  to  fever  hospitals.     It  is   true  that  the  powers  that  be 
consist  chiefly  of  lawyers,  who  deal  rather  in  words  than  in  deeds, 
and  that  the  suggestion  coining  from  a  more  practical  profession 
has  been  looked  upon  with  a  suspicious  eye  and  carefully  shelved. 
But  the  resolution  made  at  the  Liverpool  meeting  of  the  British 
Medical  Association  marked  the  moment  when  otology  began  to 
awaken  to  the  possibilities  of  prevention.     Unfortunately,  otology 
cannot  claim  the  merit  of  being  instrumental  in  placing  measles  on 
the  statute  book  as  a  notifiable  disease,  although  there  are  one  or 
two  specialists  who  have  long  clamoured  for  a  proper  recognition 
of  measles  by  the   authorities.     We  take   the  opportunity  of  this 
new  era  in  notification  to  point  out  to  otologists  that  there  is  a 
great  future  before  them  in  the  careful   study  and  elaboration  of 
methods  of  prevention  in  aural  diseases.  M.  Y. 
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ATROPHIC   RHINITIS  (OZiENA)  AND  TUBERCULOSIS. 

III.— THE  PATHOLOGICAL  ASPECT. 

Br  Wyatt  Wingkave, 
Pathologist,  Central  London  Throat  and  Ear  Hospital. 

Historical. 

In  1893  the  writer  presented  the  results  of  his  clinical  and  patho- 
logical investigation  of  sixty  cases  of  atrophic  rhinitis  which, 
although  inconclusive,  indicated  an  affinity  of  the  disease  with 
tuberculosis.  Since  that  date  systematic  examination  of  many 
hundreds  of  cases  has  been  carried  on,  and  although  attention  has 
been  directed  chiefly  to  the  local  phenomena,  the  blood,  urine,  etc., 
have  also  been  searched  for  evidence. 

Many  observers  have  sought  for  a  specific  organism,  with  but 
doubtful  and  discouraging  results.  Considerable  attention, however, 
has  been  paid  to  the  Perez  bacillus.  This  micro-organism  has  been 
specially  watched  by  us,  with  the  result  that  no  justification  could 
be  found  for  its  specificity.  During  the  research  attention  was 
paid  to  acid-fast  organisms,  but  as  none  possessing  the  alcohol-fast 
property  of  the  tubercle  bacillus  could  then  be  discovered,  but  little 
importance  was  attached  to  those  which  were  simply  acid-fast. 
Later  it  became  evident,  however,  that  these  organisms  could  not 
be  ignored,  for  many  reasons.  They  were  present  in  every  case  of 
true  atrophic  rhinitis,  but  in  no  other  disease  of  the  nose,  and  in 
some  of  them  they  proved  to  be  not  only  morphologically  identical 
with  the  tubercle  bacillus,  but  occasionally  were  even  moderately 
alcohol-fast  and  colour  true  to  the  Ziehl-Neilsen  stain.  Although 
this  was  only  an  occasional  feature  it  called  for  closer  investiga- 
tion, which  shall  now  be  discussed. 

In  1887  Spencer  Watson'  advanced  the  view  that  there  was  a 
close  analogy  between  atrophic  rhinitis  and  lujjus  non-exedens, 
and  that  they  might  both  be  due  to  a  common  bacillus.  Such  ii 
view  was  supported  by  the  present  writer's  clinical  experience  at 
the  time,  for  not  only  had  60  per  cent,  of  his  cases  a  definite  history 
of  phthisis,  but  he  was  also  impressed  by  the  great  similarity  in 
the  histological  changes  to  tuberculosis  in  its  early  or  inflammatory 
stage.  At  the  present  moment  considerable  support  is  given  to 
this  association  and   it  is  to   this  that  attention  will  specially  be 

^  Spencer  AVatson,  "Diseases  of  the  Nose,"  p.  85. 
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directed.     It  is  hardly  necessary,  however,  to  emphasise  the   wide 
gaps  which  separate  the  two  diseases,  both  clinical  and  pathological. 
One    feature    specially    is    emphatic :    atrophic   rhinitis    is    always 
confined  to  the  area  covered  bj'  mucous  membrane,  while  lupus  ha.s 
no  such  restriction,  the  skin  being  involved  quite  as  often  as  the 
mucous  membrane.     In  the  early  stages  of  the  di.sease  the  turliimil 
tissue  shows  a  striking  resemblance  to  tubeiculomatous    deposit. 
There  is  great  activity  of  endothelium,  which  gradually  obliterates 
lymph  and  blood  vessels  attended  by  surrounding  lymphocyte  and 
plasma-cell  infiltration,  but  no  giant  cells  and  no  tubercle  bacilli. 
Later  on  the  endothelium  becomes   fibroblastic,  lymphocytes  dis- 
appear and  sclerotic  changes  follow.    So  that  necrosis,  caseation,  and 
true  ulceration  never  occur  as  in  tubercle  and  syphilis.     It  more 
closely  resembles  healing  lupus.     The  clinical  aspect  of  atrophic 
rhinitis  has  already  been  dealt  with  in  the   first    article  by  Dan 
McKenzie,  but  the  investigation  of*its  pathology  has  amply  proved 
that  a  concise  definition  of  the  constants  of  the  disease  is  called 
for  in  order  that  there  shall  be  no  misunderstanding  as  to  the  real 
nature  of  the  materials  examined.     For  although  the  terms  ozaena 
and  atrophic  rhinitis  are  loosely  applied,  and  much  confusion  has 
prevailed,    this    investigation    has    so    far    fully    established    that 
atrophic  rhinitis  or  ozeena  is  undoubtedly  a  disease  sui  generis,  and 
that  it  has  certain  features  which    distinguish  it  from    all  other 
foetid  nasal  disorders.     But  it  must  be  clearly  stated  that,  although 
named  rhinitis,  the  disease  is  nor.  limited  to  the  nose,  for  it  tends  to 
spread    far    beyond   the   nasal  cavities  and   may  sometimes  even 
appear    to    begin    in    the    mucous  membrane   of   the    larynx    and 
pharynx.     But  it  is  confined  to  the  mucous  membrane  :  it  never 
invades  the  skin  by  continuity. 

The  chief  and  essential  clinical  constants  are,  briefly  : 

(1)  Fcetor  of  a  special  character. 

(2)  More  or  less  enlargement  of  the  nasal  chambers  [i.  e. 
greater  patency). 

(3)  Presence  of  dark,  dry  "  crusts." 

(4)  Anosmia  more  or  less  with  diminished  common  sensibility 
of  the  nose  and  pharynx. 

(.5)  Disappearance  of  all  lymphoid  structure  (tonsils)  (at  least 
after  puberty). 

In  the  "International  Collective  Investigation  Guide," 
published  in  1912,  much  prominence  is  given  to  the  symptom 
"  suppuration,"  in  fact  it  is  included  in  the  "  constants."  This  I 
venture  to  unhesitatingly  exclude,  because  in  fully  developed  cases 
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where  a  pseudo-granulomatous  condition  exists  there  is  no  true 
discharge  of  pus.  The  crusts  are  not  pus  in  its  correct  sense. 
There  is  no  ulcerating  area  ;  the  disease  is  passive  atrophy.  Even 
in  the  earlier  stages  there  is  no  flow  of  pus,  the  secretion  resembling 
a  thick  catarrhal  exudate  coming  from  an  area  which  although 
crowded  with  Ij'mphocytes  is  still  intact,  still  covered  with 
epithelium.  It  must  be  emphasised  that  at  no  period  of  the 
disease  does  true  ulceration  exist  (unless  traumatic),  therefore  the 
term  suppuration  is  inappropriate  and  misleading  as  a  constant 
diagnostic  feature. 

Individually  these  features  are  only  presumptive,  collectively 
they  are  almost  convincing,  but  they  are  incomplete  for  a  positive 
diagnosis  without  an  examination  of  the  crusts.  Should  this 
afford  evidence  of  the  acid-fast  bacilli  the  case  may  be  accepted  as 

undoubtedly  ozajnatous  rhinitis  atrophica  vera. 

» 

Histology. 

Judging  from  the  macroscopic  appearance  seen  in  a  well-marked 
example  of  ozasnatous  atrophic  rhinitis,  profound  alteration  in  the 
structure  of  the  mucous  membrane  would  be  expected.  As  a 
matter  of  fact  the  changes  are  by  no  means  e.xtensive.  In  early 
stages  there  may  be  no  more  than  a  uniform  shrinkage  of  the  soft 
structures;  later,  however,  the  following  alterations  will  be  found 
which  are  not  uniformly  distributed,  but  accentuated  in  certain 
but  variable  regions. 

An  abundant  supply  of  material  has  enabled  one  to  make  a 
careful  study  of  the  changes  in  the  soft  tissues  in  all  stages  of 
the  disease.  This  was  at  first  chiefly  directed  to  nerve  structures 
and  evidence  of  bacterial  infection.  In  addition  to  atrophy  of 
the  olfactory  cell  terminals,  marked  distortion,  compression,  and 
in  places  complete  disappearance  of  tlie  nerve-fibres  could  be 
demonstrated.  These  changes  involved  the  fifth  nerve  as  well 
as  the  special  and  were  evidently  secondary  to  the  mesothelial 
infiltration  of  the  perineuronal  sheaths.  They  were  originally 
viewed  as  evidence  in  support  of  the  troph-neurotic  theory 
regarding  the  pathogeny  of  the  disease.  They  must  now  be 
viewed  as  a  consequence  and  not  as  a  cause. 

In  early  stages  of  the  disease  the  turbinal  tissue  is  certainly 
swollen.  This  is  evidently  due  to  the  large  amount  of  cellular 
infiltration  which  consists  of  lymphocytes,  endothelial  and  plasma 
cells,  in  fact  a  pseudo-granulomatous  condition,  but  without  giant 
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cells,  and  no  surface  ulceration.  Later  on,  the  lymphoid  elements 
become  fewer  and  atrophy  of  all  elements  follows.  These  changes 
conclusively  show  that  there  is  a  very  slow  and  mild  inflammatory 
process  during  the  early  stage  which  precedes  atrophy  of  the  chief 
elements,  nerves,  glands,  and  subsequently  blood  and  lymph  vessels. 
No  bacteria  could  be  found  in  the  deep  structures.  There  is  no 
evidence  of  necrosis  ;  it  is  simply  atrophy  witli  the  appearance 
of  sclerotic  tissue  apparently  derived  from  the  endothelial  elements 
which  become  fibroblastic.  These  pseudo-gran ulomatous  elements 
Avheii  seen  in  early  stages  are  scarcely  distinguishable  from  lupus 
except  for  the  absence  of  ulceration  and  of  giant  cells.  As  tubercle 
bacilli  are  so  rarely  found  in  lupus  their  absence  possesses  but 
little  diagnostic  significance.  The  lesion  clinically  certainly  does  not 
follow  thecourse  of  lupus;  thisatrophic  process  never  invades  the  skin 
and  bone,  and  never  undergoes  active  ulceration.  And  yet,  like 
lupus,  it  tends  to  undergo  sclerosis  and  spreads,  but  the  extension 
is  strictly  confined  to  contiguous  ttiucous  membranes,  involving  the 
adjacent  accessory  sinuses,  the  nasophai-yns,  oropharynx,  eventually 
attacking  the  larynx  and  trachea,  where  the  crusts  are  easily 
seen,  and  present  the  same  histological  and  macroscopic  characters 
as  that  collected  from  the  nose.  The  metaplastic  changes  in  the 
epithelium  are  very  striking.  Columnar  epithelium  and  olfactory 
ciliated  cells,  together  with  the  hyaline  basement  membrane  com- 
pletely disappear  and  are  replaced  by  a  dense  layer  of  closely 
packed  spheroidal  and  scjuamous  epithelium  resembling  the 
epiderin.  This  may  be  invaginated  and  form  "  pearls "  or 
cholesteatomatous  "  nests,"  similar  to  those  found  in  the  middle 
ear  and  tonsils,  and  mixed  with  many  varieties  of  bacteria, 
including  the  acid-fast  bacillus.  Beyond  some  slight  endosteal 
thickening  and  osteoporotic  distension  of  adjacent  spaces  the  bone 
shows  no  sign  of  disease. 

Gland  disappearance. — All  glands  disappear  in  a  degree 
proportionate  to  the  duratiou  of  the  disease.  In  fully  established 
cases  no  glands  could  be  found  in  sections  of  turbiual  bodies 
and  septal  tissue  beyond  relics  of  ducts  blocked  with  laminated 
squames  and  amorphous  debris,  while  earlier  material  showed 
intei'acinous  infiltration  by  lymphocytes  and  plasma  cells,  which 
caused  distortion  and  eventual  disappearance  of  the  secretory 
elements. 

This  is  one  of  the  most  striking  and  constant  phenomena, 
involving  not  only  the  secretory  glands,  mucous  and  albuminous, 
but  also  the  lymphoid  structures.    Faucial,  pharyngeal  and  lingual 
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tonsils  completely  disappear,  and  even  the  lymphoid  pnlpjof  the 
middle  and  upper  turbinals,  the  septum  and  the  ventricular  bands. 

Although  these  features  microscopically  in  a  measure  resemble 
lupus,  there  is  never  any  exuberant  growth  of  granulomatous 
tissue  or  vilceration  as  one  sees  in  a  tuberculoma.  As  in  lupus,  the 
endothelial  elements  play  a  preponderant  part,  but  they  do  not 
form  "  giant-cell  systems,"  they  tend  to  become  fibroplastic  and 
never  caseate.  Plasma  cells  are  ever  present  as  in  all  other 
forms  of  chi'onic  inflammation,  those  of  recent  formation  exhibitinof 
the  red  or  pyroninophile  granules,  while  older  ones  show  the  large 
brown  or  copper-coloured  spheres. 

Somewhat  similar  changes  are  seen  in  rhinoscleroma  but  much 
more  marked,  hyaloid  bodies  being  a  constant  and  predominant 
feature. 

There  are  evidently  two  distinct  stages  or  phases — an  early  one, 
in  which  the  structures  may  be  swollen,  when  there  is  more  or  less 
numerical  increase  in  the  fixed  and  wandering  connective  tissue 
cells,  and  a  later  or  atrophic  stage  which  is  not  only  attended  by 
shrinkage  of  tissue  but  also  by  a  diminution  in  number  of  the  new 
mesothelial  elements,  with  metaplastic  changes  in  the  glands. 

Secretion  must  obviously  be  profoundly  influenced  by  these 
changes.  At  first  there  is  plenty  of  mucin  mixed  with  an  ordinary 
catarrhal  exudate ;  this  gradually  diminishes  in  quantity  and 
quality,  mucin  and  leucocytes  gradually  falling  in  proportion. 

Too  much  importance  must  not  be  attached  to  the  absence  of 
giant  cells  and  bacilli,  which  is  not  necessarily  contra-indicative 
of  tubercle.  All  tubercular  changes  ai"e  characterised  by  an 
essential  mesothelial  activity  with  a  surrounding  zone  of  lympho- 
cytes which  seems  to  be  more  in  evidence  when  giant  cells  are 
formed.  In  atrophic  rhinitis  this  does  not  occur ;  the  mesothelial 
activity  is  not  focussed  as  systems  but  diffused. 

It  seems,  therefore,  that  the  histological  changes  have  the  closest 
resemblance  to  lupus  erythematosus,  which  is  an  attenuated  tuber- 
culoma without  giant  cells  and  bacilli. 

The  normal  lymphoid  tissue  of  the  turbinal  and  septum  in  the 
early  stage  may  be  increased,  but  later  it  disappears  with  the 
other  elements  as  fibroblasts  increase. 

That  the  bone  escapes  any  granulomatous  infiltration  or  inflam- 
matory invasion  is  a  most  significant  feature,  and  cannot  be  too 
strongly  emphasised  in  view  of  the  statement  so  often  made  that  the 
disease  is  suppurative.  Suppurating  ethmoid  disease  may  be 
attended  by  crusts-formation  and  by  fcEtor,  but  those  features  do 


July,  J916.]  Rhinology,  and  Otology.  281 

not   constitute  ozaenatous  atrophic  rhinitis.      In  lupus  tlie  bone  is 
generally  involved. 


Blood  Examination. 

In  some  well-established  cases  a  distinct  fall  in  haemoglobin 
percentage  was  observed  with  a  low-colour  index,  indicating 
secondary  an»mia.  The  leucocyte  count  was  generally  normal,  but 
in  all  cases  there  was  invariably  a  high  proportion  of  oxyphiles, 
varying  from  3  to  5  per  cent.  The  lymphocytes  showed  a  relative 
and  an  actual  increase,  both  in  the  larg^  (myelolymphocytes)  and 
in  the  small  ones.  Opsonic  and  phagocyte  tests  with  tubercle 
bacilli  invariably  afforded  high  indices. 

Examination  of  the  Crusts. 

It  is  from  this  source  that  the  most  valuable  information  has  so 
far  been  obtained. 

In  early  stages  of  the  disease  the  discharge  may  be  fairly  free 
and  of  an  e.xudative  or  catarrhal  tj^pe,  creamy  in  consistence  and 
appearance.  It  contains  plenty  of  leucocytes  with  a  few  plasma 
cells,  lymphocytes,  and  " tailed"  epithelial  cells  with  bacteria  of 
all  kinds,  including  an  occasional  acid-fast  bacillus.  When  the 
atrophic  features  are  fully  established  it  changes  in  character, 
being  gradually  reducedilin  quantity  and  darker  in  colour,  until 
eventually  the  characteristic  green  foetid  crusts  are  fully  estab- 
lished. Even  early  they  may  be  grey  or  even  black  ;  this  is, 
however,  due  to  anthracosis  or  dust  particles,  and  will  vary  witii 
the  patient's  surroundings,  but  the  green  colour  deepens  in  inten- 
sity with  the  duration  of  its  retention  in  the  nose.  The  longer  it 
remains  in  situ  the  darker  is  the  olive  green,  which  is  probably  due 
to  various  chromogenic  cocci  of  the  staphyloid  group.  The  foetor 
seems  to  be  specially  associated  with  the  small  Cocco-hacillus 
faetidus,  but  may  also  be  due  to  varieties  of  proteus.  These  changes 
in  colour  and  foetor  can  be  easily  watched  in  vitro. 

Chemically  the  crusts  afford  much  fatty  material  and  keratinoid 
granules  with  cell  globulins  and  only  a  trace  of  mucin.  Lipoids  are 
therefore  a  prominent  feature.  If  small  pieces  of  the  crusts  are 
spread  on  slides,  firmly  rubbed  and  pressed  together,  then  separated 
by  sliding,  thin  films  are  easily  made.  Should  the  crusts  be  very 
hard  a  drop  of  normal  saline  solution  may  be  added.  Leucocytes, 
lymphocytes,  and   squamous  epithelial  cells  will  be  found   in  all 
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stages  of  degeneration,  with  an  occasional  plasma  cell,  mixed  with 
a  great  variety  of  bacteria-cocci  and  bacilli.  Gram-negative  staining 
readily  differentiates  the  staphj-loid  and  streptococcal  forms  from 
Diflocoecus  catarrhalis.  A  Gram-positive  beaded  bacillus  of  the 
diphtheroid  type  [B.  xerosis)  is  very  common,  but  the  constant 
and  characteristic  organism  must  be  sought  for  by  fuchsine  stain- 
inf.  This  is  the  "  acid-fast,"  which  always  is  more  plentiful  in  the 
hard  and  darker  parts  of  the  crust.  It  should  be  treated  as 
follows  : 

Fix  the  film  by  radiant  heat;  stain  on  hot  slab  by  5  per  cent, 
carbol  fuchsine  for  ten  minutes,  adding  fresh  solution  as  n*ay  lie 
necessary  in  order  to  avoid  drying.  Flood  two  or  three  times  with 
25  per  cent.  HoSO^  until  all  the  red  colour  is  removed.  Rinse  with 
tap- water  and  counterstain  with  1  per  cent,  methyl  green.  The  "  acid- 
fasts"  will  appear  a  brilliant  coral  red,  all  other  organisms  pale-blue 
(optically).  To  exclude  tubercle  other  films  must  be  heat  stained 
by  carbol  fuchsine,  then  passed  through  acid  bath  and  washed  freely 
in  alcohol  before  counterstaiuing,  preferably  in  saturated  alcoholic 
solution  of  picric  acid.  This  proves  them  to  be  alcohol-  as  well  as 
acid-fast ;  most  of  these  special  bacilli  in  question  are  only  acid- 
fast.      Some  of  them,  however,  are  distinctly  alcohol-fast. 

The  Ziehl-Neilsen  stain  is  only  roughly  diagnostic,  and  not  so 
precise  as  the  picro-fuchsine,  which  emphatically  excludes  all  bacilli 
which  are  only  acid-fast.  It  is  intei'esting  to  note  that  with  the 
methyl-blue  counterstain  many  of  tha»  bacilli  are  amphophile, 
they  pick  up  blue  as  well  as  red  in  varying  degrees  of  intensity, 
so  that  they  are  not  "  colour  true." 

These  acid-resisting  bacilli  are  so  constant  a  feature  of  all  the 
crusts  that  they  call  for  special  description  and  attention.  They 
vary  somewhat  in  form,  size,  and  staining,  but  are  always  strongly 
sufo-estive  of  tubercle.  The_v  may  be  long  or  short,  thick  or 
thin,  single  or  fasciculated,  each  one  blunt  or  tapering,  beaded, 
or  uniformly  staining,  straight  or  bent.  The  long,  slender  forms 
resemble  streptothrix.  But  all  these  variations  are  not  found  in 
one  case.  The  differences  are  those  which  occur  in  a  large  variety 
of  cases  at  different  stages  of  the  disease.  Experience  has  taught 
that  they  are  constant  in  their  occurrence,  and  although  not  uni- 
versally superior  in  number  to  other  bacterial  forms,  they  are 
alwavs  sufficiently  numerous  to  be  a  prominent  feature  in  every 
film  properly  stained.  Further,  they  are  persistent,  being  present 
•during  the  whole  duration  of  the  complaint.  The  important  ques- 
ton  is,  Are  they  pathogenic  as  well  as  pathognomonic  ? 
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Other  Acid-fast  Bacilli. 

In  other  regions  of  the  bodyj  and  in  other  morbid  states,  acid- 
fast  bacilli  are  also  found.  In  chronic  discharging  disease  of  the 
middle  ear  they  are  very  common,  and  may  be  found  in  old  brain 
abscesses  secondary  to  ear  lesions,  in  chronic  eczema  of  the  navel, 
in  fseces,  from  all  the  superficial  areas  of  the  genital  tract  in  both 
sexes,  even  in  the  urine,  and  in  the  foul  material  from  the 
toes. 

In  all  these  conditions,  however,  they  are  associated  with  some 
form  of  fatty  degeneration,  and  their  peculiar  acid-fast  quality  is 
doubtless  acquired.  They  are  always  bacilli,  for  acid-fast  cocci  are 
never  seen.  They  are  Gram  negative  in  reaction,  and  are  probably 
strains  of  proteus  or  subtilis.  One  feature  is  that  they  will  not 
retain  their  acid-fast  character  when  grown  in  ordinary  media, 
but  on  the  addition  of  lard,  oleic  acid  or  other  fatty  substances  to 
the  medium,  they  will  show  acid-fast  staining.  They  ai-e  therefore 
not  naturally  acid-fast  like  tubercle,  but  acquire  that  property  from 
their  surroundings  in  the  medium  in  which  they  grow.  They  are 
not  the  acid-fasts  of  ozjena. 

It  is  very  significant  that  the  "  acid-fasts  "  of  ozrena  are  far 
more  plentiful  in  old,  dark-coloured,  dry,  fatty  crusts  than  in  the 
more  recently  exuded,  soft,  "  creamy  "  discharge.  The  ques- 
tion therefore  naturally  arises,  Is  it  the  same  organism  as  found 
in  the  ear  and  elsewhere  ?  Although  it  is  undoubtedly  polymorpliic, 
and  often  varies  in  shape  in  direct  films  taken  from  different  cases, 
yet  when  grown  it  always  exhibits  constant  morphological  charac- 
ters, resembling  a  streptothris,  and  retains  its  acid-fast  property. 

It  must  be  clearly  understood  that,  although  it  is  customary 
to  assume  that  those  bacilli  which  lose  their  fuchsine  after  the 
alcohol  bath  are  not  tubercle  bacilli  experience  in  research  has 
fully  established  that  this  is  only  a  partial  truth,  and  that  many 
varieties  of  the  genuine  tubercle  bacillus  do  not  resist  the  alcohol 
bath.  Such  a  distinction  may  be,  and  is,  a  very  useful  routine 
guide  in  the  daily  search  for  tubercle  bacilli  in  sputum,  but  it 
certainly  must  not  be  applied  to  the  refinements  of  research 
without  qualification. 

Many  acid-fasts  which  were  found  in  aural  discharges  and  at 
the  time  discarded  as  being  merely  fortuitous  acid-fasts,  are  now 
regarded  as  genuine  tubercle  bacilli  notwithstanding  their  being 
unconformable  to  orthodox  tinctorial  requirements. 

It  must  not,  therefore,  be  too  readily  assumed  that  an  acid-fast 
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bacillus    morphologically    resembling    tubercle    is     vot     tubercle 
simply  because  it  becomes  colourless  on  washing  with  alcohol. 

Cultivation. 

Early  attempts  to  grow  these  "  acid-fasts  "  were  disappointingly 
unsuccessful,  but  it  was  soon  found  that  they  could  be  "rein- 
forced "  by  adding  a  small  quantity  of  peptone  broth  to  the  crusts 
and  incubatii^g  for  five  days.  As  they  refused  to  grow  aerobically 
or  anaerobically  on  or  iu  any  orthodox  medium,  their  natural  habits 
were  imitated  in  the  following  manner :  Crusts  were  mixed  with 
broth  and  incubated  for  several  days,  then  filtered  and  sterilised  by 
heat.  This  fcetid  broth  medium  was  inoculated  with  crusts,  and  in 
it  the  acid-fasts  grew  in  from  ten  to  fifteen  days.  A  better  plan 
still  is  to  mix  agar  or  Dorset  egg  medium  with  the  foetid  broth  and 
grow  as  smears,  taking  care  to  avoid  drying,  as  the  process  is  a 
long  one.  They  grew  as  long  slender  bacilli  in  felted  clumps 
resembling  streptothrix.  The  growth  period  seemed  to  be  shortened 
by  adding  1  c.c.  of  blood  to  the  foetid  broth. 

All  attempts  to  grow  thom  anaerobically  failed  completely.  In 
every  successful  culture  the  growth  was  scanty. 

Life  History. 

These  acid-fasts  seem  to  increase  in  number  as  the  disease 
progresses.  At  first  they  are  very  few  ;  later  they  are  abundant, 
but  always  most  numei-ous  in  the  crusts.  Careful  search  has  failed 
to  demonstrate  them  in  the  tissues  of  the  nose.  Yet  they  are 
easily  seen  in  the  viscera  of  the  inoculated  guinea-pig.  They  are 
evidently  slow  to  grow  and  are  easily  scavenged  by  a  free  exuda- 
tion;  further,  they  evidently  demand  special  conditions  for  their 
growth  which  the  tissues  themselves  do  not  afford,  much  the  same 
as  do  the  spirochiEtes  and  fusiforms  of  noma. 

Are  they  air-borne  ?  If  they  are,  they  should  also  be  found  in 
rhinitis  sicca  and  other  conditions  associated  with  crusts,  but  they 
are  never  found  iu  such  circumstances. 

Whatever  their  source  may  be  there  exist  in  the  nose  and  its 
accessory  chambers  certain  conditions  peculiarly  favourable  to 
their  growth,  viz.  protection,  moderate  moisture,  moderate  tem- 
perature, constant  supply  of  nutrition  and  air,  together  with 
lipoids  and  a  foetid  substance.  This  last  is  an  important  factor 
and  recalls  the  behaviour  of  spirochajtes  of  Vincent's  disease  and 
of  syphilis,  both  growing  freely  in  foetid  surroundings. 
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They  are,  therefore,  probably  symbiotic  and  depend  upon  tlieir 
foctor  producing  neighbours  the  Cocco-bacillus  foetidus  and  i^roteus 
vulgaris. 

They  are  epicurean  in  their  requirements,  for  they  will  not 
grow  in  or  upon  the  orthodox  media.  Further,  when  passed 
through  an  animal  by  inoculation  they  lose  much  of  their  poly- 
morphic character  and  assume  the  more  definite  streptothricial 
form,  to  which  genus  tliey  doubtless  belong,  and  they  become  still 
more  like  tubercle  bacilli. 


Inoculation  Tests. 

Through  the  courtesy  of  the  Lister  Institute  a  course  of  systematic 
tests  with  guinea-pigs  was  undertaken.  Although  this  is  far  from 
being  finished,  the  results  of  the  first  group,  which  was  dealt  with 
by  Dr.  Henderson  Smith,  may  be  given,  without  prejudice  to  the 
completed  search.  The  quest  is  necessaril}'-  protracted,  but  the 
significance  and  striking  nature  of  the  evidence  already  afforded 
calls  for  their  present  record. 

In  September,  1915,  six  guinea-pigs  were  inoculated  by  Dr. 
H.  Smith  with  a  reinforced  emulsion  made  from  a  well-mai-ked  case 
of  oza;na  (three  intraperitoneal  and  three  subcutaneouslj-). 

Results. — No.  1  died  on  October  25  (sixth  week),  showing 
well-marked  tuberculosis  of  spleen. 

On  November  23  (tenth  week),  the  remaining  five,  appearing 
healthy,  wei"e  killed  and  examined. 

No.  2  revealed  extensive  caseation  of  liver,  spleen,  retro- 
peritoneal and  inguinal  glands. 

No.  3  showed  well-marked  caseation  of  inguinal  glands  but 
viscera  were  apparently  unaffected. 

Nos.  4,  5,  6  appeared  to  be  quite  free  from  any  disease. 

Nos.  1,  2  and  3  were  injected  subcutaneously,  4,  5  and  6 
intraperitoneally. 

Histological  examination  showed  that  the  foci  of  caseation 
were  characteristically  tubercular.  There  were  typical  giant-cell 
systems  with  tubercle  bacilli  in  and  arouud  the  giant  cells.  The 
bacilli  were  all  alcohol-  as  well  as  acid-fast,  and  of  the  slender  type. 

Dr.  Henderson  Smith  reported  as  follows : — 

"  The  smears  from  the  spleen  nodules  and  the  glands  both 
showed  acid-fast  bacilli  very  like  tubercle.  I  have  very  little 
doubt  they  are  tubercle.  I  was  interested  to  find  that  you  obtained 
histological  tubercle  in  the  sections." 
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Emulsions  were  made  from  the  tubercular  viscera  of  Nos  2  and 
•3  with  which  three  guinea-pigs  were  inoculated  on  the  same  day 
(November  23,  1915),  Nos.  1  and  2  subcutaueously,  No.  3  intra- 
peritoneally. 

1qJ/°;    \fr^  '^?"'"^  *'''   ''^''"'  week,  No.  2  during  February, 
1916  (twelfth  week),  both  showing  extensive  gland  caseation  which 
Dr.  bchutze  reported  as  containing  "bacilli  both  acid-  and  alcohol- 
fast,  obviously  tubercular."     Guinea-pig  No.  3  was  lost  sight  of 
It    IS    worth    noting    that    those  injected    intraperitoneally  all 

escaped  infection;  It  was  the  subcutaneously  injected  which  developed 
lesions.     Further,  there  was  no  pulmonary  deposit  in  any  of  them 

Ihus,  excluding  one  animal  which  was  lost  sight  of  five  out  of 
eight  developed  lesions  which  ivere  undmihtedly  tubercular 

In  each  test  the  most  rigid  precautions  against  contamination 
were  taken  at  every  stage  of  the  process,  from  collection  of  the 
crusts  at  hospital,  to  inoculation  of  the  animal. 

No  intranasal  lesions  could  be  found. 

Conclusions. 

It  is  not  claimed  that  this  investigation  has  reached  a  stage  at 
which  an  unequivocal  positive  affirmation  can  be  made.  It  may  not 
be  conclusive,  but  it  is  presumptive.     It  has  shown— 

(i)  That  a  certain  acid-fast  bacillus  is  present  in  every  case  of 
true  ozsna  (atrophic  rhinitis)  which  is  never  found  in  any  allied 
conditions.! 

(ii)  That  it  possesses  a  close  morphological  and  tinctorial 
resemblance  to  the  tubercle  bacillus. 

(iii)  That  the  histological  changes  resemble  those  of  a  tuber- 
culous condition  (lupus  erythematosus). 

(iv)  That  animal  inoculation  produced  lesions  undistinguishable 
trom  tuberculosis. 

But  there  are  two  postulates  which  have  not  been  conformed 
with,  VIZ. : 

(a)   Demonstration  of  the  organism  in  the  diseased  tissues. 

(&)   Production  of  the  disease  in  an  inoculated  animal. 

With  regard  to  the  first,  it  may  be  urged  that  it  is  not  aloue 
m  this  dehciency,  since  other  diseases  share  the  same  defect.  As 
to  the  second,  it  is  almost  an  insuperable  difficulty  in  a  guinea-pig, 
■  Its  presence  is  not  transitory  nor  does  it  appear  to  be  profoundly  mflueneed 
by  general  and  local  treatment,  for  cases  which  ha^e  been  under  observation  for 
severalyears.  notwithstanding  marked  improvenaent,  still  show  plenty  of  "acid- 
fasts     m  smears  taken  from  the  scanty  nasal  exudate 
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not  only  for  anatomical  reasons,  but  also  physiological.  The 
disease  in  man  is  spread  over  a  long  period  of  years,  and  one  can 
hardly  expect  a  condition  of  such  slow  growth  to  be  developed  in 
the  verj'  short  period  of  observation  on  the  short  life  of  the 
animal.  So  that  some  critical  elasticity  is  demanded  in  this 
direction. 

It  must  be  borne  in  mind  that  the  bacillus  of  tubercle  is  poly- 
morphic, and  not  always  alcohol-fast.  That  it  is  often  apparently 
absent  in  conditions  which  other  evidence  has  proved  to  be  tuber- 
cular. Further,  that  as  the  visible  phenomena  of  ozeena  are  strictly 
local  and  superficial,  it  is  not  surprising  that  these  particular  acid- 
fasts  are  restricted  in  their  distribution.  That  the  whole  body 
indirectly  shares  the  trouble  is  amply  proved  by  tuberculin 
reaction. 

Notwithstanding  these  weak  links,  this  pathological  investiga- 
tion supports  the  view  that  atrophic  rhinitis  is  a  disease  closely 
allied  to  tubercle,  and  that  its  subjects  are  purveyors  and  dis- 
tributors of  an  organism  which  is  probahli/  a  variefij  of  the  tubercle 
hacillus. 

Perez  cocco-bacillus. 

Considerable  attention  was  also  paid  to  this  organism,  but  foi- 
many  reasons  its  importance,  still  less  its  claim  to  specificity,  was 
found  to  have  no  foundation.  In  the  first  place,  it  occurs  in  nearly 
every  case  of  ordinary  nasal  catarrh ;  also  in  swabs  from  tonsils 
and  teeth  (pyorrhoea),  and  in  many  other  conditions  remote  from 
atrophic  changes.  But,  most  significantly,  it  was  far  from  constant 
in  ozasna  crusts  from  different  cases,  and  in  the  same  case  at  dif- 
ferent times  of  examination. 

The  acid-fasts  were  the  only  organisms  which  were  constant 
and  persistent.  Whatever  role,  therefore,  Perez  bacillus  may  play, 
it  is  only  supplemental,  and  not  causal.  It  is  only  an  occasional, 
and  not  a  constant  attendant. 
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FINAL  REPORT  ON  THE  ISOLATION  AND  CULTIVATION  OP 
THE  TUBERCLE  BACILLUS  FROM  THE  DISCHARGING 
EAR  IN  CASES  OF  CHRONIC  PURULENT  OTITIS  MEDIA.' 

By  Gkkhaed  Hutchison  Cocks,  M.D.,  F.A.C.S.,  and  James  Gaefikld 
DwYEE,  A.M.,  M.D. 

New  York. 

Adeal  tuberculosis  has  long  occupied  a  prominent  place  in  oto- 
logical  literature.  The  older  writers,  notably  Wilde  (1)  (1853), 
Schwartze  (2)  (1878),  Toj'nbee,  and  others,  recognised  tuberculosis 
of  the  temporal  bone  as  a  definite  clinical  entity.  AVith  the 
discover}'  ot  the  tubercle  bacillus  by  Koch  in  1882,  it  became 
possible  for  the  first  time  to  differentiate  tuberculous  otitis  from 
the  simple  inflammatory  or  pyogenic  form. 

Tuberculosis  may  aifect  the  ear  primarily  or  secondarily.  Cases 
of  primary  tuberculosis  have  been  reported  by  Herman  Knapp  (-3), 
Goldstein  (4),  McEwen,  Milligan  (5),  Zaufal  (6),  McCaw  (7),  and 
others. 

Secondary  aural  tuberculosis  may  complicate  pulmonary  tubercle, 
or  may  result  from  tuberculosis  of  the  glands,  intestines,  bones,  etc. 
A  frequent  cause  is  a  tuberculous  adenoid.  Nasal  tuberculosis  is  a 
rare  ^etiological  factor. 

The  acute  form  of  tubercular  otitis  is  characterised  clinically  by 

its  rapid  onset ;  the  occurrence  of  multiple  small  perforations  which 

quickly  coalesce,  forming  a  large  defect ;  the  rapid  formation  of 

.  granulations ;  early  periotic  glandular  involvement ;  and  the  early 

appearance  of  facial  paralysis. 

The  chronic  type  of  tuberculosis  of  the  ear  is  distinguished  by 
its  painless  onset,  protracted  course,  and  resistance  to  treatment. 
Extensive  destruction  of  bone,  often  leading  to  facial  paralysis,  is 
extremely  characteristic  of  this  disease.  Rarely,  tubercles  appeai-ing 
as  yellowish  spots  may  be  seen  through  the  semi-transparent  tym- 
panic membrane. 

Macleod  Yearsley  (8)  states  that  the  tuberculous  perforation  is 
usually  circular,  with  pale,  thick,  and  indolent  edge,  showing  no 
reparative  activity,  and  generally  situated  in  the  posterior  superior 
quadrant.     He  says  "  that  the  establishment  of  a  painless  perfora- 

'  Paper  read  at  the  Annual  Meeting  of  the  American  Laryngologioal,  Rhino- 
logieal,  and  Otological  Society  at  White  Sulphur  Springs,  West  Virginia,  May  5, 
1916. 
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tion  in  this  situation  is  considered  by  Buck  and  Blake  as  patho- 
gnomonic of  tubercle." 

The  series  of  cases  of  tuberculous  otitis  observed  by  us  and 
reported  below  do  not  show  tympanic  perforations  in  this  locality. 

The  early  methods  employed  to  identify  aui'al  tuberculosis  are 
jas  follows  : 

(1)  Staining  the  aural  discharge,  excised  granulations,  or  tissue 
for  tubercle  bacilli. 

(2)  Excision  and  microscopic  examination  of  dead  bone,  granula- 
tions, or  tissue  taken  from  the  tympanic  cavity  or  ma.stoid. 

(3)  Excision  of  periotic  lymph  glands. 

(4)  The  von  Pirquet  reaction,  if  positive  in  children  under  two 
years  of  age,  i.s  highly  suggestive  of  aural  tuberculosi-s,  especially 
if  no  other  active  tubercular  lesion  is  found. 

(5)  Tuberculin  injections  have  also  been  a  valuable  diagnostic 
aid. 

(6)  Animal  inoculation,  although  subject  to  many  difficulties 
-and  delays,  has  been  the  most  certain  method  in  the  past. 

(7)  The  complement  fixation  test,  recently  devised  byDr.  R.  H. 
Miller  in  Prof.  Zinsser's  laboratoi'y  at  Columbia  University,  New 
York,  gives  promise  of  becoming  an  important  method  of  diagnosis. 

(8)  The  cytologic  examination  of  the  pus  from  the  discharging 
lear,  together  with  the  proteolytic  action  of  the  pus,  has  been  shown 
by  Brieger  to  be  absolutely  valueless*  as  a  means  of  differentiating 
tubercular  from  pyogenic  suppurations.  This  observation  was 
recently  confirmed  by  one  of  us  (Dwyer). 

In  a  preliminary  communication  (9)  we  reported  in  January,  1915, 
a  new  method  for  isolating  and  cultivating  the  tubercle  bacillus 
from  discharging  ears  and  mastoid  wounds.  This  method  was 
based  upon  the  use  of  antiformin,  which  destroys  all  the  common 
pyogenic  organisms  except  the  acid-fast  group.  The  ordinary 
procedure  used  in  the  examination  of  sputum  was  modified  some- 
what because  of  the  difference  in  character  of  the  aural  discharge 
-and  sputum.     The  method  was  as  follows  : 

The  discharge  was  obtained  in  as  large  a  bulk  as  possible  in  a 
small  quantity  of  normal  salt  solution,  the  latter  being  used  in  an 
amount  just  sufficient  to  wash  out  the  pus.  The  water  used  in 
making  up  the  salt  solution  was  freshly  distilled  each  day  in  order 
to  be  sure  chat  none  of  the  acid-fast  organisms  present  in  tap  water 
or  in  old  distilled  water  could  vitiate  our  resu  ts.  This  disch;iro-e 
was  then  treated  with  an  equal  amount  of  15  per  cent,  antiformin, 
and  the  whole  was  allowed  to  stand  for  a  varying  period,  depend- 

20 
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ing  upon  the  consistency  of  the  mixture,  etc.  It  was  then  centri- 
fugalised,  and  the  precipitate  was  washed  in  order  to  remove  the 
excess  of  alkali.  Smears  were  then  made  from  the  precipitate  and 
stained  by  the  Ziehl-Neelsen  and  Pappenheimer  method.  In  this 
way  we  were  able  to  demonstrate  the  organism  with  reasonable 
certainty.  By  this  method,  no  matter  how  much  care  is  exercised, 
there  is  always  an  element  of  uncertainty  in  morphological  dia- 
gnosis alone,  as  in  many  of  the  old  chronic  suppui-ating  ears  the 
acid-fast  epitheloid  flakes  are  apt  to  be  mistaken  for  tubercle 
bacilli.  These  flakes  are  present  in  a  large  proportion  of  chronic 
cases. 

In  the  series  reported  in  our  preliminarj^  paper  an  effort  was 
made  to  isolate  the  organisms  from  the  discharge  and  cultivate 
them  directly  upon  special  media  so  that  there  could  be  no  ques- 
tion as  to  the  diagnosis.  Thus,  animal  inoculation  was  eliminated 
and  much  time  was  saved.  This  was  made  possible  by  the  use  of 
Petroff's  media,  a  full  account  of  which  appears  in  the  Jountal  of 
Experimental  Medicine,  January,  191.").  During  the  summer  of 
1914,  Petroff,  working  in  the  bacteriological  laboratory  of  the 
College  of  Physicians  and  Surgeons,  Columbia  University,  devised 
a  specific  medium,  which  we  have  used  successfully  for  cultivating 
the  tubei-cle  bacillus. 

The  method  we  employed  in  the  preliminary  work  is  somewhat 
different  from  Petroff's.  It  is  really  a  combination  of  Petroff's 
method  of  isolating  from  sputum  and  his  method  for  fasces.  This 
modification  was  rendered  necessary'  by  the  large  number  of  spore- 
forming  oi'ganisms  often  present  in  chronic  otitis.  Our  tecbnicjne  is 
as  follows  : 

After  obtaining  tlie  aural  discbarge  in  a  wide-moiitli  bottle,  it  was  imuiediately 
satui-ated  with  sodium  chloride  and  allowed  to  stand  for  from  half  an  hour  to  an 
hour.  At  the  end  of  this  time  the  bacteria,  are  found  floating  on  the  surface. 
This  floating  film  is  then  collected  with  a  deflagration  spoon  in  a  wide-mouth 
bottle,  and  an  equal  volume  of  normal  sodium  liydroxide  added.  The  mixture  is 
shaken  well  and  left  for  digestion  in  the  incubator  at  37"  C.  for  one  tq  two  hours 
c>r  longer,  care  being  taken  to  shake  it  every  half  hour.  The  mixture  is  then 
neutralised  through  sterile  litmus  paper  with  normal  hydrochloric  acid,  and  the 
sediment  is  inoculated  into  several  test  tubes.  Growth  usually  occurs  in  from 
fifteen  to  thirty  days. 

The  technique  employed  at  present  is  as  follows  : 

A  solution  of  3  per  cent,  sodium  hydrate  is  used  to  wash  the  discharge 
from  the  ear  or  mastoid  wound.  This  discliarge  is  then  allowed  to  stand  in  a 
sterile  flask  in  an  incubator  from  one  to  three  hours,  being  shaken  at  intervals 
When  the  flakes  of  mucus  have  been  dissolved,  we  then  thoroughly  centrifuge 
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the  mixture,  and  i)our  off  tlie  supernatant  fluid.  Tlie  precipitate  is  neutralised, 
as  in  tlie  old  method,  with  normal  hydrochloric  acid,  using  litmus  as  an  indicator. 
The  residue  is  then  inoculated  into  a  series  of  Miller's  (10)  culture  media.  The 
basis  of  this  medium  is  an  extract  of  the  glands,  spleen,  and  lymphatic  tissue  of 
laboratory  animals.  This  material  is  employed  because  of  the  well-known  pre- 
ference of  the  tubercle  bacillus  for  glandxilar  tissue.  Growth  takes  place  in  from 
ten  to  twenty  days,  much  more  quickly  than  where  the  original  Petroff  medium 
is  employed.     Subcultures  are  then  made. 

AVe  have  succeeded  in  isolating  and  cultivating  to  date  nine 
cases  of  aural  tuberculosis,  using,  as  stated  above,  the  antiformin 
method  and  Petroff  culture  medium  in  the  earlj'  cases,  and  sodium 
hydrate,  in  conjunction  with  Miller's  culture  medium,  in  the  late 
cases.  We  have,  in  addition,  six  cases  of  aural  tuberculosis  and 
one  case  of  tuberculosis  of  the  antrum  of  Higlimore,  all  identified 
by  stained  smears  made  by  the  antiformin  method.  These  last, 
together  -with  three  of  the  nine  culture  cases,  were  described  in 
our  preliminary  report. 

Thus  far  we  have  not  attempted  to  differentiate  the  human 
and  bovine  types  of  organism  because  of  the  limited  amount  of 
'time  at  our  disposal.     A  brief  synopsis  of  the  histories  follows  : 

Case  1. — Samuel  S ,  aged  fourteen.     This  patient  was  first  seen  on  the 

operating  table  at  the  Manhattan  Hospital.  He  was  sent  in  for  an  adenoid  and 
tonsil  operation.  On  examination  under  ether,  a  small  teratoma  of  the  naso- 
l)ha:-ynx  was  found.  His  tonsils  were  small  and  buried.  They  were  removed,  and 
the  teratoma  was  excised.  At  this  time  we  were  examining  all  children  with 
chronic  purulent  otitis  for  tubercle.  Finding  that  this  boy  had  chronic  discharging 
ears,  a  culture  was  taken.  The  patient  was  under-sized,  but  otherwise  healthy  in 
appearance.  He  was  a  mouth-breather,  due  to  a  right-sided  septal  deflection.  A 
few  small  cervical  glands  were  felt  on  both  sides  of  the  neck  in  the  posterior 
group.  There  was  no  periotio  glandular  enlargement.  His  chest  was  pigeon- 
shaped.  Examination  of  the  lungs  was  negative.  A  radiograph  of  .the  chest 
failed  to  show  signs  of  tubercxilosis.  There  was  moderate  purulent  discharge 
from  both  ears.  The  left  ear  had  a  large,  non-marginal  perforation.  In  the 
right  ear  there  was  a  small  central  perfoi'ation.  There  was  nothing  suggestive 
of  tuberculosis  in  either  tympanic  jjicture.  Pus  was  washed  from  the  ears  into 
a  single  flask,  and  tubercle  bacilli  cultivated.  Under  cleansing  treatment  and  in- 
stillations of  alcohol,  the  discharge  ceased  in  the  right  ear.  The  left  side  was  still 
suppurating  when   last  seen,  though  less  profusely. 

C'.tsE  2, — Frank  E ,  aged  three,  a  patient  of  Dr.  Fowler  in  Dr.  Phillips 

clinic.  An  accurate  history  could  not  be  obtained  from  the  mother,  who  was 
unable  to  speak  English.  The  child  has  suffered  from  a  bilateral  purulent  dis- 
charge for  two  years  or  more.  He  has  never  had  any  of  the  ordinary  infectious 
diseases  of  childhood.  Examination :  Pus  in  both  canals.  Left  drum :  Oval 
perforation  in  front  of  malleus  handle.  Eight  drum:  Small  roimd  central 
jjerforation.  No  i^eriotic  or  cervical  glands.  He  has  adenoids  and  hypertrophied 
tonsils.     Tubercle  bacilli  cultivated  from  washings  from  ears. 

Case  3. — Italian  child,  aged  four,  from  Dr.  Phillips'  clinic.     Two  years  ago  the 
child  had  measles,  chickenpox,  pneumonia.    P^or  nine  months  he  has  had  a  purulent 
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discharge  from  the  right  ear.  The  external  auditory  canal  was  filled  with  a  large 
polyp.    Tubei-cle  bacilli  were  cultivated  by  Petroff's  method. 

Case   4. — R.   P ,  aged  eighteen  months,  a  patient  of  Dr.  John  Eae  and 

Dr.  Culbert.  The  mother  suffered  from  pulmonary  tuberculosis.  The  child  had 
extensive  cervical  adenitis  and  a  positive  von  Pirquet  test.  Was  operated  upon 
for  bilateral  mastoiditis.  The  wounds  would  heal  and  then  break  down.  At 
the  present  time  the  patient  is  being  given  tuberculin  treatment.  Positive 
tmltui-e  obtained. 

Case  5. — L ,  aged  twenty-two,  a  patient  of  Dr.  Haskin.     Typical  objective 

tubercular  otitis  media,  with  a  large  defect  in  the  tympanic  membrane.  Exuberant 
granulations.  Pieces  of  dead  bone  came  away  in  the  aural  discharge.  On  one 
occasion  the  incus  was  brushed  out  when  the  ear  was  being  swabbed  with  a 
cotton  applicator.  This  man  at  one  time  had  a  pulmonary  lesion  which  is  now 
quiescent. 

Case  6. — S.  L ,  a  patient  of  Dr.  Cocks,  in  the  service  of  Dr.  Gorham  Bacon, 

at  the  New  York  Eye  and  Ear  Infirmary.  This  woman,  aged  sixty-six,  has  suffered 
from  a  right-sided  aural  discharge  for  thirty  years.  There  was  a  large  centi-al 
perforation  with  granulations  hanging  down  fi-om  the  upper  part  of  the  defect. 
There  was  absolutely  nothing  suggestive  of  tubercular  otitis  in  the  clinical 
pictui-e.  The  diagnosis  of  tuberculosis  was  made  from  the  culture  alone.  At  this 
time  we  were  examining  the  aural  discharge  from  all  the  chronic  purulent  cases 
which  came  to  the  clinic. 

Case  7. — M.  T ,  aged  five,  observed  by  Dr.  Cocks  in  Dr.  Phillips'  clinic. 

Patient  has  had  a  discharge  from  the  left  ear  off  and  on  since  she  had  scarlet 
fever  three  years  ago.  Adenoids  and  tonsils  were  removed  two  months  before. 
Por  the  past  three  months  the  left  ear  has  been  discharging  almost  constantly. 
Discharge  not  affected  by  the  adenoid  and  tonsil  operation.  The  parents  are  well. 
One  other  child  is  healthy.  Specimen  of  ear  discharge  was  cultured  for  tubercle 
bacilli  and  found  positive. 

Case  8. — T.  F ,  aged  five.     Treated  by  Dr.  Sharp.     Otitis  media  purulenta 

chronica  (left)  has  existed  for  two  and  a  half  years.  There  is  a  chronic  discharge, 
which  started  with  pertussis  and  eai-ache.  Three  other  childi-en  are  all  healthy. 
Patient  has  adenoids  and  enlarged  tonsils.  Referred  for  adenoid  and  tonsil 
operation.  Left  ear  has  a  small  non-marginal  perforation  from  which  a  drop  of 
pus  oozes.     Cultui'e,  positive. 

Case  9. — H.  E ,  aged  three,  a  patient  of  Dr.  Cocks  in  the  Throat  service. 

One  and  a  half  years  before,  patient  fell  and  received  traumatism  at  inner  side  of 
<jye  over  lower  part  of  forehead.  When  first  seen  patient  liad  a  skin  fistula  at  this 
point  communicating  with  the  ethmoid  cells.  An  external  radical  operation  on 
the  ethmoid  was  pei-formed,  and  the  woimd  was  closed.  It  has  remained  dry  for 
one  year.  While  in  hospital  the  patient  had  a  foul  discharge  from  one  ear.  With 
a  probe  in  the  canal,  a  defect  was  found  in  the  posterior  canal  wall.  Knowing 
that  we  were  dealing  with  a  case  of  otitis  media  purulenta  chronica,  with  necrosis 
of  the  canal  wall,  we  exposed  the  mastoid  and  performed  a  radical  operation.  The 
wound  healed  and  ear  became  dry.  In  the  past  year  there  has  been  occasionally 
some  secretion  from  the  middle  ear  for  a  few  weeks  at  a  time  ;  then  the  ear  heals 
again  and  remains  dry.     The  culture  was  positive. 

The  following  cases  were  examined  by  Dr.  Dwyer  by  the 
-anti formiu  method.  The  precipitate  from  the  washing  was  stained 
lor  tubercle.     These  last  seven  cases  were  not  cultured. 
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Case  10. — Dr.  Hubby's  patient,  in  Dr.  Phillips'  clinic.  Child,  aged  one.  No 
family  history  of  tuberculosis.  This  apparently  healthy  child  had  an  attack  of 
acute  otitis.  One  week  later  Dr.  Hubby  examined  the  patient  and  found 
mastoiditis  and  facial  paralysis.  Operation  revealed  a  broken  down  mastoid,  full 
of  pus.  Following  the  operation,  the  wound  showed  absolutely  no  attempt  at 
repair,  although  the  child  looked  healthy.  Pus  from  the  mastoid  wound  during  a 
post-operative  dressing  revealed  tubercle  bacilli.  About  one  month  later  the  child 
ceased  coming  to  the  clinic,  and  is  said  to  have  died  from  meningitis — presumably 
tuberculous. 

Case  11. — Dr.  H.  Beattie  Brown's  patient.  A  young  woman,  aged  twenty, 
suffering  from  pulmonary  tuberculosis,  was  sent  to  the  Manhattan  Hospital  for 
extreme  swelling  and  oedema  over  the  mastoid.  The  cervical  glands  on  the  same 
side  of  the  neck  were  markedly  enlarged.  Investigation  showed  furunculosis  of 
tlie  external  auditory  canal.  After  three  injections  with  a  stajjhylococcus  vaccine 
the  furuncular  obstruction  disapjjeared,  and  it  was  possible  to  obtain  pus  from 
the  suppurating  middle  ear.  Smears  showed  tubercle  bacilli.  One  month's 
treatment  with  tuberculin  produced  a  cessation  of  the  aural  discharge  and 
complete  disappearance  of  the  glandular  enlargement. 

Case  12. — Patient  of  Dr. 'VT.  L.  Culbert.      Mary   M ,  aged  seven  months. 

Family  history  negative.  Both  parents  and  three  other  children  are  living  and 
well.  Five  weeks  before  coming  to  the  clinic  the  child  had  a  purulent  discharge 
from  the  right  ear.  Three  weeks  later  facial  paralysis  developed.  The  child  had 
three  oi^erations  :  the  first  a  simple  mastoid  operation  in  March,  lVil4  ;  the  second 
for  supjjuration  of  the  parotid  gland  ;  and  the  third  for  removal  of  enlarged 
cervical  glands.  The  mastoid  wound  healed  very  sluggishly.  Pus  taken  at  the 
time  the  wound  was  dressed  revealed  tubercle  bacilli.  Dr.  Culvert  has  given  the 
patient  tuberculin  injections. 

Case   13. —Dr.   Haskin's  case.     J.   E .  coloured   man,  aged    twenty-nine. 

Chronic  purulent  otitis  media.  Typical  tuberculosis  of  the  ear.  Small  particles 
of  bgne  could  be  picked  away.  Antiformiu  method  and  stained  smears  showed 
tubercle  baciUi.  This  patient  had  tubercuhisis  of  the  lungs,  and  was  referred  to 
the  Otisville  Sanatorium. 

Case  14. — Dr.  Haskin's  case.     McG ,  aged  thirty-two.     Onset  of  suppurative 

otitis  media,  without  pain.  Sapid  destruction  of  drum.  Patient's  physical 
appearance  was  excellent.     He  gave  a  history  of  having  had  rectal  fistula;. 

Case  1.5. — Dr.  Dwyer's  case  of  a  baby,  aged  eighteen  months,  upon  whom  he 
operated  for  a  subperiosteal  abscess.  There  was  a  sequestrum  involving  the  entire 
mastoid  process.  Smears  from  the  pus  showed  tubercle  bacilli.  In  this  case  there 
was  a  positive  von  Pirquet  reaction.     Death  ensued  from  tubercular  meningitis. 

Case  16. — Tuberculosis  of  the  maxillary  antrum,  with  tubercle  bacilli  in  the 
washings  from  the  antral  cavity. 

This  case  was  presented  before  the  Section  on  Laryngology  by  one  of  us  (Cocks). 
The  patient  is  a  man,  aged  thirty-four,  who  had  an  arrested  pulmonary  tuber- 
cular lesion.  By  perforating  the  antrum  through  the  inferior  meatus  of  the 
nose,  large  tenacious  clumi)s  of  muco-pus  of  a  peculiar  orange  colour  were  ob- 
tained in  the  washings.  Large  numbers  of  tubercle  bacilli  were  found  in  the 
precipitate. 

One  series  of  cases  examined  in  the  course  of  our  investigation 
consisted  of  all  children  wlio  came  to  the  clinic  during  a  certain 
period  suffering  from  chronic  purulent   otitis  media.     The   aural 
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discharge  from  these  children  —  32  cases  in  all  — was  cultivated  for 
tubercle  bacilli,  regardless  of  the  clinical  picture  presented.  The 
ages  of  the  children  varied  from  ten  months  to  fifteen  years. 
Among  these  32  cases  we  found  5  positive  cultures,  showing, 
according  to  onr  figures,  that  lo'6  per  cent,  of  all  chronic  purulent 
otitis  media  cases  in  childhood  are  tuberculous. 

It  seems  fair  to  assume,  from  our  investigations,  that  the  cultural 
method  is  a  reliable,  accurate,  and  fairly  rapid  method  of  diagnos- 
ticating aural  tuberculosis,  and  one  which  should  prove  of  con- 
siderable value  in  the  further  study  of  this  important  subject. 

We  wish  to  express  our  thanks  to  Dr.  Gorham  Bacon  and  Dr. 
Wendell  Phillips  for  placing  clinical  material  at  our  disposal,  also 
to  Mr.  Schacter,  of  the  College  of  Physicians  and  Surgeons,  New 
York,  for  making  cultures  in  some  of  the  cases. 
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CLINICAL     NOTE. 


THE  LOSS  OF  HEARING   FOR   MUSICAL  TONES  AND  ITS  BEARING 
UPON    THEORIES  OF   AUDITION. 

By  ])an  McKenzie. 

I  HAVE  recently  had  an  opportunity  of  examining  one  of  those  cases, 
happily  rare,  in  which  (Otosclerosis  leads  to  a  disorganisation  of  the  sense 
of  musical  pitch.  As  the  patient  was,  unfortunately  for  him,  an  organist 
and  teacher  of  music,  he  was  only  too  well  qualified  to  analyse  and  to 
appreciate  the  evil  effects  of  this  distracting  change.  Until  its  appear- 
ance his  "  ear  for  music  "  had  been  acute  and  reliable,  in  spite  of  the  fact 
that  in  other  respects  he  had,  for  more  than  twenty  years,  been  very  deaf 
indeed ;  and  it  was  not  imtil  about  six  weeks  before  I  saw  liim  that  lie 
first  discovered  that  he  had  suddenly  become  unable  to  check  his  piauo- 
plajdng  pvipils  when  they  struck  a  false  note.  His  greatest  difficulty,  lie 
thought,  was  with  F  sharp  in  alt,  and  in  playing  the  organ  he  was  less  sure 
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of  the  four-foot  than  of  the  eight-foot  stop — the  former  being  an  octave 
higher  than  the  latter,  which  is  the  fiiudam9ntal  note.  About  the  same 
time  also  he  was  informed  that  he  himself  could  uo  longer  sing  in  tune. 

Examination  corroborated  his  story.  In  taking  the  note  from  tuning 
forks,  sometimes  he  was  correct,  at  other  times  lie  struck  a  note  about  a 
full  tone  higlier  than  I  did,  and  in  the  case  of  one  of  niv  forks  which 
had  developed  overtones  from  age  and  hard  work,  liis  attempts  to  repro- 
duce the  note  only  ended  in  confusion,  although  he  correctlv  guessed 
that  the  fundamental  was  middle  C.  Thus  he  experienced  difficulty  in 
aualvsiug  or  disentangling  mingled  tones. 

We  were  finally  leil  to  the  diagnosis  of  otosclerosis  beginning  to 
affect  the  laljyriuth.  It  will  be  remembered  tliat  the  symptom  we  are 
discussing  is  noted  by  Politzer  ("  Diseases  of  the  Ear,"  fifth  edition, 
Eug.  Trans.,  p.  365)  as  a  characteristic  of  this  stage  of  the  disease. 

Several  years  ago  I  met  with  another  case  of  disturbed  tone-apprecia- 
tion. Tliis  man,  who  also  was  an  organist,  had  had  a  cold  in  his  head, 
and  one  day  when  he  was  at  practice  he  was  surprised  to  find  that  the 
l>ass  notes  in  the  organ  had  all  gone  flat.  Proceeding  to  investigate  the 
cause,  he  found  that  the  change  was  due,  not  to  any  fault  in  the  instru- 
ment, but  to  the  curious  fact  that  in  his  left  ear  all  tlie  notes  were  sound- 
ing half  a  tone  lower  than  in  his  right  ear.  In  his  case,  tlie  trouble  was 
found  to  be  a  subacute  catarrh  of  the  miildle  ear,  which  was  quickly 
cured,  with  complete  restoration  of  the  hearing  to  the  normal.  (In  the 
first  case,  unfortunately,  the  prognosis  is  not  good.) 

Cases  like  these  go  to  support  the  Helmholtz  theory  that  the  auah-sis 
of  sound  takes  place  in  the  cochlea,  and  not  in  the  brain,  as  the  Rutherford 
•■  telephone  "  theory  seems  to  suggest. 

In  neither  of  the  patients  was  there  the  slightest  sign  of  any  cerebral 
or  otlier  central  nerve  lesion,  consequently  the  difference  between  the  cases 
must  have  l)eeu  due  to  the  difference  in  situation  of  the  lesion  in  the  ear. 

In  the  first  case  the  disease  was  att'ecting  the  labyrinth,  and  liad 
destroyed  the  "  musical  ear"  by  a  haphazai-d  singling  out  of  some  notes, 
especially  or  solely. 

In  the  second  case,  on  the  otlier  hand,  the  cause  was  tympanic,  and 
tlie  effect  pro<luced  was  that  of  a  uniform  lowering  in  pitch  of  all  the 
musical  sounds  heard  by  the  affecteil  ear. 

Now  it  seems  to  me  that,  if  the  "  telephone  '  theory  were  correct,  any 
lesion  in  the  ear,  whether  tympanic  or  cochlear,  of  a  kind  t(j  affect  tone- 
hearing,  would  induce  just  such  an  effect  as  was  perceived  by  tlie  secimd 
patient.  In  addition  to  a  loss  of  acuteuess  of  hearing — the  equivalent  of 
a  reduction  in  lotidness  of  the  sound — there  would  be  induced  a  reduction 
in  the  rate  of  vibrations  per  second  Ijy  the  retarding  action  upon  tlie 
transmission  of  sound  due  to  the  lesion,  whether  that  transmission  was 
effected  by  a  physical  or  by  a  nervous  agent.  But,  as  in  the  first  case, 
the  hearing  for  musical  tones  had  been  disorganised  differentially, 
and  not  uniformly,  and  as  in  that  case  the  disease  was  labyrinthine, 
it  is,  to  be  sure,  difBcult  to  escape  from  the  conclusion  that  it  must  be  in 
the  cochlea — the  peripheral  sen.se-orgau — that  the  analysis  of  musical 
sounds  is  made. 

More  than  one  clinical  fact  has  of  late  been  found  to  lend  support  to 
the  Helmholtz  theory,  and  to  those  this  one  also  may  evidently  be 
added,  that  disease  situated  in  the  labyrinth,  in  addition  to  causing  deaf- 
ness of  the  familiar  kinil,  may  also  <lestroy  the  faculty  of  appreciating 
musical  tones. 
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The  Histological  Features  of  Rhinophyma  (Epidiascoplc 
Demonstration). — Sir  William  Milligan.— Male,  aged  fifty-eight. 
The  enlarged  and  lobiilated  appearance  of  the  nose  has  existed  for  years. 
He  has  been  troubled  with  chronic  acne  rosacea  of  the  face  for  some 
time  past.  He  drinks  beer,  but  not  in  excess.  The  heart,  lungs,  and 
kidneys  are  normal.  Cases  of  rhinophyma  are  not  rarely  seen,  but 
are  not  often  operated  upon,  because  they  are  thought  to  be  very 
vascular.  Yet,  although  some  of  my  cases  have  been  vascular,  the 
bleeding  has  never  been  enough  to  worry  about.  The  exact  getiology  is 
not  known.  Some  jsathologists  consider  that  a  rhinophyma  is  a  soft 
fibroma  of  the  skin,  others,  that  it  is  the  result  of  an  angio-neurosis, 
others,  again,  that  it  is  the  terminal  result  of  acne  rosacea.  Oilier  calls 
it  "  elejjhantiasis  des  buveurs  "  because  he  has  found  it  to  occur  amongst 
those  who  drink  very  freely.  That  lias  not  been  my  experience.  I 
think  it  is  the  resxdt  of  acne  rosacea,  and  in  one  or  two  of  my  cases 
the  disease  has  been  present  in  other  parts  of  the  body. 

Lantern  slides  of  the  patient's  appearance  before  and  after  operation 
are  shown.  One  can  see  the  openings  of  very  large  sebaceous  glands,  and 
there  is  always  a  quantity  of  sebum  upon  the  skin.  This  man  has  had 
rhinophyma  a  number  of  years,  and  came  to  the  Roval  Infirmary,  asking 
whether  anything  could  be  done  for  him. 

I  made  an  incision  down  the  centre  of  the  dorsum  of  the  nose,  and 
two  lateral  incisions  round  the  side  of  the  nose,  and  partly  with  a  very 
sharp)  knife  and  partly  with  a  very  sharp  razor  stripped  all  the  lobulated 
and  hypertrophied  tissue  from  the  side  of  the  nose,  being  careful  not  to 
injure  the  cartilages.  During  the  dissection  the  nose  was  kept  jslugged 
with  pledgets  of  wool  to  keep  it  distended.  A  skin-graft  was  taken 
from  the  patient's  leg,  to  cover  immediately  the  whole  raw  surface. 
I  then  covered  the  graft  with  gold  leaf  and  put  on  a  simple  dressing, 
fixed  it  with  plaster,  and  left  it  there  five  days,  when  it  was  found  that 
the  graft  had  taken  completely. 

HIsfoIoijy. — The  surface  epithelium  is  intact,  and  in  most  places 
not  thickened  at  all.  The  main  thickening  occurs  in  the  subcutaneous 
tissue,  where  there  is  considerable  hypertrophy.  Many  of  the  sections 
show  a  deposit  of  fat  in  the  subcutaneous  tissue.  There  is  an  interstitial 
hyperplasia,  the  blood-vessels  are  enlarged,  as  also  are  the  lymphatics, 
and  there  is  an  enormous  dilatation  of  the  sebaceous  glands — to  four  or 
five  times  their  normal  size.  Some  observers  say  they  are  also  increased 
in  number.  The  lobulated  condition  is  due  to  thickening  of  the  sub- 
cutaneous tissue.  I  think  the  condition  should  be  operated  upon, 
because  it  is  so  unsightly.  I  have  not  seen  a  case  in  a  female,  though 
believe  cases  have  been  recorded. 

Mr.  Dawson  :  I  show  a  photograph  of  a  man  on  whom  I  operated  a 
few   years   ago.      He  was   aged    seventy-three.      The   condition   begins 
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suddenly,  with  flushing  of  the  nose,  which  is  first  tempurary,  and  then 
becomes  permaiieut,  and  hyperplasia  occurs  round  the  blood-vessels. 
There  is  a  hyper-developmeut  of  the  sebaceous  glands,  so  thiit  instead 
of  being  about  ^  in.  in  depth,  they  are  ^  in.  to  f  in.  deep.  I  think  skin- 
grafting  is  not  necessary  in  these  cases  :  if  some  true  skin  is  left,  there 
mil  be  no  scar  ;  there  was  none  in  my  eases. 

Dr.  William  Hill  :  Captiiin  Co]je  operated  upon  such  a  case  of  acne 
rosacea,  and  he  used  a  razor  and  simply  shaved  oft'  what  he  judged  to  be 
a  sufficient  amount  of  tissue,  leaviug  enough  for  a  normal-sized  tip.  He 
did  not  graft,  but  simply  used  a  little  plain  water  dressing.  He  did  not 
meet  with  much  bleeding,  and  what  there  was  could  be  dealt  with  by 
pressure.  Mr.  Dawson's  photographs  bear  out  what  can  be  done  without 
skin-grafting. 

Major  Kent  Hughes  :  Recently  I  had  a  similar  case,  but  a  little 
more  aggravated  in  degree.  There  were  three  lobes,  two  of  which  seemed 
to  belong  to  the  same  growth ;  that  on  the  right  side  was  separate.  I 
operated  only  on  the  right  side.  There  was  no  excess  of  sebum  on  the 
skin,  I  was  not  forced  to  skin-graft,  because  I  could  get  enough  skin 
from  the  root  of  the  tumour  to  restore  the  shape  of  the  nose  on  that 
side.  I  put  in  a  few  stitches  and  sent  the  patient  home.  I  employed 
local  anaesthesia.     The  operation  was  done  about  three  weeks  ago. 

Dr.  Watson  Williams  :  It  will  be  interesting  to  learn  the  later 
history  of  this  case,  especially  as  to  whether  the  use  of  part  of  the  skin 
for  the  graft  has  led  to  recurrence.  The  result  obtained  by  Sir  William 
Milligan  after  skin-grafting  with  healthy  skin  from  another  region  is 
so  admirable  that  it  tempts  one  to  employ  the  same  measure,  and  one 
feels  that  grafting  must  expedite  recovery  when  so  considerable  an  area 
has  to  become  covered. 

Mr.  E.  D.  D.  Davis:  The  late  Mr.  Stanley  Boyd  operated  on  a 
number  of  these  cases  by  shaving  the  redundant  tissue  with  a  razor,  and 
he  described  it  as  like  paring  a  pear.  His  results  were  fairly  good.  I 
had  such  a  case  five  years  ago.  I  made  an  incision  parallel  with  the 
edge  of  the  nostril  and  over  the  bridge  of  the  nose,  and  after  removal 
of  the  growth  stitched  with  horsehair.  The  case  was  very  satisfactory. 
The  patient  was  a  publican.  I  saw  him  thiee  weeks  after  the  operation, 
but  not  since,  so  I  cannot  say  whether  there  has  been  any  recurrence. 

Dr.  Kelson  :  What  ausesthetic  was  used  ?  It  is  an  important  point, 
because  these  patients  in  many  instances  have  visceral  disease.  The 
tissue  removed  is  very  insensitive,  for  a  surgeon  told  me  he  h;id  operated 
upon  several  without  any  anaesthetic,  and  the  procedure  was  borne  very 
well. 

Sir  William  Milligan  fin  reply)  .  I  do  not  lay  great  stress  on 
"skin-grafting,  but  I  think  it  expedites  the  healing  process,  and  may  be  a 
factor  in  preventing  recurrence.  I  do  not  agree  with  making  use  of  the 
skin  in  the  immediate  locality,  because  it  is  diflicult  to  tell  whether  the 
hyperplastic  process  is  not  tracking  along  the  subcutaneous  tissue.  I 
have  not  always  skin-grafted  in  these  cases  ;  sometimes  I  have  simply 
shaved  oft'  the  hypertrophied  tissue.  The  anaesthetic  used  was,  I  believe, 
open  ether,  followed  by  chloroform. 

Removal  of  a  Fish-bone  from  the  Larynx  in  Adult  Females. — 
Sir  William  Milligan.  —  Case  1. — Patient,  a  female,  aged  forty -eight. 
She  inhaled  the  fishbone  during  a  meal.  There  was  a  severe  fit  of 
coughing  and  slight  blood-stained  expectoration. 
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Case  2. — Patieut,  a  female,  aged  thirty.  The  same  historv  as  in 
Case  1. 

Dr.  DuxDAS  Grant  :  I  slmukl  like  tci  know  how  the  large  boues  were 
lying  in  the  larynx. 

Sir  William  Milligan  (in  reply)  :  The  larger  fish-bone  was  lying 
across  the  larynx,  more  or  less  embedded  in  swollen  mucous  membrane. 
It  had  been  iu  the  larynx  five  or  six  days.  The  small  fish-bone  was  lying 
turned  up  under  the  left  false  vocal  cord,  with  the  point  embedded  in  the 
mucous  membrane  of  the  opposite  side  of  the  larynx. 

Foreign  Bodies  removed  from  the  Bronchi  by  Upper  Bron- 
choscopy. —Thomas  Guthrie. — (1)  Piece  0/  Miiifon-botie. — A  boy,  aged 
ten,  while  eating  his  dinner,  was  seized  with  a  violent  fit  of  coughing  which 
subsided  after  a  few  minutes.  Two  days  later  there  were  rise  of  tempera- 
tui'e,  cough,  and  expectoration,  and  signs  of  pneumonia  gradually 
developed  in  the  left  lung.  Nine  days  after  the  accident,  upper  bron- 
choscopy under  general  anaesthesia  showed  the  bone  lying  in  the  left 
bronchus  about  i  in.  from  its  orifice.  Removal  by  means  of  Brlinings's 
forceps  was  followed  by  I'apid  recovery. 

(2)  Piece  of  Mefal  Pencil-case  (with  radiogram). — The  patieut  was 
a  l)oy,  aged  eleven.  A  piece  of  a  broken  pencil-case  had  been  inhaled 
on  the  previous  day  and  lay  with  its  hollow  end  upwards  iu  the  branch 
cii  the  main  bronchus  leading  to  the  lower  lobe  of  the  right  luug.  The 
only  difliculty  consisted  iu  the  fact  that  on  grasping  one  edge  of  the 
object  witli  Briiniugs's  forceps  its  opposite  sharp  margin  tended  to  become 
embedded  in  the  bronchial  mucous  membrane. 

(3)  GIfiDs-headed  Fin  (with  radiogram). — The  patieut  was  a  girl, 
aged  three  and  a  half.  The  pLn,  which  measured  slightly  over  2  in.  iu 
length,  lay  head  downwards  in  the  left  main  bronchus,  the  point  being 
at  the  carina.  It  was  said  to  have  been  "  swallowed  "  two  days  pre- 
viously. Removal  was  effected  by  means  of  Paterson's  forceps  passed 
through  a  5  mm.  tube. 

Mr.  Guthrie  :  The  only  difficulty  in  the  case  of  the  pin  was  that  when 
one  had  the  forceps  in  the  tube,  the  tube  being  only  5  mm.  in  bore,  it  was 
practically  impossible  to  see  the  point  of  the  pin.  I  should  like  to  hear 
where  I  can  get  narrower  forceps.  I  found  that  Paterson's  was  the  only 
forceps  with  which  it  was  possible  to  do  anything.  I  could  not  get  hold 
of  it  with  Briiniugs's  forceps.  Even  Paterson's  forceps  filled  up  the  tube 
so  much  that  it  was  like  gropiug  in  the  dark. 

Mr.  TiLLEY  :  There  are  several  recorded  cases  iu  which  the  foreign  body 
has  dropped  into  the  left  bronchus.  Yet  we  are  told  that  the  right 
bronchus  is  iu  a  more  or  less  continuous  line  with  the  trachea.  But  it  is 
not  always  so.  In  the  last  patient  1  iiispected  to-day  I  saw  the  bifurca- 
tion clearly,  and  I  could  see  almost  directly  into  the  left  bronchus.  Three 
times  have  I  removed  a  foreign  body  from  the  left  bronchus,  and  I  find 
my  hospital  cases  are  about  equally  divided  between  removals  from  left 
and  right  bronchi.  There  is  an  excellent  long  forceps  with  a  narrow  shank, 
invented  by  Casselberry,  of  Chicago.  It  is  made  of  strong  steel,  and 
grips  very  firmly. 

Dr.  William  Hill  :  Twenty-five  years  ago  a  paper  was  published  by 
Dr.  Cheadle  and  Mr.  (afterwards  Sir  Thomas)  Smithi  giving  an  analysis 
of  a  number  of  recorded  cases,  showing  that  there  was  no  predilection  on 

'  Med-Chir.  Trans.,  1888,  Ixxi,  i^p.  113-124. 
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the  part  of  a  foreign  body  to  become  impacted  in  one  bronchus  more  than 
in  the  other.  But  I  think  more  foreign  bodies  enter  the  right  bronchus 
and  yet  are  more  easily  coughed  up  from  there,  while  impaction  is  more 
likely  to  ensue  in  the  left  bronchus,  since  it  is  smaller.  It  has  been, 
suggested  that  the  left  bronchus  is  a  continuation  of  the  trachea  as 
regards  direction,  but  that  the  right  is  continuous  in  respect  of  size. 
Perhaps  the  point  can  be  settled  by  someone  from  observations  made 
in  the  post-mortem  room. 

Dr.  JoEsoN  HoRNE  :  When  a  hollow  cylindrical  foreign  body,  such 
as  a  metal  pencil-point  protector,  becomes  lodged  and  impacted  in  a 
bronchus,  it  is  difhcult  to  seize  the  ring  of  the  tube  with  a  forceps,  the 
teeth  of  which  are  in  opposition  as  usual.  A  forceps  witli  the  serrations 
on  the  external  surfaces  of  the  jaws,  when  inserted  within  the  cylindrical 
body  and  then  opened,  would  secure  a  firmer  and  more  successful  hold  of 
tbe  body. 

Sir  William  Milligan  :  When  one  has  not  the  most  convenient 
instrument  at  hand,  it  is  of  great  advantage  to  use  what  one  has  with  the 
aid  of  the  fluorescent  screen  as  a  guide.  1  have  found  ojjeratiug  with  the 
aid  of  the  "  screen  "  in  difficult  cases  a  great  advantage. 

Large  Naso-antral  Polypus.— Sir  William  Milligan. — Patient,  a 
male,  aged  twenty-one.  There  is  a  history  of  severe  tia-al  obstruction 
for  years.  The  growth  is  seen  to  occlude  the  left  nasal  passage  com- 
pletely and  to  hang  down  into  the  pharynx  bflow  the  level  of  the  margin 
of  the  soft  palate.  The  man  was  admitted  into  the  Army  with  practically 
complete  na>al  obstruction,  and  after  a  route  march  was  so  exhausted 
that  he  was  sent  to  hospital,  where  the  growth  was  discovered.  While 
he  was  under  the  anesthetic,  I  passed  my  finger  through  a  large  opening 
into  the  maxillary  antrum.  The  growth  was  removed  by  torsion.  That 
is  what  I  usually  do  in  the  first  instance.  If  there  is  a  recurrence,  I  open 
the  antrum  through  the  canine  fossa  and  scrape  the  site  of  origin. 

Dr.  Dan  McKenzie  :  I  suggest  that  this  be  termed  antra- nasal  poly- 
pus.    The  antrum  deserves  pre.edence,  because  the  polypus  grows  there. 

Dr.  DuNDAs  Grant  :  I  ask  whether  transillumiuation  was  tried  in 
this  case.  Mr.  Lambert  Lack  showed  us  a  case  in  which  the  antrum  was 
full  of  I'olypi  and  in  which  transillumiuation  revealed  no  abuormality. 
In  the  cases  of  post-nasal  polypi  1  employ  transillumination  as  a  routine 
procedure,  to  help  in  deciding  whether  the  polypi  are  growing  from  the 
antrum,  but  Mr.  Lack's  observation  upsets  the  certainty  as  to  its  value. 

Dr.  Watson  Williams  ;  My  method  of  ascertaining  whether  the 
antrum  contains  polypi  is  to  use  the  suction  syringe,  which  I  have  shown 
several  times.  It  is  more  certain  than  transillumination.  As  soon  as 
you  attempt  to  withdraw  fluid  from  the  antrum,  the  polyjji  rise  to  the 
mouth  of  the  needle  and  block  it.  In  most  cases  operation  confirms  the 
indications  of  this  syringe. 

Mr.  TiLLEY :  A  patient's  antrum  if  filled  with  polypi  will  be  dark  to 
X-rays,  even  though  ordinary  transilluuiiuatiou  shows  it  to  be  clear. 

The  President  :  I  can  confirm  that. 

The  Treatment  of  "Functional  Aphonia'  in  Soldiers  from  the 
Front. — Sir  William  Milligan. — The  patient  was  "  Inuied "  as  the 
result  of  a  shell  explosion.  He  was  removed  to  hosjjital  in  a  profoimd 
degree  of  shock.  There  was  complete  loss  of  voice.  I  have  had  a  number 
of  very  troublesome  cases  of  aphonia  among  soldiers  ;  the  worst  type  has 
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beeu  wlien  tlie  soldier  lias  been  temporarily  buried  as  the  result  of  a  shell 
explosion,  and  has  been  rescued  very  much  "  shocked.  "  In  several  cases 
there  has  been  great  diflBculty  in  restoring  the  voice.  Ordinary  methods 
have  been  tried,  such  as  drugs,  putting  a  brush  into  the  larynx,  and  using 
electrodes.  When  these  means  have  failed  I  have  had  the  patient  put 
slightly  under  ether,  and  when  he  has  partially  come  out  of  it  I  have 
introduced  a  laryngeal  spatula  into  his  larynx  and  moved  it  about. 
Shouting  is  the  usual  result,  and  the  continuance  of  this  shouting  is 
encouraged  until  the  man  is  quite  aware  that  he  is  shouting.  I  do  not 
know  whether  there  has  beeu  any  recurrence  of  the  aphonia  after  this 
treatment,  because  on  the  voice  being  restored  the  piatient  is  taken 
away. 

Mr.  TiLLEY  :  A  young  woman  suffering  from  functional  aphonia  used 
to  attend  the  Grolden  Square  Hospital  and  she  knew  all  about  the  ordinary 
methods  of  treatment,  for  she  had  been  to  ti  number  of  hospitals.  She 
was  lightly  ana?sthetised,  and  a  strong  faradic  electric  current  was  used  at 
that  stage  of  recovery  when  she  had  no  control  over  her  voice,  and  the 
screaming  to  which  she  gave  vent  was  something  to  remember;  the 
current  was  applied  until  she  could  have  no  doubt  she  was  hearing  her 
own  voice.  She  retained  her  voice  for  some  twelve  hours  and  then  insisted 
on  leaving  the  hospital.  There  is  much  functional  aphonia  in  the  men 
coming  from  the  trenches  to  the  base ;  some  of  them  recover  on  their  way 
across  the  Channel.  We  get  a  certain  number  of  them  over  here,  and  my 
experience  is  that  it  is  unwise  to  begin  to  try  to  treat  fliem  with  the 
faradic  current,  as  we  should  an  ordinary  civilian  patient  with  functional 
loss  of  voice.  We  had  two  cases  in  hospital  who  went  down  on  the 
"  Eoyal  Edward  "  ;  one  was  in  the  water  five  hours,  the  other  two  hours, 
and  the  condition  of  their  nervous  system  was  pitiaUe.  To  treat  the 
patients  in  such  cases  straiglit  away  by  active  measures  I  regard  as  a 
mistake.  After  keeping  them  quiet  and  comfortable  for  two  or  three 
weeks,  local  treatment  may  be  undertaken  with  considerable  prospects  of 
success. 

Dr.  F.  DE  Havilland  Hall  :  I  have  had  a  case  similar  to  Mr. 
Tilley's.  It  was  that  of  a  female  ;  she  was  put  under  ether,  aud  on 
coming  out  shouted  loudly,  but  lost  her  voice  again.  That  was  thirty- 
five  years  ago.  I  heard  of  her  again  some  weeks  ago,  and  she  was  still 
aphonic.  Sir  Morell  Mackenzie  used  to  say  you  should  attend  to  the 
general  condition  of  the  patient  before  trying  to  restore  the  voice. 

Dr.  DuNDAs  Grant  :  I  agree  that  these  patients  should  be  allowed  a 
period  of  complete  rest  before  an  attempt  is  made  to  restore  the  voice  by 
violent  means.  At  the  West  End  Hospital  for  Nervous  Diseases  I  have 
practised  "  re-educating  "  them,  in  the  same  way  as  is  done  in  teaching 
deaf-mutes,  by  coaxing  them  to,  speak  by  placing  the  patient's  hand 
under  one's  own  larynx  and  uttering  a  strong  guttural  sound,  then  placing 
one's  hand  imder  their  larynx  aud  asking  them  to  produce  the  same. 
Next,  by  getting  them  to  put  their  mouth  into  various  shapes  to  express 
variousvowels,  the  method  of  producing  the  voice  can  gradually  be  re- 
awakened.^ They  should  be  taught  to  Ijreathe  properly,  because  they  are 
sometimes  so  shattered  that,  this  is  a  difficulty  for  them.  ]  consider  this 
method  gentle,  humane,  and, scientific,  and  the  house  physician  has  had 
several  successful  results  from  its  employment  in  cases  under  the  care  of 
Dr.  Palmer  and  the  other  physicians.  There  has  not  yet  been  a  case 
which  has  failed  us,  but  soiiie  take  a  long  time  before  yielding  to- 
treatment. 
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Mr.  Mark  Hovell  :  In  these  cases  many  patieats  feel  that  they  will 
never  be  able  to  speak  again,  and  it  is  important  to  give  them  coufideuet' 
by  the  assurance  that  their  voice  will  come  back  and  that  they  may  find 
perhaps  that  it  has  returned  on  awakening  one  morning. 

Dr.  JoBsON  HoENE  :  We  have  now  seen  a  good  many  soldiers  from 
the  Front  suffering  from  aphonia.  The  exhibitor  of  the  present  case  has 
wisely  placed  the  pbrase  '•  fuuctional  aphonia  "  in  quotes.  In  every  case 
of  aphonia  from  the  Front,  not  due  to  traumatism,  it  is  of  first  import- 
ance to  exclude  a  diagnosis  of  pulmonary  tuberculosis.  Carefully  taken 
notes  of  the  family  and  clinical  liistories,  reports  of  the  examination  of 
the  sputum,  of  the  jjhysical  and  X-ray  examinations  of  the  thorax,  and  a 
four-hourly  temperature  chart  are  indispensable  in  arriving  at  a  dia- 
gnosis. Many  years  ago  i  I  pointed  out  that  by  dismissing  aphonia  as 
"  functional,"'  "  nervous,"  or  "  hysterical,"'  a  most  valuable  premonitory 
sign  of  pulmonary  tuberculosis  is  likely  to  be  overlooked  at  a  time  when 
the  disease  is  curable. 

Mr.  Stu.\rt-Low  :  I  understand  that  at  some  military  hospitals 
specialists  have  been  appointed  to  employ  hypnotic  and  suggestive 
influences  for  voice  restoration,  and  tliat  this  has  been  found  to  be  very 
effective,  especially  in  cases  of  soldiers  who  have  returned  from  the  Front 
after  having  been  in  action. 

Mr.  Guthrie  :  I  i-ecently  had  a  case  of  absolute  mutism,  and  the 
patient  failed  to  respond  to  hypnotism  ;  but  fiually  he  yielded  to  a 
process  of  re-education,  in  the  manner  Dr.  Dundas  Grant  has  just 
mentioned. 

The  President  :  There  may  be  cases  in  which  the  patient  is  unwilling 
to  speak  after  the  shock  has  passed  off. 

Sir  WiLLi.iM  MiLLiGAN  (in  reply)  :  I  do  not  wish  it  to  be  thought 
that  the  method  I  have  described  iu  this  case  is  a  routine  method. 
It  has  been  employed  entirely  in  those  cases  which  have  remained  in 
hospital  week  after  week  without  improvement.  My  practice  has  been 
to  keep  the  patient  in  bed  and  give  bromides  and  valerian.  If  these  do 
no  good,  iu  a  week  or  so  I  pass  a  brush  into  the  larynx  ;  and  then  if  that 
fails,  the  battery  is  used.  I  agree  with  Dr.  Jobson  Home  about  the  term 
"  functional,"  but  I  do  not  know  what  else  to  call  it.  [Dr.  Horne  : 
Explosion  aphonia.]  We  encourage  patients  with  the  idea  that  the 
voice  will  come  back,  but  there  is  a  class  of  cases  which  resists  that 
encouragement,  and  it  is  in  this  class  of  cas^s  the  method  I  have 
described  appears  to  me  to  be  particularly  valuable. 

The  Treatment  of  Gunshot  Injuries  of  the  Larynx  where 
"Webbing"  of  the  Vocal  Cords  has  taken  place.— Sir  William 
Milligan. — My  difficulty  has  been  to  prevent  the  ci>rds  adhering  to  one 
another  after  the  web  is  divided.  I  refer  to  those  cases  iu  which  the 
laryux  has  been  much  mutilated  and  there  is  a  cicatrix  uniting  tlie  cords 
to  one  another.  Mere  division  is  of  little  use.  In  a  week  vou  can  see 
the  web  re-forming.  To  prevent  tliis,  I  have  had  a  little'  instrument 
made,  which  consists  of  a  tracheotomy  tube,  with  the  inner  tube  slit 
down  the  greater  part  of  its  curve.  The  perpendicular  rod  is  a  screwed 
roJ,  and  on  it  revolves  an  equilateral  triangle  of  metal  with  the  sides 
grooved.     By  the  "■dire^'t""  method  this  screw  arrangement    is    passed 

'  '■  Tiie  Pathogenesis  and  Earlier  Clinical  Ev;d3n33s  of  Laryngeal  Tuber- 
culosis," Lancet,  August  20,  1898. 
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down  through  a  laryngeal  spatula  through  the  hole  in  the  tracheotomy 

tube,  so  that  its  bulbous  end  lies  in  the  tube  itself.  An  assistant  passes 
the  inner  tube  through  the  outer  one,  so  fixing  the  perpendicular  rod. 
By  means  of  vision  one  judges  when  the  cords  are  lying  opposite  the 
little  grooves  of  the  triangular  platform.  Then  a  threail  is  passed 
through  the  eyelet  and  moored  to  the  patient's  ear.  It  is  drawn  fairly  tight, 
and  examination  is  again  made  to  see  that  the  pl;i,tform  is  in  an  accurate 
position.  There  is  at  first  a  little  irritation,  but  this  soon  pas.ses  off  and 
the  instrument  maybe  left  in  for  days.  It  is  well  to  examine  the  patient 
every  two  or  three  days,  to  see  that  accurate  position  is  maintained.  I 
have  found  the  little  apparatus  of  considerable  value  in  cases  of  severe 
mutilation  of  the  larynx,  because  unless  something  is  kept  between  the 
vocal  cords  reunion  will  occur. 

The  President  :'  For  how  long  after  ceasing  to  use  the  appliance  can 
reunion  of  the  web  be  prevented  ? 

Dr.  James  Donelan  :  It  has  been  fortunate  for  Sir  William  Milligan 
that  probably  in  the  large  majority  of  his  cases  there  was  very  little 
alteration  in  the  form  of  the  vocal  cord.  I  think  the  apparatus  now  shown 
would  not  be  so  useful  in  cases  where  there  is  much  cicatricial  thickening. 
Where  such  a  condition  exists  the  portion  of  the  apiparafus  for  keeping 
the  cords  open  during  healing  would  be  more  generally  useful  if  shaped 
somewhat  like  an  O'Dwyer's  tube  with  a  double  head  and  about  I  in. 
long.  It  will  be  of  some  importance  to  learn  how  long  the  eases  treated 
in  this  manner  have  remained  free  from  re-union  after  removal  of  the 
apparatus, 

Mr.  E  D.  D.  Davis:  Does  not  leaving  the  silk  thread  attached  to 
the  part  in  the  larynx  cause  ulceration  of  the  epiglottis  ?  In  the  case  of 
an  intubation  tube,  if  the  thread  is  left  on,  a  linear  ulcer  of  the  epiglottis 
develops,  and  that  is  a  disadvantage. 

Mr.  W.  Stuakt-Low  :  A  few  weeks  ago  I  showed  a  case  of  typical 
webbing  of  the  larynx,  and  asked  for  members'  experience  in  such  cases. 
Dr.  Peters  said  that  he  had  met  with  a  number  of  such  cases,  and  found 
that  improvement  took  place  if  they  were  not  interfered  with.  It  is  now 
six  weeks  since  my  case  was  shown,  and  it  has  considerably  improved, 
although  there  is  still  a  large  web  uniting  two  thirds  of  the  length  of  the 
vocal  cords. 

Dr.  H.  J.  Banks  Davis  :  Is  this  instrument  meant  to  jjreveut  the 
increase  of  the  web,  or  to  cause  the  absorption  of  the  web  by  pressure 
after  its  introduction  into  the  glottis  ? 

Sir  William  Milligan  (in  reply)  ;  The  longest  period  during  which 
a  case  has  been  so  treated  is  five  months.  I  agree  that  there  may  be 
some  change  at  the  end  of  a  year.  With  regard  to  subglottic  thickening, 
those  webs  have  not  been  very  thick  ;  they  are  comparatively  recent  cases. 
They  have  been  less  than  i  in.  in  thickness.  But  the  same  method  woujd 
be  suitable  for  thick  webs  ;  it  is  something  which  is  adjustable  that  is 
needed.  I  have  only  once  seen  ulceration  in  the  epiglottis  in  a  case  so 
treated.  With  regard  to  the  policy  of  leaving  these  cases  alone,  it  must 
be  remembered  that  they  are  cases  of  bad  injury,  and  if  something  is  not 
done  the  patient  will  always  have  to  wear  a  tracheotomy  tube.  These 
webs  differ  from  those  usually  seen  in  civil  practice,  in  which  there  is  a 
small  adhesion  between  the  anterior  edges  of  the  cords.  It  is  wise  to 
leave  the  latter  cases  alone.  The  apparatus  helps  absorption  to  some 
extent,  but  it  is  meant  to  keep  the  cords  ap)art  sufficiently  long  to  enable 
the  cut  surfaces  to  epithelialise. 
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Radiogram  showing  an  Epi-hyal  Bone  in  a  Human  Subject- 
Thomas  Guthrie. — The  patieul,  a  man  aged  abuut  fifty,  suffered  from 
carL-iiioiiia  of  the  upper  eud  of  the  cesophagus.  The  radiogram  by  Dr. 
Oram  shows  a  chain  of  bones  apparently  representing  a  complete  "  hyoid 
arch,"  composed  of  the  basi-hyal  (body  of  hyoid),  eerato-hyal  (short  pro- 
cess of  hvoid),  epi-hyal,  and  stylo-hyal.  The  condition  is  similar  to  that 
seen  in  the  dog,  a  dra-sving  of  which  is  shown. 

Rapidly  Growing  Epithelioma  of  the  Palate. — W.  Stuart  Low. 

— A  man,  aged  fifty-two,  who  came  to  the  clinic  three  weeks  ago.  com- 
plained of  a  burning  feeling  in  the  throat,  particularly  on  swallowing 
food.  There  was  then  an  vileerated  patch,  the  size  of  a  sixpence,  at  tlie 
middle  of  the  right  half  of  the  soft  palate;  this  has  extended' rapidly 
down  the  anterior  palatal  pillar  and  across  to  the  base  of  the  uvula.  A 
piece  of  the  growth  was  lemoved  and  submitted  to  Dr.  Wyatt  Wingrave, 
who  pronounced  it  to  be  a  rapidly  growing  epithelioma.  Theie  was  a 
considerable  mass  of  hard  glands  at  the  angle  of  the  jaw  on  the  same 
side,  but  this  has  become  much  smaller  and  less  indurated  since  potas- 
sium iodide  has  been  given.  The  exhibitor  has  never  known  radium  to 
have  anv  beneficial  influence  on  such  cases,  and  asks  for  an  expression  of 
opinion  from  members  on  this  point  in  the  treatment.  This  jjatient, 
when  first  seen,  sufl:ered  from  well-marked  pyorrhoea  alveolaris,  and  he 
has  been  a  verv  heavy  smoker.  He  has  had  syphilis.  Being  a  night 
porter  at  Billingsgate  market  he  has  been  accustomed  to  hot  drinks,  such 
as  scalding  coffee  taken  very  rapidly,  especially  in  very  cold  weather. 
The  exhibitor  has  found  the  same  habit  common  in  similar  cases  of 
maligtiaut  disease  of  the  throat,  and  considers  it  very  likely  that  such 
frequent  scalding  of  the  fauces  may  be  a  contributory  cause  of  cancer. 

Dr.  Dan  McKenzie  :  There  is  a  remark  at  the  end  of  the  notes  on 
this  case  which  I  regard  as  important.  I  think  many  cases  of  cancer 
of  the  pharynx  and  oesophagus  are  due  to  heat.  Some  time  ago  I  used  a 
thermometer  to  find  out  the  temperature  of  tlie  various  liquids  which 
people  are  in  the  habit  of  drinking  hot,  and  the  result  amazed  me. 
Licjuids  of  a  temperature  which  could  not  be  borne  on  the  skin  are  easily 
tolerated  in  the  mouth,  and  VSiP  F.  to  150^  F.  is  the  usual  range  of  sucb 
hot  liquids.  At  the  higher  of  these  temperatures  it  is  necessary  to  sip. 
Though  the  mouth  can  stand  such  a  temperature,  the  oesophagus  seems 
to  be  devoid  of  sensation  for  heat.  There  is  a  sensation  for  temperature, 
but  that  is  only  experienced  wlien  the  liquid  descends  to  the  cardiac  end, 
where  it  is  held  up  a  little  time  before  trickling  through  to  the  stomacb. 
The  babit  of  swallowing  liquids  very  hot  as  a  contributory  factor  in  the 
piroduction  of  cancer  of  these  parts  is  not  above  suspicion.  Weprobablv 
enjoy  the  stimulant  effect  of  such  licjuids,  and  educate  ourselves  to  a 
tolerance  of  them.  The  temperature  of  a  hot  Lath  is  only  about  101°  F. 
The  profession  and  the  public  should  be  educated  as  to  this  danger. 

Dr.  JoBSON  HoBNE  :  I  think  the  public  is  already  "  educated  "  on 
this  matter.  A  layman  recently  told  me  that  in  China,  whilst  the  men 
suffer  from  cancer  of  the  gullet  the  women  seldom  do,  and  the  explanation 
given  was  that  a  woman  dare  not  touch  the  hut  rice  until  her  lord  and 
master  has  satisfied  himself,  by  which  time  the  rice  is  cool.  With  regard 
to  the  diagnosis  of  this  case,  I  understand  that  the  man  has  improved 
considerably  under  iodide  of  potassium  ;  there  is  a  history  of  syphilis, 
and  the  Wassermann  reaction  is  positive.  The  glands  in  the  neck  have 
subsided  considerably  under  the  drug,  and  I  think,  therefore,  it  would  be 
as  well  to  continue  that  treatment,  and  perhaps  we  can  see  the  case  again. 
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Mr.  N.  Patterson  :  I  tliiuk  this  is  au  excellent  case  for  operation, 
and  surgical  procedures  ought  to  be  carried  out  at  once.  The  growth 
could  be  removed  with  the  knife,  but  diathermy  would  yield  the  best 
results.     The  glands  should,  of  course,  be  dealt  with  as  well. 

Mr.  TiLLET  :  I  was  surprised  to  iiud  the  diagnosis  to  be  epithelioma ; 
but  if  I  were  an  examinee  and  had  only  one  string  to  my  bow  in  the  case, 
I  should  say  that  the  lesion  is  syphilitic  i-ather  than  malignant  disease. 
With  regard  to  the  beneficial  effect  of  radium  in  these  cases,  it  varies 
very  much.  I  have  seen  some  cases  of  marked  and  extensive  malignant 
disease  clear  up  within  a  fortnight  after  radium  had  been  embedded 
within  the  diseased  area.  In  others  I  have  seen  nothing  but  harm  result. 
And  I  do  not  know  of  any  guide  as  to  when  it  should  be  applied.  I  have 
not  seen  squamous  epithelioma  withiu  the  mouth  cured  by  radium, 
although  I  have  seen  it  become  cleaner  and  possibly  reduced  in  extent, 
but  this  only  for  a  comparatively  short  time. 

The  President:  There  is  the  possibility  that  both  syjshilis  and 
malignant  disease  coexist  in  this  ease.  We  have  the  result  of  the  micro- 
scopical examination  by  the  expert,  and  the  feel  of  the  growth  is  a  little 
harder  than  in  the  case  of  a  syphilitic  lesion.  A  rapid  and  thorough 
antisyphilitic  treatment  is  the  proper  course  at  present ;  this  should  be 
followed  by  diathermy.  I  have  had  two  cases  recently  in  which  I  was 
assisted  by  Mr.  Patterson,  and  so  far  the  results  of  diathermy  have  been 
better  than  I  think  could  have  obtained  in  any  other  way.  It  is  yet  too 
soon  to  know  what  the  final  result  will  be,  but  there  has  been  a  period  of 
iit  least  tive  months  of  ease  in  patients  aged  seventy-four  and  sixty-nine 
respectively. 

Mr.  W.  Stuart-Low  (in  reply)  :  It  is  not  because  I  have  had  any 
doubt  about  the  diagnosis  that  1  have  sbowu  this  case,  for,  as  stated  in 
the  notes,  I  had  a  piece  of  the  growth  punched  out  and  given  to  Dr. 
Wyatt  Wingrave,  who  pronounceil  it  to  be  a  ra])idly  growing  epithelioma. 
The  glands  were  of  stony  hardness,  but  under  treatment  by  mercury  and 
iodide  of  potassium  there  was  some  improvement  in  tbe  condition  of  the 
thi-oat,  and  the  hardness  of  the  glands  became  very  much  diminished. 
A  Wassermann  reaction  was  also  taken  and  found  positive,  as  stated  in 
the  notes  of  the  case.  I  have,  therefore,  no  hesitation  iu  saying  that  the 
ease  is  a  combination  of  syphilis  and  epithelioma,  as  remarked  by  the 
President.  It  has  been  my  experience  that  most  cases  of  cancer  of  the 
throat  have  had  a  syphilitic  history,  and  I  published  in  the  Lancet^  a 
list  of  fifteen  patients,  all  of  whom  had  had  syphilis  before  the  onset 
of  malignant  disease ;  consequently,  I  look  upon  syphilis  as  a  step 
towards  cancer.  I  frequently  use  diathermy  in  malignant  disease  of  the 
throat,  but,  although  it  has  a  mitigating  effect  for  a  time,  I  have  never 
yet  found  it  curative.     The  case  will  be  shown  again. 

Aphonia  in  a  Soldier. — Coubro  Potter. — A  corporal,  aged  twenty- 
two,  who  had  been  iu  the  trenches  for  about  six  weeks,  developed  what 
he  described  as  a  cold,  with  loss  of  voice.  He  was  admitted  into  hospital, 
:iud  has  been  au  in-patient  for  four  moutiis.  The  family  histo.iy  is  of 
no  importance.  Present  condition :  Dr.  Stanley  Noble  examined  his 
cbest,  and  reports  that  he  cannot  find  any  abnormal  physical  signs.  His 
sputum  has  been  examined  several  times,  and  no  tuljercle  bacilli  have 
been  found.     The  X-ray  examination  reveals  nothing  abnormal      His 

'  •■  Mucin  and  Malignancy  :  Facts  and  Theories  "  Lancet,  1902,  ii,  pp.  808,  809. 
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temperature  has  always  been  uormal,  with  no  suggestion  of  an  abnormal 
evening  rise.  The  man  goes  about,  and  states  that  he  feels  well.  Upon 
examination  of  the  larynx  the  tip  of  the  epiglottis  is  seen  to  be  some- 
what thickened,  the  false  vocal  cords  are  swollen  and  congested,  the  true 
vocal  cords  do  not  approximate  well  in  the  posterior  region,  and  the 
general  impression  given  is  that  of  subacute  laryngitis.  No  sign  of 
uleeratioji  is  present ;  in  the  inter-arytaenoid  region  there  is  swelling  of 
the  mucous  membrane.  The  pharynx  is  generally  congested.  In  the 
nose  there  is  a  septal  spur,  but  no  nasal  obstruction.  The  case  is  shown 
with  a  view  to  obtaining  opinions  as  to  diagnosis  and  treatment.  I  am 
inclined  to  look  upon  it  as  acase  showing  very  early  tubercular  tendency. 

Dr.  H.  J.  Banks  Davis  :  Mr.  Potter  has  asked  me  to  show  this  case 
for  him.  The  vocal  cords  are  rounded  and  pink  ;  Wassermann's  reaction 
is  negative  ;  there  are  no  tubercular  signs  in  the  chest.  The  exhibitor 
particularly  wished  to  know  whether  members  thought  the  edge  of  the 
epiglottis  was  affected  or  not. 

Dr.  Ddndas  Grant  :  I  think  there  is  in  this  case  well-marked 
functional  aphonia.  There  is  a  perverse  movement  of  the  cords  :  as 
soon  as  the  patient  is  instructed  to  phonate,  the  cords  appear  to  be 
coming  together,  and  the  arytaenoid  cartilages  actually  meet,  but  when 
the  vibrating  pnrt  in  front  of  the  vocal  processes  comes  forward,  the 
arytenoid  cartilages  at  once  move  away  by  a  perverse  action  of  the  lateral 
crico-aryttenoid  muscles,  as  if  there  were  paralysis  of  the  arytaenoid  muscle. 
There  is  thus  produced  that  triangular  air  space  behind  the  vocal  pro- 
cesses which  is  characteristic  of  some  cases  of  hysterical  aphonia.  The 
cords  are  much  congested,  and  the  laryngitis  would  account  for  hoarse- 
ness, but  not  for  the  ajjhonia.  Sir  Morell  Mackenzie  used  to  teach  that 
it  was  important  first  to  subdue  the  laryngitis  when  present  with 
functional  aphonia.  In  this  case  the  laryngitis  should  be  treated  and 
then  the  methods  we  have  been  discussing  to-day  for  functional  aphonia 
might  be  tried. 

Dr.  JoBSON  HoENE  :  The  remarks  made  by  me  with  reference  to  Sir 
William  Milligan's  case  of  "functional  aphonia"'  are  also  applicable  to 
this  case. 

Mr.  TiLi.EY :  I  examined  this  patient  before  he  ha^l  been  tired  by  a 
series  of  examinations,  and  I  do  not  agree  that  it  is  functional  aphonia. 
He  has  a  very  bright  red  palate  and  an  oedematous  uvula  ;  the  vocal  cord, 
larynx  and  epiglottis  are  red,  and  the  last-named  is  somewhat  thickened 
at  its  vipper  edge.  I  think  it  is  chi^mic  laryngitis,  tending  to  the  hyper- 
spastic  type.  He  is  smoking  an  enormous  nuniter  of  cigarettes  a  day, 
and  if  they  were  vetoed  and  treatment  with  iodide  of  ammonia  carried 
out,  I  think  he  would  do  well.  If  it  were  functional  aphonia,  he  would 
be  able  to  cough,  but  he  cannot. 

Major  Kent  Hughes  :  I  think  it  is  a  tubercular  infiltration,  as 
distinct  from  tubercular  laryngitis  ;  there  is  swelling  of  mucous  mem- 
brane, especially  in  the  interarytienoid  space.  He  will  certainly  be  found 
to  have  a  slight  though  constant  temperature.  I  have  watched  this  type 
of  case  for  the  past  ten  years,  and  sometimes  as  long  as  three  years  after 
they  come  complaining  of  sore  throat,  they  develop  physical  signs  in  the 
chest — sometimes  they  develop  them  as  earlyas  two  or  three  months  after 
tlie  first  symptoms.  The  early  change  in  the  thickness  of  mucous  mem- 
brane is  seen  when  the  arytsenoids  are  beginning  to  come  together.  The 
rondition  may  stop  at  that  until  late  in  life.  I  am  sure  there  is  a  danger 
that,  if  left  alone,  this  patient  may  develop  pulmonary  phthisis. 
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The  President  :  The  man  has  very  marked  laryngitis,  especially  at 
the  posterior  brim,  and  the  ventricular  bands  are  swollen.  I  think  the 
behaviour  of  the  arytoenoids  is  brought  about  tiy  some  swelling  in  them, 
or  infiltration  of  muscle.  It  may  turn  out  to  be  tubercle,  but  it  ceiiaiuly 
is  not  a  case  of  pure  functional  aphonia. 

Dr.  Watson  Williams  :  I  think  it  is  often  very  important  to 
investigate  the  condition  of  the  nasal  accessory  sinuses  iu  eases  like  the 
one  under  discussion.  'Cases  due  to  trouble  there  may  so  closely  simulate 
functional  aphonia  as  to  be  mistaken  for  it,  the  cause  being  constant 
reinfection  from  a  latent  sinusitis.  One  patient,  a  soldier,  was  brought 
to  me  for  functional  aphonia,  because  he  did  not  get  better  and  he  was 
losing  so  much  time.  I  found  a  latent  infection  of  one  antrum  at  least, 
and  two  days  after  simply  washing  it  out  the  voice  was  restored.  There 
was  no  shock  before  the  aphonia  came  on.  I  recommend  washing  out  the 
maxillary  antra  in  the  case  shown  and  examining  the  secretions. 

Mr.  Clayton  Fox  :  Did  the  aphonia  come  on  suddenly  or  gradually  ? 
If  suddenly,  probably  the  condition  is  psychic  in  origin.  The  jerky 
movements  of  the  cords  on  phonation  are  due  to  swelling  of  the  mucosa 
and  inflammatory  infiltration  of  the  muscles. 

Dr.  H.  J.  Banes  Davis  (replying  for  Mr.  Potter)  :  The  voice 
became  worse  slowly  and  gradually.  Personally  I  was  unable  to  see  the 
cords,  the  patient  being  tired  and  weary  of  examination  ;  he  has  enlarged 
tonsils,  and  probably  adenoids  as  well,  and  I  should  suggest  their 
removal  as  a  preliminary. 

Traumatic  Injury  to  the  Nose. — CoubroPotter.— A.  P ,  private, 

was  shot  through  the  nose  and  the  left  eye.  The  injury  to  the  nose  is 
peculiar ;  the  nasal  bones  have  both  been  depressed  but  remain  whole, 
although  the  bullet  entered  from  the  side  ;  the  nasal  septum  has  been 
partly  destroyed.  I  should  like  to  have  opinions  as  to  operation,  whether 
the  nasal  bones  should  be  raised  and  the  deformity  thus  removed,  or 
should  the  case  be  left  alone  ? 

Mr.  TiLLEY  :  As  the  deformity  is  so  handicapping,  I  think  it  would 
be  possible  to  make  an  incision  down  the  side  of  the  nose,  reflect  the  soft 
parts,  and  then  raise  the  nasal  bones,  which  are  now  crushed  in.  The 
lower  part  of  the  nose  would  be  more  difficult  to  treat,  because  of  the  loss 
of  cartilage  there.  A  plastic  operation  might  be  the  best  solution  in 
dealing  with  that  region. 

Bilateral  Dacryocystitis  in  a  Syphilitic  Child.— Coubro  Potter 

— Q.  H ,  aged  twelve.    No  history  is  obtainable  as  the  child  was  sent 

me  from  a  workhouse  infirmary.  On  examination  both  sides  of  the 
nose  were  full  of  offensive-smelling  crusts,  and  the  septum  was  almost 
completely  gone ;  there  was  atresia  of  the  left  nostril  and  scarring  of 
the  postpharyngeal  wall.  The  ovula  was  absent.  Opinions  are  asked 
as  to  the  method  of  treatment. 

Dr.  H.  J.  Banks  Davis  (for  Mr.  Potter)  :  The  child  is  a  syphilitic 
subject,  and  Mr.  Potter  wishes  to  know  whether  it  is  advisable  to 
operate  at  all.  If  so,  should  the  operation  be  done  externally  or 
internally  ?  One  nostril  (the  left)  is  occluded.  I  suggested  that  opera- 
tion should  be  internal  on  one  side  and  external  on  the  other,  and  that 
the  child  should  be  treated  first  with  antispecific  remedies. 

Dr.  Watson-Williams  :  My  experience  is  that  operations  in  syphilitic 
cases  pursue  a  less  favourable  course  than  in  non-syphilitic  ones,  and  it 
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is  important  to  give  antisypliilic  remedies  first.  I  suggest  iu  this  case, 
after  autisypliilitic  treatment,  an  external  operation  on  the  right  lacrvmal 
sac  to  make  it  drain  into  the  nose,  iu  the  following  manner:  (1)  Make 
a  linear  incision  below  the  inner  canthus,  corresponding  with  the  lower 
margin  of  the  lacrymal  groove ;  (2)  with  a  raspatory  turn  the  sac  from 
within  outwards  so  as  to  expose  the  groove,  then  push  the  raspatory 
through  the  thin  bone  at  the  bottom  of  the  groove  into  the  nose ;  make  a 
free  opening  into  the  nose  here;  (3)  remove  the  inner  and  deep  wall  of 
the  sac  corresponding  with  the  communication  made  with  the  nose,  and 
close  the  external  wound  carefully.  In  this  way  one  practically  does  a 
West's  oi^eration  from  without,  and  in  such  a  narrow  nose  as  this  child 
has  it  would  be  much  easier  and  more  likely  to  succeed  than  a  per-nasal 
operation.  If  successful  on  tlie  right  side,  subsequently  it  might  be 
done  on  the  other  side.  I  have  done  such  an  operation  with  excellent 
results  and  without  leaving  any  perceptible  scar. 


gjTMTmnn^ 


Watson-Williams's  rasps  for  tho  per-nasal  frontal  sinus  operation.  There 
are  three  sizes :  the  smallest  with  no  hook,  but  more  fully  curved  than  the 
second  and  third  sizes,  which  have  the  hooked  terminal.  Note,  size  1 
should  have  twenty  teeth  to  the  inch,  sizes  2  and  3  should  have  fifteen 
teeth  to  the  inch.  The  complete  rasp  above  is 'drawn  to  half  scale;  the 
terminals  are  shown  iu  full  size. 


Rasps  for  the  Per-nasal  Frontal  Sinus  Operation. — P.  Watson- 
Williams. — The  three  rasps  shown  are  those  now  used  by  the  exhibitor 
for  the  per-nasal  frontal  sinus  operation,  practically  to  the  exclusion  of 
his  rotating  burr  and  sliding  punch  forceps.  They  are  in  three  sizes : 
small,  middle-sized,  and  large.  The  small  rasp  is  the  same  as  that  used 
and  shown  in  1914,  the  only  modification  being  the  addition  of  a  hooked 
end  to  the  two  larger  sizes.  Trifling  as  it  may  seem,  the  exhibitor  has  found 
this  small  modification  of  the  greatest  value  to  the  operator,  inasmuch  as 
it  enables  the  reduction  of  the  nasal  crest  to  be  rapidly  brought  about  by 
downward  raspings  with  considerable  force,  because  the  rasp  is  arrested 
as  soon  as  the  hooked  termination  reaches  the  backward  and  projecting 
crest,  thereby  preventing  the  damage  which  would  result  to  the  nasal 
mucosa  through  the  rasp  suddenly  slipping  downwards  into  the  nasal 
passage. 
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Tou  will  notice  that  the  curve  of  the  small  rasp  is  reduced  in  the 
middle  size,  and  still  fui'ther  reduced  in  the  larger-sized  rasp,  as  with 
the  reduction  of  the  crest  the  entrance  to  the  frontal  sinus  becomes  more 
and  more  straightened. 

These  rasps  are  also  found  to  be  of  the  utmost  service  in  jjeforming 
the  per-nasal  maxillary  sinus  operation  by  the  method  described  and 
illustrated  by  the  exhibitor  in  the  Jottenal  of  Laryngology,  Ehinology, 
AND  Otology  in  May,  1914. 

Growth  removed  from  Right  Tonsillar  Region. — J.  W.  Bond 

(President). — I  removed  this  growth  to-day  from  a  woman,  aged  fortv- 
niue,  from  the  right  tonsillar  region.  She  was  shown  at  the  last  meeting. 
The  tumour  came  away  by  the  mouth,  piecemeal,  without  splitting  the 
the  cheek,  interfering  with  the  jaw,  or  tying  the  carotids.  The  weight 
of  the  growth  is  3-J  oz.  ;  it  extended  backwards  to  the  internal  surface  of 
the  mastoid. 


Jib.'itnirts. 


PHARYNX. 

King,  James  Joseph. — Preliminary  Keport  on  the  Connellan-King 
Diplocoecus  Infections  of  the  Throat.  "  Laryngoscope,"  1!}15, 
p.  229. 

Case  1. — Physician  ;  had  suffered  from  sore  throat  and  general  pain. 
Temperature,  105'6°  P.  Delirium.  Examination  showed  follicular  ton- 
sillitis ;  urine  contained  albumin,  hyaline  and  granular  casts.  Film 
preparations  from  the  tonsil  crypts  showed  a  diplocoecus  (Connellan- 
King).  Nephritis,  fever,  and  toxaemia  persisted  until  the  patient  received 
three  injections  of  an  autogenous  vaccine.  Case  2. — Also  a  physician  ; 
had  a  mild  tousillitis  iu  April,  1914,  which  apparently  was  well  in  a  few 
days.  In  June  the  patient  had  arthritis  of  ankle  and  knee,  and  later 
endocarditis  and  nephritis.  In  Decembet  the  above  diplocoecus  was 
found  in  pure  culture  in  the  tonsil  crypts.  Three  injections  of  an  auto- 
genous vaccine  cleared  up  all  infection.  Case  4  is  even  more  remark- 
able. A  lady  complained  of  severe  asthma  following  a  very  mild  tonsil- 
litis. The  same  diplocoecus  was  isolated  in  pure  culture  from  the  crypts 
of  each  tonsil.  Three  injections  of  autogenous  vaccine  cleared  up  all 
asthmatic  symptoms.  There  had  been  no  recurrence  to  the  time  of 
writing. 

Fourteen  other  patients,  with  various  symptoms,  were  reported.  All 
of  the  fourteen,  who  had  been  treated  with  autogenous  vaccines,  were  very 
gratified.  J-  S.  Fraser. 

Smith,  Harmon. — Naso-pharyngeal  Sarcoma  and  Naso-pharnyngeal 
Fibroma.  "  Laryngoscope,"  1915,  p.  224. 
Case  1. — Male,  aged  forty-three,  complained  of  nasal  obstruction  of  five 
months'  duration.  Before  admission  he  had  also  had  pain  in  the  left 
temporal  region,  and  left  ear.  This  had  been  relieved  on  one  or  two 
occasions  by  severe  attacks  of  epistaxis.  Anterior  rhinoscopy  showed 
nothing  abnormal  anteriorly,  but  examination  showed  that  the  palate 
on  the  left  side  was  lower  than  on  tlie  right,  and  on  posterior  rhinoscopy 
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a  bluish-i-ed  growth  was  seeu  to  involve  the  left  pharvngeal  wall  and 
soft  palate.  Microscopic  examination  showed  that  the  growth  was  a 
sarcoma. 

Case  2. — Male,  aged  twenty-one,  had  nasal  obstruction  on  the  left  side 
for  one  year.  Later  the  right  side  became  affected.  There  was,  how- 
ever, no  spontaneous  bleeding  and  no  pain.  Examination  showed  a 
bluish-red  tumour  of  irregular  shape  projecting  into  the  naso-pharynx. 
A  finger-like  process  projected  into  the  right  nasal  fossa.  Microscopic 
examination  showed  the  tumour  to  be  an  angio-fibroma.  Fearing 
haemorrhage,  Harmon  Smith  injected  monochloracetic  acid  on  four 
occasions,  and  remarkably  reduced  the  size  of  the  tumour. 

Case  3. — Male,  aged  seventeen,  comjilaiued  of  nasal  obstruction  dating 
from  Februaiy,  1914.  In  May  he  had  a  severe  epistaxis,  which  neces- 
sitated plugging,  and  two  months  later  he  had  another.  X-ray  treatment 
was  tried  for  seven  weeks,  but  did  no  good.  On  examination,  H.  Smith 
found  a  large  bluish-white  tumour  attached  to  the  lateral  wall  of  the 
naso-pharynx  and  projecting  into  the  right  nasal  cavity.  lu  October 
Smith  removed  the  greater  part  of  the  growth  by  means  of  a  heavy  wire 
snare.  Considerable  haemorrhage  followed,  necessitating  a  post-nasal 
plug.  Some  days  after  removal  of  the  plug  the  patient  developed 
otitis  media,  which  went  on  to  mastoiditis.  Other  ear  complications  also 
followed,  which  came  near  proving  fatal  to  the  patient.  B}-  the  time  the 
patient  Ijad  recovered  from  his  ear  troubles  the  tumour  had  almost 
entirely  returned.  Accordingly  H.  Smith  injected  -5  minims  of  saturated 
solution  of  luonochloiacetic  acid,  and  repeated  it  at  intervals  of  ten  days. 
The  growth  has  shown  material  dimiuution.  /.  S.  Fraser. 

Fletcher,  J.  R. — The  Standard  Tonsillectomy.  "  Annals  of  Otology," 
xxiv,  p.  591. 
The  author  advocates  dissection  and  wire  snare,  and  emphasised  the 
following  points  :  (1 )  Save  all  the  membrane  possible.  (2)  Make  the 
incision  entirely  ai'ound  the  tonsil.  (3)  Employ  sharp  dissection  rather 
than  force.  (4)  Beware  of  the  posterior  pillar.  (5)  Remember  that  the 
snare  is  not  an  innocent  instrument  that  cuts  where  it  should.  (Gj  Most 
important,  see  all  that  is  done.  Madeod  Yeardei/. 


NOSE. 

Cocks,  Gerhard   H. — An   Improved   Glatzel    Mirror.     "  Laryngoscope," 
1915,  p.  135. 

Cocks  illustrates  his  paper  with  diagrams  showing  the  method  of  use 
of  his  mirror  and  the  figures  obtained  in  certain  conditions  of  the  nose, 
such  as  deflection  of  the  septum,  etc.  The  patient  is  instructed  to  keep 
his  mouth  tightly  closed  and  to  breathe  quietly  through  the  nose.  The 
plate  is  taken  from  the  water  bath,  dried  with  a  towel,  and  held  below 
the  nose.  After  thirty  seconds  the  examiner  traces  the  outlines  of  the 
moisture  deposited  on  the  metal  plate,  using  a  pencil  made  of  tailors' 
liees-wax.  The  tracing  must  be  made  exactly  at  the  end  of  inspiration. 
The  form  and  size  of  the  deposit  are  influenced  by  the  temperature  and 
humidity  of  the  expired  air,  changes  in  the  air-passages,  the  temperature 
of  the  room,  the  position  in  which  the  plate  is  held,  and,  lastly,  the 
temperature  of  the  plate.     The  air  capacity  of  the  lungs  also  influences 
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the  amount  of  expired  air,  diit'ereuces  being  noted  in   the  patterns   pro- 
duced by  children,  females,  and  males.  /.  <S'.  Fi-Kser. 

Sermani,  B.  P. — Prophylactic  Vaccination  against  Hay  Fever.  "  Lancet," 
February  12,  191 G. 
The  author  gives  results  of  vaccination  or  active  immunisation  with 
extract  of  pollen  in  48  cases.  These  results  are  as  follows  :  (1)  Of  14 
patients  treated  jirophylactically,  6  were  completely  cured,  6  felt  very 
little  of  their  former  sufferings,  and  2  received  but  little  benefit.  (2)  Of 
12  patients  treated  only  phylactically,  4  were  completely  cured,  3  felt 
more  or  less  relief,  6  felt  no  relief  at  all.  (3)  Of  19  patients  treated 
prophylactically  by  other  physicians,  all  found  much  relief,  whilst  of 
a  treated  therapeutically  all  found  relief.  The  writer  advises  a  slow 
increase  of  dosage.  Macleod  Yearsley. 

Cavanaugh,  J.  A. — The  Inferior  Turbinate.  -'Annals  of  Otology,"  xxiv, 
621. 
The  author  does  not  think  the  inferior  turbinates  have  received  the 
recognition  they  deserve.  He  considers  that  there  are  only  three  types 
of  turbinates  which  require  attention  (excluding  tumours).  They  are  the 
intumescent,  hypertrophic  mucous,  and  hyperti-ophic  osseous.  He  pleads 
for  treatment  which  shall  be  conservative  of  function,  and  insists  that  the 
septum  should  always  be  our  point  of  attack,  if  by  so  doing  a  turbinate 
can  be  preserved  and  our  purpose  accomplished.  The  galvano-cautery  is 
evidently  viewed  by  him  with  suspicion  (and  rightly  so). 

Macleod  Yearsley. 


LARYNX. 

New,  Gordon  B.— Prolapse  of  the  Ventricle  of  the  Larynx.  "  Laryngo- 
scope," 1915,  p.  145. 

New  records  two  cases  of  prolapse  of  the  laryngeal  ventricle  which 
have  recently  been  examined  in  the  Mayo  clinique. 

Case  1. — Mai'',  aged  sevent_y-one,  had  suffered  from  cough  for  three 
years  with  gradual  onset  of  hoarseness,  which  had  been  much  worse  for 
six  months.  There  was  no  pain  or  dyspnoea.  Examination  showed 
chronic  bronchitis,  and  a  radiogram  revealed  considerable  bronchial 
thickening.  Laryngoscopy  showed  a  smooth  globular  tumour,  with  a 
broad  base,  which  emerged  from  under  the  anterior  two-thirds  of  the 
right  false  cord  and  hung  down  into  the  glottis.  There  was  no  paralysis 
of  the  vocal  cords,  but  the  tumour  prevented  their  approximation.  The 
larynx  was  otherwise  normal.  The  tumour  was  easily  indented  with  a 
probe,  and  could  be  readily  tucked  back  into  the  ventricle.  The  patient 
refused  operation. 

Case  2. — Male,  aged  fifty-nine,  had  complained  of  hoarseness  and 
cough  for  six  months.  He  was  unable  to  speak  above  a  whisper  and 
suffered  from  dysjmoea.  On  examination  a  smooth,  gi'eyish-pink,  i-ounded 
tumour  was  seen  emerging  from  the  anterior  half  of  the  right  false  cord, 
lying  on  the  true  cord  and  hanging  into  the  glottis.  On  replacing  the 
tumour  the  voice  at  once  became  clear,  but  on  coughing  it  came  down 
again.  Operation :  The  tumoiu-  was  gripped  by  Brueuing's  forceps 
and  a  wire  snare  was  slipped  over  it.     The  tumour  was  removed  close  to 
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its  base  aiiJ  tlie  patient's  voice  immediately  restored  to  normal.  Micro- 
scopic examination  showed  normal  mucous  membrane.  New  remarks  that 
in  these  cases  a  history  of  much  coughing  is  usually  elicited.  Koschier 
says  that  these  tumours  ai'e  solid  or  cystic,  and  that  they  are  due  to 
oedema,  chronic  inflammation,  or  to  the  formation  of  retention  cysts  in 
the  mucous  glands  of  the  region.  They  are  usually  found  in  the  anterior 
third  of  the  larynx,  but  may  e'xiend  the  whole  length  of  the  ventricle. 
Thev  mav  even  be  bilateral.  /.  S.  Frai<er. 


REVIEW. 

Diseases  of  the  Nose  and  Throat.  Bv  StClair  Thomson.  Second 
edition.  Pp.  xvi  +  858.  Illustrated.  Cassell  &  Co.,  Ltd,  1916. 
25.S.  net. 

Only  four  years  have  elapsed  since  the  first  edition  of  this  text-book 
was  published,  nevertheless  much  revision  of  the  text  has  been  required 
bv  the  progress  of  the  specialty,  and  the  description  of  suspension 
laryngoscopy  forms  an  entirely  fresh  portion.  Otiier  sections  which  have 
newlv-introdueed  matter  are  those  dealing  with  intra-nasal  dacryo- 
cystotomy  and  the  nasal  route  in  operating  on  pituitary  tumours. 

The  chapter  on  the  removal  of  the  tonsils  has  been  entirely  rewritten  ; 
richly  illustrated,  it  is  one  of  the  best  sections  in  the  volume,  and 
deserving  of  very  high  praise.  The  author  still  prefers  tonsillotomy  "  if 
the  svmptoms  are  only  those  of  obstmctiou  to  respiration,  and  is  the 
preferable  method  for  professional  singers.'"  We  confess  that  we  find 
the  first  of  these  conditions  somewhat  vague,  and  as  regards  the  second, 
no  reasons  are  advanced  to  supjiort  the  statement,  though  to  us  it  seems 
a  question  of  skill  in  removing  tonsils  completely  without  injuring  the 
palatal  pillars.  The  illustrations  of  the  technicjue  in  removing  the 
tonsils  aie  particularly  excellent,  but  would  have  been  more  complete  if 
mention  had  been  made  of  the  tonsillectomes  of  the  Ballenger  patterns 
as  a  substitute  for  the  older  patterns.  The  method  of  arresting  haemor- 
rhage after  tonsil  operations  by  sewing  a  gauze  pledget  between  the  pillars 
is  well  shown  and  described,  and  reference  is  made  to  the  simpler  and 
quicker  method  of  using  the  tonsillar  lumostat  forceps,  which  are 
illustrated,  though  without  the  inventor's  name. 

Not  the  least  valuable  portion  of  the  work  is  the  cha])ter  on  "  Some 
Operations,"  comprising  Rouge's  operation,  lateral  rhinotomv,  nasal  route 
to  pituitarv  tumours,  intra-nasal  dacryocystotomy,  intubation,  etc. 

We  can  cordially  reiterate  the  warm  commendations  with  which  we 
welcomed  the  appearance  of  the  first  edition  of  this  worlc  by  a  distinguished 
British  laryngologist.  P.    Watson- Williams. 


OBITUARY. 

De.  H.  M.  Fitzgerald  Powell. 


We  regret  to  report  the  death,  in  April  last,  of  H.  M.  Fitzgerald  Powell, 
M.D.St.  Andrews,  and  F  E.G. S.Ed.,  one  of  the  senior  laryngologists  of 
London,  aiul  a  frequent  speaker  at  the  meetings  of  the  Laryngological 
and  Otological  Sections  of  the  Eoval  Societv  of  Medicine. 
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Dr.  Powell  wa^  born  in  Co.  Sligo,  and  was  the  .son  of  the  Rev.  Edward 
Powell.  He  was  educated  at  Hurstpierpoint  College,  amoug-st  his  cun- 
temp.iraries  being  R.  A.  Bennett,  tlie  present  Editor  of  Truth,  also  Sir  J. 
Steevens,  K.C.B.  Later  he  studied  medicine  at  Glasgow  and  Edinburgh, 
and  held  the  posts  of  House  Surgeon  and  Resident  Physician  at  the 
Royal  Infirniarv,  Glasgow.  After  voyages  to  China,  Australia,  etc., 
as  a  ship  surgeon,  during  which  he  acquired  much  experience  of  malaria 
and  syphilis  as  seen  in  the  tropics,  he  began  practice  at  Connau.'ht 
Square,  London,  W. 

Dr.  Powell  began  his  v/ork  in  Throat  and  Ear  Disease  in  1892  at  the 
Throat  Hospital,  Golden  Square,  Loudon.  He  was  ajipointed  a  member 
of  the  Staff  in  1898,  and  worked  uuweariedly  there  till  a  few  days  before 
his  death.  Owing  to  his  kindly  manner,  his  good  humour,  and  the 
interest  he  took  in  them,  he  was  highly  esteemed  and  popular  with  his 
patients,  the  students,  and  the  nursing  staff.  He  was  mure  of  a  speaker 
than  a  writer  on  the  subjects  of  his  specialty.  Amongst  his  papers  we 
mention  one  on  "  Some  Affections  of  the  Larynx,  with  Especial  Reference 
to  Loss  of  Voice,"  Med.  Press  Girc,  1911,  and  one  on  the  "  Treatment 
of  Mastoiditis,"  Polyclinic,  1911. 

For  some  years  Dr.  Powell  had  suffered  from  attacks  of  liryngitis, 
bronchitis,  and  dyspepsia.  An  operation  done  last  year  tried  him  much, 
and  though  never  well  afterwards  he  continued  to  work  till  a  few  davs 
before  the  end  of  his  busy  and  useful  life. 

He  leaves  a  widow  and  one  son.  J.  W.  B. 


NOTES   AND   QUERIES. 

It  is  with  pleasure  and  f^reat  prido  tliat  we  insert  the  following  extract  from 
"  Nelson's  History  of  the  War,"  by  John  Buehan,  vol.  vii,  p.  35.  It  appears  in  the 
chapter  dealing  with  the  second  battle  of  Ypres : 

"  Every  day  of  the  figliting  we  had  got  in  our  wounded  under  cover  of  night, 
.nnd  in  the  cellars  of  Zonneboke  village  operations  had  been  performed  by  candle- 
light. That  evening"  (May  3,  1915)  "the  wounded  were  evacuated,  all  but  a 
small  number  of  very  bad  cases  whom  it  was  impossible  to  move,  and  who  were  left 
behind  in  charge  of  two  orderlies.  The  Royal  Army  Medical  Corps  have  never 
done  more  brilliant  work  in  all  their  brilliant  history.  Under  the  guidance  of 
Col.  Ferguson,  assisted  by  Major  Waggett  (the  well-known  London  specialist,  on 
throat  diseases)  the  cases  were  brought  from  the  cellars  and  dug-outs,  and  silently 
and  swiftly  carried  along  the  dark  roads  beyond  the  fire  zone.  The  difficulty  of 
such  a  withdrawal  may  be  realised  from  the  fact  that  at  some  places,  such  as 
Grafenstafel  and  IJroodseinde,  the  Germans  were  within  ten  yards  of  our  line. 
Not  less  than  780  wounded  were  removed  from  our  front.  .  .  .  Not  a  single 
man  was  lost." 


The  following  advertisement  appeared  in  the  British  Medical  Journal,  June  3, 
1916  : 

"  Advertiser  desires  Name  and  present  Address  of  Doctor  practising  in 
Southampton  in  1899,  who  successfully  performed  an  operation  there  for  Cancerous 
Growth  in  Tiu-oat  on  Mr.  Fred  Alsop  in  that  year. — Address,  "  Colombo,"  No.  2102, 
Bi-dish  Medical  Jownal  Office,  429,  Strand,  W.C." 


BOOK    RECEIVED. 

The  Mortality  from  Cancer  throughout  the  World.  Bv  FredericJe  L. 
Hoffman,  LL.D..  F.S.S.,  F.A.S.A.  Newark,  New"  Jersey  :  The 
Prudential  Press,  1915. 


JOURNAL    OF    LARYNGOLOiJY,    RHINOLOOY,    AND    OTOLOGY. 
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PART  III. 

STENOSIS  OF  THE  LARYNX  IN  CHILDREN  FOLLOWING 
IN'J'UBATION  AND  TRACHEOTOMY. 

By  a.  Logan  Tukxek,  M.D.,  F.R.C.S.E.,  F.R.S.E. 

It  is  not  my  intention  to  discuss  and  illustrate  the  various  affec- 
tions of  the  larynx  in  cliildreu  which  may  produce  a  more  or  less 
chronic  obstruction  in  that  organ.  During  the  last  ten  years  we 
have  liad  to  deal  with  cases  of  congenital  laryngeal  syphilis,  laryn- 
geal lupus,  and  papillomata  of  the  larynx,  causing  a  varying  degree 
of  chronic  respiratory  difficulty.  In  the  same  period,  however,  we 
have  met  witli  an  entirely  different  class  of  case  which,  both  from 
the  point  of  view  of  aetiology  and  of  treatment,  makes  it  of  .special 
interest  to  the  laryngologist.  I  refer  to  partial  and  complete 
stenosis  of  the  larynx  following  intubation,  intubation  and  trache- 
otomy, or  tracheotomy  alone.  In  the  cases  under  consideration 
the  necessity  of  interference  by  one  or  other  of  these  procedures 
has  been  due  to  an  acute  inflammatory  condition  of  the  larynx  of 
diphtheritic  or  other  origin.  The  purpose  of  this  paper  is  to 
investigate   as  far  as  is  possible  the  part  played  by  the  primary 

9S>. 


314  The  Journal  of  Laryngology,        [August,  i9i6. 

affection  and  by  the  surgical  procedure  adopted  for  the  relief  of 
the  acute  obstruction  in  the  causation  of  the  subsequent  atresia,  and 
to  describe  the  changes  observed  in  the  larj'nx.  Such  cases  are 
not  only  of  great  interest  to  the  surgeon  in  the  immediate  bearing- 
which  they  have  upon  the  question  of  intubation  and  tracheotomy, 
but  they  are  also  a  source  of  great  anxiety  to  him  and  to  the 
patient's  relatives  on  account  of  the  serious  difficulties  which  may 
arise  in  connection  with  the  re-establishnient  of  the  natural  air- 
passage. 

I  wish  to  acknowledge  my  great  indebtedness  to  Dr.  Claude  B. 
Ker,  the  Medical  Superintendent  of  the  City  Hospital  for  Infectious 
Diseases,  Edinburgh,  for  the  opportunity  which  he  has  kindly  given 
me  for  the  study  of  the  cases  of  laryngeal  obstruction  following 
intubation  and  tracheotomy.  I  must  also  express  my  thanks  to 
him  for  the  notes  which  he  has  supplied,  and  for  the  assistance 
which  he  has  given  me  upon  a  number  of  points  connected  with  the 
treatment  of  the  children  while  under  his  care. 

It  is  convenient  to  group  the  cases  according  to  the  surgical 
procedures  that  were  adopted  for  the  relief  of  the  acute  larj-ngeal 
obstruction.     We  thus  have  three  classes  : 

Group  A. — Intubation  only  (two  cases). 

Group  B. — Intubation  and  Tracheotomy  (three  cases). 

Group  C. — Tracheotomy  only  (two  cases). 

We  propose  to  deal  with  the  first  two  groups  together,  as  intu- 
bation was  carried  out  in  both  of  them. 

Group  A. 
{hitubation.) 

Case  1. — Laryngeal  Diphtheria — Antfe  ohstruction  of  larynx — Intuhation  — 
Partial  atresia  of  larynx. 

S.  J .  female,  .iged  two  years  and  a  half,  was  admitted  into  the  City  Hospital 

suffering  from  dipli'theria  on  September  27,  1913.  Intubation  was  at  once  per- 
formed. As  the  tube  was  retained  with  difficulty,  frequent  re-intubation  had  to 
be  carried  out.  The  tube  was  inserted  on  ten  different  occasions,  the  period  of 
time  covered  by  tlie  intubation  being  nine  weeks.  The  child  was  finally  discharged 
from  the  liospital  on  December  loth,  having  been  kept  under  observation  for  a 
fortnight  after  the  final  removal  of  the  intubation  tube.  Slie  had  apparently  made 
a  complete  recovery,  the  respiration  being  normal  at  the  time  of  dismissal. 

The  child  was  admitted  to  the  Eoyal  Hospital  for  Sick  Children  on  January  15, 
1914,  one  month  after  leaving  the  City  Hospital,  on  account  of  stridorous  breathing 
and  occasionally  a  croupy  cough.  I  am  much  indebted  to  Dr.  John  Thomson  and 
Dr.  W.  G.  Porter  for  the  following  notes,  and  for  their  kind  permission  to  publish 
the  case.  The  patient,  after  returning  home  from  the  Fever  Hospital,  had  had 
considerable  difficulty  in  breathing,  more  marked  .at  night,  and  trequeutly  inter- 
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fering  with  sleep.  On  admission  she  looked  pale,  and  there  was  a  trace  of  cyanosis 
about  the  lips.  There  was  marked  inspiratory  stridor  with  indrawing  of  the 
epigastrium  and  lower  ribs.  A  slightly  croupy  cough  was  noticeable  ;  there  was 
some  evidence  of  rickets  ;  no  enlarged  glands  could  be  felt. 

Respirations  were  46 ;  pulse,  136  :  temperature,  99'6'  F.  The  chest  percussion 
note  was  resonant  .throughout,  the  breath  sounds  harsh  and  vesicular,  with  the 
expiration  prolonged.  There  were  no  accompaniments.  The  abdomen  was  normal. 
The  tonsils  were  slightly  enlarged,  but  no  adenoids  were  found.  Von  Pirquet's 
reaction  was  negative.  Xo  history  of  syphilis  or  tubercle  was  obtainable,  and  the 
child  had  apparently  been  healthy  until  her  attack  of  diphtheria. 

On  account  of  the  laryngeal  obstrviction  Dr.  W.  G.  Porter  arranged  for  an 
examination  of  the  larynx  by  "  suspension  laryngoscopy."  After  a  preliminary 
injection  of  ^ijj  gr.  of  atropin,  the  child  was  ansEsthetised  with  equal  parts  of 
chloroform  and  ether  and  placed  in  the  suspension  position.  Dr.  Porter  informs 
me  that  immediately  upon  the  introduction  of  the  tongue  spatula  respiration 
ceased.  The  spatula  was  at  once  removed,  and  artificial  respiration  commenced, 
ivithout,  however,  obtaining  the  desired  effect.  Tracheotomy  was  rapidly  per- 
formed, and  artificial  respiration  again  resorted  to,  but  without  success. 

As  permission  was  only  granted  for  the  removal  of  the  larynx,  a  complete  post- 
mortem could  not  be  cjirried  out. 

The  Larynx. — The  epiglottis  presents  an  irregulary  thickened  appearance 
upon  its  anterior  surface  and  free  border  upon  the  left  side,  the  outline  of  the 
right  half  having  a  normal  contour.  Projecting  from  the  right  ventricle  through- 
out its  whole  length  there  is  granulation  tissue  :  the  right  vocal  cord  has  a  some- 
what uneven  outline  and  beneath  it  the  mucous  membrane  is  (Edematous.  The 
corresponding  region  on  the  right  side  of  the  larynx  is  normal  in  appearance.  The 
mucous  membrane  covering  the  cricoid  region  is  normal,  there  being  no  sign  of 
scar  or  cicatricial  band. 

Case  2.  —  Laryngeal  diphtheria — Acute  obstriiction  of  larynx — Intubation — 
Incomplete  stenosis  of  larynx, 

M.   M ,  female,  aged  three,  was  admitted  to  Colinton  Mains  Hospital  on 

March  5,  1915,  suffering  from  diphtheria  with  laryngeal  obstruction.  Intubation 
was  performed  on  admission.  The  tube  was  well  borne  and  was  not  coughed  up. 
On  removal  of  the  tube  for  the  piu-pose  of  cleaning,  the  breathing  was  found  to  be 
obstructed,  necessitating  its  re-introduction.  It  was  not  until  the  end  of  twenty- 
one  days  that  the  tube  could  be  permanently  removed,  intubation  having  been 
carried  out  seven  times  during  that  period.  The  child  remained  in  hospital  from 
three  to  four  weeks  after  the  final  removal  of  the  tube,  the  respiration  during  that 
time  being  comfortable,  so  that  tracheotomy  was  not  required. 

She  was  brovight  to  the  Ear  and  Throat  Department  on  December  10,  1915, 
seven  months  later,  on  account  of  some  difficulty  of  breathing,  choking  at  night, 
and  a  good  deal  of  troublesome  coxigh.  The  child  appeared  to  be  in  good  health  : 
her  coloiu-  was  normal :  vocalisation  was  clear.  Examination  revealed  the 
presence  of  adenoids.  Owing  to  an  attack  of  chicken-pox  followed  shortly  after- 
wards by  pneumonia,  the  examination  of  the  larynx  was  delayed  until  March  11, 
1916,  at  which  date  she  was  admitted  for  this  purpose,  that  is  to  say  one  year 
after  her  attack  of  diphtheria. 

During  the  child's  short  stay  in  hospital  respiration  was  for  the  most  part 
natural  and  noiseless,  save  when  she  became  excited,  occasionally  also  when  she 
was  asleep  a  slight  stridorous  sound  was  detected.  Suspension  laryngscopy  was 
carried  out  under  general  anesthesia.  The  upper  aperture  of  the  larynx  presented 
a  perfectly  normal  appearance,  and  the  false  and  true  cords  were  of  natural  colour 
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and  outline,  the  latter  moving  slightly  in  respiration.  A  narrowing  of  the  sub- 
glottic region  was  visible  through  the  glottic  chink  (Fig.  1),  but  in  order 
to  determine  more  accurately  the  exact  condition  a  small  bronchoscopic  tube  was 
introduced  The  vocal  cords  readily  separated  to  admit  it.  In  the  region  of  the  cricoid 
cartilage  a  cicatricial  band  was  observed  placed  anteriorly  and  passing  laterally,  but 
apparently  absent  posteriorly.  It  presented  a  sickle-shaped  free  margin,  being  both 
broader  and  thicker  anteriorly  and  tending  to  narrow  on  each  side  (Fig.  2). 
Probably  rather  less  than  half  of  the  lumen  of  the  respiratory  tube  was  occupied 
by  the  fibrous  band.  Two  or  three  rings  of  the  trachea  were  visible  beneath  it. 
No  attempt  was  made  to  pass  the  bronchoscope  through  the  stricture,  so  that  the 
vertical  extent  of  the  obstruction  was  not  ascertained. 

Gkoop   B. 

{lutiihatloii   <i.ud   Tracheutomy.) 

Case  3. — Acute  laryngeal  obstruction  —  Intnhation — Tracheotomy — Laryngeal 
stenosis  and  inability  to  remove  the  trarheotomy  tube. 

R.  W ,  male,  aged  three  j'ears  and  a  quarter,  was  admitted  to  the  Colinton 

Mains  Fever  Hospital  under  Dr.  Claude  B.  Ker  on  May  30,  1910.  The  child  was 
sent  into  hospital  as  a  case  of  diptheria,  with  a  history  of  sore  throat,  vomiting 
shivering  and  croupy  breathing  lasting  for  two  days.  No  membrane  could  be 
detected  on  the  fauces  or  pharynx,  but  the  obstructed  character  of  the  breathing 
made  intubation  necessary  upon  the  evening  of  admission.  Successive  swabs 
taken  from  the  throat  were  invariably  negative,  so  that  no  positive  evidence  of 
diphtheria  was  obtained  in  this  case. 

On  June  3,  and  again  on  June  5,  the  intubation  tube  was  removed,  but  on 
each  occasion  it  was  found  necessary  to  replace  it  on  account  of  the  obstructed 
character  of  the  respiration.  On  Jvine  7  and  S  the  tube  was  coughed  out  and 
difficulty  was  experienced  in  replacing  it.  On  the  latter  date,  therefore, 
tracheotomy  was  performed.  After  an  inteival  of  time,  the  tracheotomy  cannula 
was  removed,  but  reinsertion  became  at  once  necessary  owing  to  severe  dyspnoea. 
A  similar  difficulty  arose  on  each  occasion,  thus  preventing  its  permanent 
removal.  During  the  tracheotomy  period  more  than  one  attempt  was  made  to 
re-intubate,  but  while  the  txibe  entered  the  upper  apperture  of  the  larynx,  it  was 
found  impossible  to  pass  it  beyond  the  level  of  the  vocal  cords. 

The  child  was  transferred  on  July  19  to  the  Ear  and  Throat  Department, 
Royal  Infirmary,  for  further  examination.  Interrogation  of  the  boy's  father 
«lioited  the  fact  that  about  eighteen  months  before,  the  child  had  some  difficulty 
in  breathing,  having  a  tendency  to  gasp  for  breath.  Attacks  of  this  nature 
occurred  also  when  he  cried. 

Under  chloroform  the  larynx  was  examined  by  direct  laryngoscopy.  There  was 
no  evidence  of  papilloma.  The  upper  aperture  of  the  larynx  was  normal.  The 
false  and  true  cords  presented  no  change.  The  true  cords,  however,  were  closely 
approximated.  A  probe  could  not  be  passed  below  the  glottic  chink.  Examination 
of  the  siibglottic  region  through  tlie  tracheotomy  wound  revealed  an  apparently 
impermeable  obstruction. 

On  October  3  the  child  was  readmitted  to  hospital.  There  had  been  a  good 
deal  of  difficixlty  with  the  tracheotomy  tube  in  the  interval.  The  breathing  had 
been  occasionally  interfered  with,  producing  cyanosis.  On  October  13  chloro- 
form was  again  administered,  the  tracheotomy  tube  was  removed,  the  wound  in 
the  trachea  enlarged  downwards,  and  its  lumen  inspected  as  far  as  the  bifurcation. 
No  obstruction  was  detected  below  the  tube,  but  above  it  the  channel  apjieared  to 
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be  completely  blocked.  The  tracheotomy  tube  was  ro-inserted.  On  the  nig-ht  of 
October  14  the  breathing  became  very  obstructed,  with  marked  cyanosis,  and 
the  child  died  suddenly. 

Permission  for  a  complete  iwst-inortem  examination  was  not  obtained,  but  leave 
was  gfiveu  to  remove  the  larynx. 

The  following  is  a  description  of  the  larynx  and  trachea,  a  drawing  of  which  is 
represented  in  Fig.  3.  The  epiglottis,  ary-epiglottic  folds,  arytenoids,  and 
false  cords  are  normal  in  aj^pearance  and  outline,  and  there  is  no  evidence  of 
any  recent  or  previous  inflammatory  or  ulcerated  condition.  The  vocal  cords  are 
white  and  smooth,' and  lie  close  together  in  the  position  of  adduction.  A  vertical 
antero-posterior  section  was  made  in  the  sagittal  plane.  From  the  level  of  the 
vocal  cords  down  to  the  tracheotomy  wound  no  trace  of  any  lumen  can  be  detected, 
tlie  whole  of  this  area  being  filled  with  a  dense  white  fibrous-like  material,  con- 
verting tlie  pre-existing  tube  into  a  solid  column.  The  trachea  from  the  trache- 
otomy wound  down  to  the  bifurcation  is  filled  with  dark-coloured  thick  secretion, 
while  the  underlying  mucosa  is  inflamed  and  thickened. 

A  portion  of  the  fibrous  tissue  was  removed  from  the  subglottic  region  for 
microscopic  examination.  It  was  found  to  consist  of  fibrous  tissue  undergoing 
myxomatous  change,  and  showing  marked  lymphocytic  infiltration.  The  l)lood- 
vessels  presented  evidence  of  very  considerable  proliferative  endarteritis,  suggestive 
of  a  syphilitic  origin  of  the  chronic  inflammatory  process. 

Case*  4. —  Acute  laryngeal  obstruction  —  Intubation — Tracheotomy — Laryntjeal 
stenosis  with  inability  to  remove  the  tracheotomy  tube. 

A.  M'V ,  male,  aged  three,   was  admitted  to  Colinton  Mains  Hospital  on 

February  8,  1911,  with  acute  laryngeal  obstruction.  No  false  membrane  was 
detected  either  then  or  later  upon  the  fauces  and  pharynx,  and  cultures  made  from 
the  throat  never  gave  any  growth  of  diphtheria  bacilli,  so  that  no  positive  diagnosis 
of  this  disease  was  made. 

Immediate  intubation  was  necessary,  and  great  difficulty  was  ex-perienced  in 
carrying  it  out,  as  subglottic  cedema  appeared  to  exist ;  the  tube,  however,  was 
placed  in  position,  and  the  respiratory  difficulty  was  relieved.  The  tube  was 
removed  on  February  12,  but  owing  to  the  embarrassed  breathing  was  re-inserted. 
On  February  14  it  was  again  extracted,  but  on  account  of  the  respiratory  diffi- 
culty tracheotomy  was  performed.  At  the  operation  a  small  quantity  of  pus 
escaped  through  the  wound,  but  its  exact  origin  was  not  ascertained.  As  it  was 
found  impossible  to  dispense  with  tlie  cannula  on  accoxint  of  the  continued  laryngeal 
obstruction,  the  child  was  sent  to  the  Ear  and  Throat  Department  for  further 
examination  on  March  21,  six  weeks  aftier  the  first  intubation. 

Examination  of  the  tracheotomy  wound  sliowed  the  existence  of  tough,  almost 
fibrous  granulation  tissue  immediately  above  the  position  of  the  tube,  and  when 
this  was  in  situ  a  granulation  projected  through  the  aperture  in  the  convexity  of 
the  cannula.  Under  general  anaesthesia  direct  laryngoscopy  was  carried  out. 
The  upper  aperture  of  the  larynx  was  normal  in  appearance,  and  the  false  and  true 
cords  showed  no  change.  The  subglottic  region  was  obviously  obstructed,  as  the 
bronchoscope  came  against  granulation  tissue,  and  the  tracheotomy  tube  could  not 
be  seen  througli  it.  When  thyrotomy  was  performed  three  weeks  later,  this  obser- 
vation was  confir-med,  granulations  and  fibrous  tissue  being  found  between  the 
cricoid  cartilage  and  the  plane  of  the  tracheotomy  wound. 

Case  o.— Laryngeal  diphtheria — Acute  obstruction  of  larynx — Intubation — Tra- 
cheotomy— Stenosis  of  the  larynx  and  inability  to  remove  the  tracheotomy  tube. 

E.  W ,  female,  aged  one  year  and  nine  mouths,  was  admitted  to  Colinton 

Mains  Hospital  on  November  24,  1914.  sxifEering    from    faucial    and   laryngeal 
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diphtheria.  Owing  to  the  obstructed  breathing  she  was  at  once  intubated.  The 
tube  was  couglied  up  three  times  on  the  day  of  admission.  Ee-intubation  was 
carried  out  on  each  occasion  without  difficulty. 

An  attempt  to  remove  the  tube  iinally  was  made  on  December  7,  but  as 
respiration  was  stUl  obstructed,  it  was  again  inserted  two  hours  later.  On  Decem- 
ber 14  it  was  thought  better  to  perform  traclieotomy.  The  duration  of  the 
intubation  period  in  this  case  was  twenty  days,  intubation  being  carried  out  on 
eight  different  occasions  during  that  time.  The  child  remained  in  the  Fever 
Hospital  wearing  the  tracheotomy  tube  until  April  28, 1915.  During  this  period 
several  attempts  were  made  to  dispense  with  it,  but  on  each  occasion  its  re-intro- 
duction was  necessary.  The  child's  general  health  being  now  excellent,  she  was 
recommended  to  the  Ear  and  Throat  Department,  Eoyal  Infirmary,  for  further 
examination,  five  months  after  the  first  intubation. 

On  April  30,  1915,  a  general  anaesthetic  was  administered  and  the  larynx 
was  examined  by  "  suspension  laryngoscopy."  The  upper  aperture  and  the 
interior  of  the  larynx  down  to  and  including  the  vocal  cords  presented  a  perfectly 
normal  aj^pearance.  Below  the  level  of  the  vocal  cords,  however,  the  lumen  was 
obstructed,  so  that  the  tracheotomy  tube  was  invisible.  A  small-sized  broncho- 
seopic  tube  was  passed  down  through  the  glottis,  and  the  region  thus  exposed 
presented  a  pink,  vascular  appearance  which  suggested  the  presence  of  granulation 
tissue. 

On  May  12  a  general  auEesthetic  was  again  administered  and  a  vertical 
incision  was  made  over  the  thyroid  cartilage  downwards  to  the  tracheotomy 
wound.  The  lower  third  of  the  thyroid  cartilage,  the  cricoid  region  and  the 
upper  rings  of  the  trachea  were  divided  mesially  and  the  interior  of  the 
canal  thus  exposed  was  inspected.  The  mucous  membrane  presented  a 
perfectly  normal  appearance  from  the  vocal  cords  downwards  to  the  tracheotomy 
tube.  There  was  an  entire  absence  of  granulation  tissue  or  any  fibrous  stenosis. 
More  careful  examination  revealed  the  fact  that  the  cricoid  cartilage  was  absent' 
at  any  rate  the  anterior  and  lateral  portions  of  the  cartilaginous  ring.  It  was 
thus  evident  that  the  obstruction  to  respiration  through  the  natural  channel  was 
due  to  collapse  of  the  walls  of  the  canal  and  not  to  the  presence  of  granulations 
as  had  been  suggested  by  the  appearance  observed  during  the  suspension  examina- 
tion. The  soft  parts  were  siitured  and  the  tracheotomy  tube  left  in  situ  pending 
further  consideration  as  to  the  best  method  of  procedure. 


Thk  Pkimaky   Laryngeal  Disease. 

The  subject  which  these  cases  illustrate — stenosis  of  the  larynx 
after  tubage — has  received  considerable  attention  from  a  number 
of  writers.  Discussion  has  taken  place  as  to  the  relative  importance 
to  be  attached  to  the  part  played  by  the  primary  disease  on  the 
one  hand  and  by  the  method  of  surgical  intervention  on  the  other, 
in  the  production  of  the  subsequent  stenosis.  It  is  obviously 
difficult  to  determine  this  point  with  any  degree  of  accuracy. 
In  certain  acute  affections  of  the  larynx  severe  inflannnatory 
changes  may  occur  of  such  a  nature  as  in  themselves  to  produce 
subsequent  atresia  or  actual  stenosis.  Amongst  these  we  may  cite 
diphtheria  and  the  lai-yngeal  complications  of  typhoid  fever.     la 
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hoth  there  is  the  tendency  to  a  necrotic  process ;  intense  oedema, 
ulceration,  perichondritis  and  abscess  formation,  even  causing 
necrosis  of  cartilage,  may  lead  to  marked  narrowing  of  the  air- 
way and  to  cicatricial  changes  causing  permanent  obstruction.  It  is 
just  in  this  class  of  case,  however,  that  intubation  or  tracheotomy 
is  a  necessary  procedure,  and  the  super-added  pressure  of  an 
intubation  tube  may  be  the  determining  factor  in  the  production 
of  the  stenosis.  Cases  of  laryngeal  diphtheria  not  requiring 
surgical  intervention,  but  nethertheless  followed  by  stenosis,  occur 
but  are  very  rare.  Collinet  has  reported  their  occurrence.  Ker,  in 
a  large  experience  at  the  Edinburgh  Fever  Hospital,  has  not 
met  with   such  cases. 

While  diplitheria,  both  from  its  frequency  and  from  the  inten- 
sity of  the  inflammation,  must  "necessarily  furnish  the  majority  of 
the  cases  which  we  are  considering,  it  is  interesting  to  study  the 
following  figures.  An  analysis  of  the  five  cases,  above  detailed, 
shows  that  three  were  diphtheria  and  two  suffered  from  an  acute 
laryngitis  of  unknown  origin.  Boulay  has  reported  nine  cases  of 
stenosis  in  which  intubation  was  performed ;  four  were  diphtheritic, 
five  were  not.  Bokai  reports  eight  cases,  five  diphtheria,  three 
non-diphtheritic.  Rabot,  Sargnon  and  Barlatier  eight  cases,  of 
which  only  four  were  diphtheria.  T^'urther,  these  authors  were 
asked  to  operate  upon  four  cases  for  the  relief  of  stenosis,  and  of 
these  only  two  wei-e  of  diphtheritic  origin  ;  the  third  was  a  case  of 
laryngitis  complicating  measles,  while  the  fourth  was  a  case  of 
membranous  streptococcal  laryngitis.  Of  the  total  34  cases  here 
enumerated,  18,  or  52  per  cent.,  were  diphtheria,  and  16,  or  47  per 
cent.,  were  cases  of  laryngitis  of  other  origin.  Medical  literature 
contains  numerous  records  of  single  cases  and  groups  of  cases  of 
post-diphtheric  laryngeal  stenosis,  so  that  too  much  importance 
must  not  be  attached  to  the  percentage  figures  obtained  from  a 
small  total  of  34  cases.  The  interest  of  the  figures  lies  mainly 
in  the  fact  that  cases  of  non-diphtheritic  laryngitis  requiring 
intubation  may  also  develop  subsequent  stenosis. 

Of  the  non-diphtheritic  forms  of  acute  laryngitis  which  may 
predispose  the  larynx  to  stenosis,  mention  must  be  made  of  the 
acute  subglottic  laryngitis  of  children,  and  laryngitis  complicating 
the  infectious  diseases,  more  particularly  measles.  Donaldson  has 
reported  a  case  of  subglottic  stenosis  consecutive  to  acute  laryn- 
gitis, and  Neumann  a  similar  case,  in  neither  of  which  intubation 
was  practised.  While  certain  acute  laryngeal  affections  may  be 
followed  by  stenosis,  such  cases  are  rare,  and  we  must  therefore 
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regard  the  surgical  intervention  for  tlie  relief  of  the  acute  ob- 
struction as  the  determining  factor  in  the  production  of  the 
subsequent  narrowing  of  the  laryngeal  lumen.  The  inflamed  and 
cedematous  mucous  membrane  is  naturally  vulnerable,  and  the 
pressure  of  an  intubation  tube  upon  it  must  necessarily  be  a  cause 
of  further  irritation. 

Intcbation. 

When  the  statistics  which  are  available  are  considered,  we 
must  confess  to  a  feeling  of  surprise  that  these  cases  do  not  occur 
more  frequently  than  they  apparently  do.  Ker  has  kindly 
furnished  me  with  the  following  figures  from  his  records  at  the  Fever 
Hospital.  He  has  taken  the  perio4  of  ten  years  from  1906-1915 
inclusive,  during  which  time  268  intubations  were  performed  for 
acute  laryngeal  obstruction  mainh',  thougli  not  entirely,  in  cases 
of  diphtheria. 

So  far  as  we  have  been  able  to  ascertain  only  five  of  the  cases, 
or  1  per  cent.,  subsequently  developed  stenosis  of  the  larynx.  The 
cases  are  those  here  recorded.  In  the  light  of  the  fact  that  two  of 
them  (Group  A)  left  the  fever  hospital  without  any  sign  of  em- 
barrassed respiration,  it  is  of  course  possible  that  one  or  more  may 
have  been  discharged  apj^arently  cured  and  thus  have  escaped  ob- 
servation, but  we  are  of  opinion  that  this  is  not  probable.  The 
following  table  is  prepared  from  such  statistics  as  we  have  been 
able  to  obtain  : 


Table  I. 


Author. 

Ker  .  .         .  . 

Von  Wiederhofer 
Ganghofner 
Variot 

Galatti       .         .         . 
Boka'i 
Marfan 

Rabot,  Barlatier  and 
Sargnon 


Cases 
intubated. 

Subsequent 
stenosis. 

Percentage. 

268 

5 

1-8 

jer  cent 

694 

7 

1-0 

jt 

1000 

3 

0-3 

tt 

500 

3 

0-6 

^> 

31 

2 

6-0 

?.* 

1203 

4     • 

0-3 

,, 

1600 

2 

0-1 

>3 

1200 


0-6 


It  is  evident  from  a  study  of  these  figures  that  stenosis  of  the 
larynx  following  intubation  must  be  regarded  as  a  rare  complication, 
and  that  its   occasional    occurrence  in  the    hands  of    the   expert 
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opei'ator  should  not  deter  liira  from  practising  so  valuable  a  pro- 
cedure. 

In  considering  the  part  played  by  the  intubation  tube  in  the 
production  of  stenosis,  it  is  necessary  to  bi-iefly  note  in  the  first 
instance  that  damage  may  be  caused  by  faulty  manipulation  in  the 
hands  of  the  inexperienced ;  even  the  most  competent  operators, 
however,  may  injure  the  walls  of  the  larynx  in  cases  where  intuba- 
tion proves  particularly  difficult.  The  injury  which  the  ine.K- 
perienced  operator  may  produce  affects,  as  a  rule,  the  upper  aper- 
ture of  the  larynx  and  the  structures  above  the  rima  glottidis. 
The  epiglottis  and  the  ary-epiglottidean  folds  may  be  torn  and  the 
false  and  true  cords  and  the  ventricle  of  Morgagni  excoriated. 
Occasionally  a  false  passage  has  been  made  through  the  crico- 
thyroid membrane.  Proof  of  this  has  been  demonstrated  by  Yariot 
and  Bayeux  upon  the  cadaver  of'  a  young  child  on  which  experi- 
mental intubation  was  carried  out  by  a  person  with  no  experience. 
Severe  injuries  of  this  kind  would  naturally  be  followed  in  the 
living  by  cicatricial  stenosis,  in  which  case  the  operator  and  not 
the  intubation  must  be  to  blame. 

Turning  from  the  question  of  traumatism,  howevei-,  we  come  to 
the  main  point  of  our  thesis,  namely,  the  influence  of  tubage  upon 
the  larynx  in  the  hands  of  the  experienced  operator.  Ulceration 
of  the  mucous  membrane  may  develop  consequent  upon  the  pres- 
sure of  the  intubation  tube.  The  degree  of  ulceration  will  vary 
considerably,  and  it  by  no  meiins  follows  that  if  an  ulcer  is  formed 
it  will  necessarily  lead  to  cicatricial  stenosis.  If  superficial,  cure 
will  take  place  without  producing  any  permanent  damage ;  on  the 
other  hand,  if  the  ulceration  extends  deeply,  subsequent  changes 
will  lead  to  cicatricial  contraction.  'As  a  rule,  the  laryngeal  mucosa 
affected  with  diphtheria  tolerates  the  pressure  of  the  tube,  and 
different  opinions  have  been  expressed  as  to  the  frequency  with 
which  ulceration  takes  place  in  intubation  cases.  From  a  stud}'  of 
the  figures  which  we  have  already  given  in  the  table  dealing  with 
post-operative  stenosis,  it  is  evident  that  the  severe  forms  of  ulcera- 
tion can  only  rai-ely  occur. 

The  ulcer  or  ulcers  thus  produced  may  be  said  to  have  their 
seat  of  election  in  the  region  of  the  cartilaginous  cricoid  ring.  It 
has  been  described  as  the  decubitus  ulcer.  The  subglottic  region, 
especially  the  portion  within  the  cricoid  cartilage,  is  predisposed, 
on  anatomical  grounds,  to  ulceration  from  the  pressure  of  an  intu- 
bation tube  lying  in  contact  with  the  inflamed  mucosa.  Here  the 
larynx  is  narrow,  and  is  completely  surrounded  by  a  firm  carti- 
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laginous  ring,  which  makes  tlie  wall  unyielding.  The  mucous 
membrane  in  this  situation  can  be  somewhat  readily  detached  from 
the  deeper  structures  owing  to  a  considerable  development  of  the 
cellular  tissue  beneath  it,  consequently  the  production  of  oedema  is 
rendered  more  easy. 

Other  factors  must  also  be  taken  into  consideration  as  influencing 
the  formation  of  the  decubitus  ulcer.  These  are,  the  age  of  the 
patient,  the  frequency  of  re-intubation  and  its  duration,  and  lastly 
the  form  of  the  intubation  tube  that  is  used. 

Age  of  the  Patient. 

Statistics  make  it  evident  that  ulceration  occurs  more  fre- 
quently in  young  children.  Although  the  cases  intubated  in  our 
series  were  only  five  in  number,  all  were  under  four  j'ears  of  age, 
one  being  in  the  second  year  oE  life,  three  in  the  third,  and  one  in 
the  fourth  year.  In  a  series  of  twenty-one  cases  collected  by 
Bokai,  the  majority,  thirteen  in  number,  occurred  before  the  age 
of  four,  the  remaining  eight  being  in  the  fifth  and  sixth  years  of 
life. 

The  Frequency  op  Intubation  and  its  Duration. 

These  must  be  regarded  as  the  most  important  factors  in  the 
production  of  the  decubitus  ulcer,  and  of  the  two  the  duration  has 
the  more  significance.  It  is  essential,  therefore,  to  analyse  these 
two  points  from  the  facts  at  our  disposal.  The  usual  practice  of 
those  who  are  in  the  habit  of  intubating  probably  varies  somewhat. 
As  the  cases  of  stenosis  now  under  consideration  occurred  in  the 
Edinburgh  Fever  Hospital,  I  cannot  do  better  than  quote  from 
Ker's  "Textbook  of  Infectious  Diseases,"  published  in  1909,  as  to 
the  routine  adopted  in  that  hospital.  The  author  says  :  "  The 
psychological  moment  for  removing  the  tube  (intubation)  is  from 
two  and  a  half  to  three  days  from  its  insertion,  and,  always  pro- 
vided the  temperature  and  respiration  are  normal,  there  is  then  a 
fair  chance  thiit  the  patient  will  escape  further  manipulation.  If, 
liowever,  there  is  still  pyrexia  and  the  breathing  is  rapid,  the  tube 
will  often  have  to  be  replaced,  sometimes  in  a  few  minutes,  some- 
times after  a  couple  of  hours.  It  is  rare  for  a  patient  who  has 
breathed  satisfactorily  for  as  long  as  four  hours  to  require  a  second 
intubation.  Should,  however,  the  tube  be  re-inserted,  an  attempt 
should  be  made  to  remove  it  every  second  day.  The  greatest 
number  of  re-iutubations  which  I  have  performed  in  any  one  case 


August,  1916.] 


Rhinology,  and  Otology. 


323 


is  fourteen,  nncl  the  patient  in  question,  after  wearing  a  tube  for 
four  weeks,  recovered  satisfactorily,  with  no  sign  of  ulceration  of 
the  hirynx."  Other  authorities  consider  the  fifth  or  sixth  day  as  a 
maxinunn,  and  the  most  appropriate  time  for  extubation. 

The  five  recorded  cases  of  intubation  followed  by  ulceration  and 
stenosis  have  occurred  since  the  above  ([notation  was  published, 
and  an  analysis  will  show  that  in  four  the  duration  of  the  intubation 
period  was  shorter  than  in  the  case  quoted  by  Ker,  and  in  tlie  fifth 
the  'period  was  considerably  longer  In  none  of  the  cases,  how- 
ever, did  the  number  of  intubations  exceed  ten.  The  following 
table  will  show  at  a  glance  the  points  under  consideration  : 

Tablk    II. ^C'/.ves  nf  Ulceration  and  Stenosix  folhunng  Intuhntion 

{Kcr). 

„  No.  of  intuba-        Duration  of 

•    tions.  intubations. 

(xroup  A.  J  1  .  .  10         .         9  weeks 

(Intubation  only)  L2  .  .  7         .         3      ,, 

Group  B.  r'3  .  .  5.9  days 

(Intubation     and  J  4  .  .  2         .         6     „ 

Tracheotomy)  v5  .  .  8         .         3  weeks. 

In  order  to  supplement  these  figures  an  analysis  has  been  made 
of  the  data  provided  by  a  stud}'  of  eight  cases  of  subglottic  laryn- 
geal stenosis  which  have  been  operated  upon  by  Rabot,  Sargnon 
and  Barlatier  for  the  relief  of  the  obstruction.  All  were  children  ; 
three  had  had  diphtheria,  two  acute  laryngitis  complicating  measles, 
one  acute  laryngitis  following  scarlet  fever,  while  two  had  laryn- 
gitis of  unknown  origin.  After  extubation,  tracheotomy  had  been 
necessary.  The  following  table  epitomises  the  points  under  dis- 
cussion : 


Table 

III. 

Case. 

No 

of  intubations. 

D 

iiration  of  intubation 

1 

5 

24  hours 

2 

5 

15  days 

3 

G 

15     „ 

4 

2 

10     „ 

5 

5 

14     „ 

6 

4 

9     „ 

7 

10  or 

12 

3  weeks 

8 

5 

3     „ 
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The  figures  in  the  two  tables  are  striking,  as  they  demonstrate 
the  great  variations  met  with  both  in  the  number  of  intubations  per- 
formed and  in  the  length  of  the  period  in  which  tubes  were  worn. 
On  the  one  hand  we  find  subglottic  stenosis  ensuing  after  twenty- 
four  hours'  intubation  (Case  1,  Table  III)  and  on  the  other  hand 
we  have  normal  respiration  embarrassed  though  not  necessitating 
tracheotomy  after  intubation  extending  over  a  period  of  nine  weeks 
(Case  1,  Group  A,  Table  II). 

The  average  duration  of  the  intubation  period  in  the  thirteen 
cases  contained  in  Tables  II  and  III  is  17  da3's,  and  the  average 
number  of  intubations  performed  is  five.  The  explanation  of  the 
great  variations  observed  in  the  figures  in  these  two  tables  is  pro- 
bably to  be  sought  for  in  the  degree  of  virulence  of  the  primarj' 
laryngeal  inflammation. 

The  Intubation  Tube. 

It  is  necessary  to  refer  to  the  intubation  tube  as  a  factor  re- 
quiring consideration.  Ker  uses  in  his  cases  the  perfected  O'Dwyer 
pattern  in  vulcanite,  but  occasionally  alternates  it  with  the  Bayeux 
metallic  tube.  On  the  other  hand  the  Lyons  school  appear  to  use 
almost  exclusively  the  metallic  tube.  The  material  of  which  the 
tube  is  made  is  a  matter  of  importance,  and  the  vulcanite,  though 
not  universally  used,  would  appear  to  be  most  in  favour,  on  account 
of  its  lightness,  being  less  liable  to  injure  the  mucous  membrane. 

Secondary  Tracheotomy. 

It  is  necessary  to  consider  briefly  whether  tracheotomy  assists 
in  the  production  of  the  subglottic  changes  leading  to  stenosis. 
In  the  majority  of  the  cases  of  obstruction  following  intubation, 
tracheotomy  has  been  found  necessary  in  order  to  save  the  patient 
from  further  respiratory  difficulty.  In  the  two  cases  in  Group  A 
of  our  series  this  was  not  required.  It  is  obvious  from  the  clinical 
history  of  the  cases  here  reported  that  prior  to  opening  the  trachea 
the  changes  which  led  to  the  more  or  less  complete  occlusion  of  the 
larynx  were  already  present,  otherwise  secondary  tracheotomy  would 
not  have  been  required.  It  is  doubtful,  therefore,  if  the  cannula 
can  be  held  responsible  for  anj'  very  active  share  in  the  production 
of  the  stenosis.  It  is  possible,  however,  that  the  prolonged  use  of 
the  tracheotomy  cannula  may  assist  in  consolidating  the  changes 
already  present,  and  by  stimulating  the  development  of  granulation 
tissue  increase  the  area  of  cicatricial  stenosis. 
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Pathological  Changes  Found  in  thj;  Larynx. 

Reference  lias  already  been  made  to  the  cricoid  region  as  the 
seat  of  election  for  the  patliological  changes  which  occur,  and  the 
explanation  of  this  has  been  shown  to  be  mainly  of  an  anatomical 
character.  The  clinical  method  of  investigation  has  been  greatly 
facilitated  iu  recent  years  by  the  introduction  of  Killian's  direct 
laryngoscopy  and  by  the  use  of  his  suspension  apparatus.  Prior 
to  this  the  means  at  the  disposal  of  the  laryngologist  were  very 
inefficient,  as  the  indirect  method  of  laryngoscopy  in  young  children, 
even  under  a  general  anesthetic,  rarely  led  to  any  satisfactory  ob- 
servations, and  the  examination  of  the  subglottic  region  from  the 
tracheotomy  wound  presented  difficulties.  It  was  necessary  to 
perform  laryngo-fissure  in  order  to  obtain  the  desired  knowledge. 
With  one  exception  all  the  cases  in  our  series  were  examined  in 
the  first  instance  by  the  direct  method. 

In  four  of  the  five  cases  which  were  intubated,  the  obstruction 
was  subglottic.  In  the  fifth,  the  condition  which  was  found  was 
quite  unlike  that  presented  by  the  other  cases.  The  changes  in  it 
were  almost  entirely  in  the  upper  part  of  the  larynx.  The  anterior 
surface  and  the  free  border  of  the  epiglottis  on  the  left  side  were 
irregularly  thickened  ;  granulation  tissue  projected  from  the  right 
ventricle  throughout  its  whole  length,  and  the  right  vocal  cord 
had  an  uneven  outline,  while  beneath  the  cord  the  mucous  mem- 
brane was  oedematous.  The  child,  Case  1,  Group  A,  had  been 
intubated  ten  times  during  a  period  of  nine  weeks.  The  patho- 
logical changes  in  the  upper  part  of  the  larynx  associated  with  the 
prolonged  and  frequent  re-intubaticns  were  more  suggestive  of 
those  produced  by  trauma,  but  they  were  not  inconsistent  with  the 
long  duration  of  the  tube. 

In  the  remaining  four  cases,  the  lesion  was  subglottic  and  in  the 
cricoid  region.  Case  2,  Group  A,  a  case  of  diphtheria,  in  which  a 
secondary  tracheotomy  had  not  been  required,  was  examined  by 
the  direct  method  one  year  after  the  primary  illness.  In  the 
crocoid  area  a  well-formed  cicatricial  band  was  observed  placed 
anteriorly  and  laterally,  but  apparently  absent  posteriorly.  It 
presented  a  sickle-shaped  free  margin,  the  band  being  both 
broader  and  thicker  in  front,  but  tapering  on  each  side  (Fig.  2). 
Rather  less  than  half  the  lumen  of  the  respiratory  tube  was  thus 
occluded,  and  two  or  three  rings  of  the  trachea  were  visible  beneath 
it.     The  vertical  extent  of  the  stricture  was  not  ascertained. 

In  Case  3,  Group  B,  non-diphtheritic,  and  requiring  a  secondary 
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tracheotomy,  the  larynx  was  examined  iiost-mortem,  four  and  a  half 
months  after  the  original  illness.  The  vocal  cords  lay  close  together 
in  the  position  of  adduction.  A  vertical,  sagittal  section  in  the 
mesial  plane  through  the  larj'nx  and  upper  part  of  tlie  trachea 
demonstrated  the  absence  of  any  himen  between  the  vocal  cords 
above  and  the  tracheotomy  wound  below.  The  whole  of  this  area 
was  filled  with  a  dense,  white,  fibrous-like  material  converting 
the  pre-existing  lumen  into  a  solid  column  of  tissue  (Fig.  3). 
A  portion  of  the  tissue  was  examined  microscopically,  and  was 
found  to  consist  of  fibrous  tissue  undergoing  myxomatous  change, 
and  showing  marked  lymphocytic  infiltration.  The  blood-vessels 
showed  considerable  proliferative  endarteritis. 

In  Case  4,  Group  B,  non-diphtheritic  and  with  secondary  tra- 
cheotomy, the  larynx  was  examined  both  by  the  direct  method  and 
by  thyrotomy,  two  months  after  the  acute  illness.  The  cricoid 
ai-ea  was  occupied  partly  by  granulations  and  partly  by  fibrous 
tissue. 

In  Case  5,  Group  B,  diphthei'ia,  with  secondary  tracheotomy, 
examination  of  the  larynx  was  made  five  and  a  half  months  after 
the  acute  illness.  When  the  bronchoscopic  tube  was  passed  through 
the  glottic  chink  the  subglottic  ai'ea  presented  a  pink,  vascular 
appearance,  which  suggested  the  existence  of  granulation  tissue. 
When  the  condition  was  examined  through  an  external  incision, 
however,  a  normal  mucous  uiembrane  was  found,  but  the  cricoid 
cartilage,  at  any  rate  its  anterior  and  lateral  portions,  was  absent, 
and  the  stenosis  was  the  result  of  collapse  of  the  walls  of  the 
respiratory  canal. 

The  pathological  changes  in  the  cricoid  region  consecutive  to 
intubation,  as  illustrated  by  Cases  2,  3,  4,  and  5,  resemble  those 
which  have  been  described  by  other  writers  upon  the  subject. 
They  may  be  said  to  represent  different  stages  of  the  inflammatorj- 
and  ulcerative  process,  passing  from  the  granulation  tissue  stage 
on  the  one  hand  (Case  4)  through  the  fibrous  tissue  stage,  causing 
incomplete  or  complete  obliteration  of  the  lumen  (Cases  2  and  3) 
to  actual  destruction  of  cartilage  (Case  5).  The  formation  of  a 
superficial  decubitus  ulcer  is  probably  a  not-infrequent  event  where 
intubation  tubes  are  employed.  Bokai  in  156  autopsies  found 
evidence  of  such  in  every  case ;  the  ulceration  was  observed  in 
every  case  at  the  cricoid  ring  and  at  the  level  of  the  first  two  rings 
of  the  trachea — in  145  instances  on  the  anterior  wall  of  the  canal,  in 
six  on  the  posterior  wall,  and  in  five  in  both  situations.  The  degree 
of  ulceration  varies  considerably,  and  Widerhofer  has  classified  the 
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ulcers  as  (a)  tlie  simple  epithelial  desquamation,  (6)  ulceration 
denuding  the  cartilage,  and  (c)  ulceration  and  necrosis  of  cartilage. 
The  superficial  ulcerations  will  cure,  while  those  of  a  more  serious 
nature  lead  to  cicatricial  tissue  formation  with  incomplete  or  com- 
plete stenosis  of  the  respiratory  lumen. 

It  is  naturally  difficult  to  draw  any  conclusion  as  to  a  relation- 
ship between  the  duration  of  the  intubation  period  and  the  evolu- 
tion of  such  changes  as  we  have  described  in  the  mucous  membrane 
of  the  larynx  and  the  subjacent  tissues.  The  larynx  comes  under 
direct  examination  at  a  varying  period  after  the  acute  illness  has 
passed  off.  The  final  changes  which  have  been  observed  are  very 
similar,  whether  the  intubation  period  is  of  short  or  long  duration. 
In  the  case  described  by  Rabot,  Sargnoii  and  Barlatier,  in  which 
the  tube  had  been  worn  for  twenty-four  hours,  and  in  wliich  a 
secondary  tracheotomy  was  required,  complete  subglottic  cicatricial 
stenosis  was  found  eleven  months  later.  In  Case  2,  Group  A, 
intubated  for  three  weeks,  and  not  requiring  a  secondary  trache- 
otomy, a  partial  fibrous  atresia  was  found  one  year  after  the  intu- 
bation. 

G-ROUF  C. 

[Tracheotomy.) 

'J'lie  two  following  cases  have  been  introduced  as  e.^amples  of 
respiratory  difficulty  following  the  removal  of  the  cannula  after 
primary  tracheotomy  performed  for  tlie  relief  of  acute  laryngeal 
obstruction.  The  difficulty  of  re-establishing  respiration  through 
the  natural  air-passages  after  opening  the  trachea  has  long  been 
recognised  by  the  surgeon,  and  medical  literature  contains  many 
examples.  The  cases  here  detailed  are  not  without  interest,  and  I 
do  not  23ropose  to  do  more  than  record  them. 

Case  6.— Laiygeal  diphtheria— Acute  obstmction  of  larynx — Tracheotomy  — 
Intermittent  obstruction  of  the  larynx  after  removal  of  tracheotomy  tube. 

B.  W ,  female,  aged  two  years  and  a  half,  had  diphtheria  at  the  beginning 

of  October,  1913.  On  account  of  the  marked  laryngeal  stridor  tracheotomy  was 
performed.  The  tube  was  worn  for  six  days  and  then  removed,  the  wound  healing 
in  due  course.  It  was  soon  noticed,  however,  that  the  breathing  at  night  was  not 
satisfactory  ;  the  professional  nurse  who  remained  in  attendance  complained  of 
the  occasional  stridorous  respiration.  Diu-ing  the  day  respiration  as  a  rule  was 
normal  and  the  child's  voice  was  natural. 

On  account  of  the  noisy  nocturnal  breathing  I  was  asked  to  see  the  child  six 
weeks  after  her  recovery  from  diphtheria.  She  had  the  appearance  of  a  well- 
marked  case  of  nasal  obstruction  ;  she  snored  at  night ;  the  nurse,  however,  felt 
certain  that  on  occasions  the  noisy  respiration  was  laryngeal  in  origin  and  not 
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ordinary  snoring.  The  tonsils  were  very  large,  meeting  in  the  middle  line. 
Though  no  digital  examination  of  the  naso-pharynx  was  made,  the  conclusion 
arrived  at  was  that  adenoids  were  probably  present.  The  child's  voice  was  quite 
normal,  and  although  she  was  somewhat  upset  by  the  examination  of  her  throat, 
no  inspiratory  stridor  was  detected.     The  tracheotemy  wound  was  healed. 

Arrangements  were  made  for  a  "  suspension  laryngoscopy  "  and  for  the  removal 
of  the  tonsils  and  adenoids  in  the  course  of  a  few  days. 

Three  days  later  I  was  informed  liy  telephone  that  the  child  was  "  black  in 
the  face  "  and  evidently  dying  from  asphyxia.  Shortly  after  the  receii^t  of  this 
message,  information  was  received  that  the  child  had  recovered  and  was  breathing 
quietly  as  the  result  of  artificial  respiration  carried  out  by  tlie  nurse.  Instructions 
were  given  to  bring  the  child  at  once  by  motor  car  into  the  Nursing  Home,  where 
preparations  were  made  for  tracheotomy. 

When  the  child  was  seen  at  the  Home  she  was  breathing  quietly  and  her 
colour  was  normal.  It  was  evident  from  the  information  obtained  from  the  nurse 
that  there  had  been  serious  laryngeal  obstruction,  and  that  the  patient  owed  her 
life  to  the  skill  of  her  attendant,  who  kept  up  artificial  respiration  until  normal 
breathing  was  re-established. 

Under  general  ana?stliesia  the  old  trachelotomy  wound  was  reojjened.  With 
the  edges  of  the  trachea  drawn  apart,  a  careful  inspection  of  the  lumen  was  made. 
A  pinkish,  soft,  polypus-like  growth  partly  filling  the  lumen  was  seen  to  project 
downwards  into  the  upper  part  of  the  tracheotomy  wound.  Its  attachment  was 
found  on  the  right  side  of  the  tracheal  wall  just  below  the  cricoid  cartilage.  It 
was  removed  with  scissors. 

A  few  days  later  the  tonsils  and  adenoids  were  removed,  the  tracheotomy  tube 
v/as  dispensed  with,  and  the  child  made  an  uninterrupted  recovery,  there  being  no 
further  respiratory  difficulty. 

Case  7.— Acute  laryngeal  obstruction — Tracheotomy — Temporary  stenosis  with 
inahility  to  remove  the  tracheoto'iny  tube  for  a  period  of  three  months. 

Baby  R ,  female,  aged  one  year  and  a  half,  under  the  care  of  Dr.  W.  E.  Frost, 

had  been  ill  for  two  days.  The  temperature  was  slightly  raised;  nothing  abnormal 
could  be  detected  in  the  chest  and  abdomen.  The  fauces  and  pharynx  were  red 
and  inflamed,  but  free  from  false  membrane.  During  the  second  day  of  the  illness 
the  child's  cry  had  become  slightly  husky  and  the  breathing  a  little  noisy.  A 
swab  from  the  throat  showed  no  diphtheria  bacilli.  She  had  previously  been  in 
good  health.  On  the  evening  of  April  2.5,  1914,  respiration  was  more  difficult 
and  a  distinct  inspiratory  stridor  was  detected ;  the  face  had  a  greyish  pallor  and 
there  was  a  slight  retraction  in  the  supra-clavicular  regions.  The  nasal  cavities, 
fauces  and  pharynx  were  devoid  of  false  membrane.  No  attempt  was  made  to 
examine  the  larynx.  As  the  difficulty  in  breathing  was  evidently  increasing,  it 
was  deemed  advisable  to  perform  tracheotomy  at  once.  There  was  no  evidence  of 
false  membrane  in  the  trachea. 

After  an  interval  of  one  week  the  cannula  was  removed,  but  its  immediate 
replacement  was  necessary,  as  respiration  was  at  once  obstructed,  the  child 
becoming  livid.  After  two  or  three  days'  interval  a  second  attempt  was  made  to 
dispense  with  the  tube,  but  with  a  similar  result.  On  both  occasions  the  jjatient 
was  apparently  terrified,  thus  increasing  the  respiratory  difficulty.  In  order  to 
eliminate  the  element  of  fear,  possibly  due  to  the  presence  of  the  surgeon,  the 
niu-se  was  instructed  in  the  method  of  removal  of  the  tube  and  its  re-introduction, 
should  this  prove  necessary.     Again  the  attempt  was  unsuccessful. 

As  no  examination  of  the  larynx  had  hitherto  been  made,  and  consequently  an 
exact   diagnosis  had  not  been  arrived  at,  a  general  ansesthetic   was   given  and 
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suspension  laryngoscopy  carried  out.  A  good  view  of  a  perfectly  normal  larynx 
was  obtained.  Examination  of  the  subglottic  region  through  a  small  broncho- 
scope tube  introduced  through  the  tracheotom5-  wound  revealed  nothing  abnormal. 
There  was  an  entire  absence  of  granulation  tissue.  Under  the  anaesthetic  the 
child  breathed  quietly  through  the  larynx  when  the  edges  of  the  tracheotomy 
wound  were  held  in  apposition. 

Having  satisfied  ourselves  as  to  the  absence  of  any  pathological  condition,  we 
decided  to  again  try  to  educate  the  child  to  dispense  with  the  cannula,  and  while 
it  became  possible  to  do  without  the  tube  for  longer  periods,  its  re-insertion  from 
time  to  time  was  still  necessary.  With  any  undue  excitement  the  respiratory 
difficulty  became  as  marked  as  formerly.  The  child  was  finally  placed  under  the 
care  of  her  mother,  who  was  given  the  necessary  instructions  as  to  how  to  deal 
with  an  emergency.  It  was  not  until  a  period  of  three  months  had  elapsed  from 
the  date  of  the  first  attempted  removal  of  the  cannula  that  normal  respiration  was 
maintained  and  the  tube  finally  dispensed  with. 

In  conclusion  I  wish  to  acknowledge  the  assistance  which  I 
have  received  from  a  study  of  the  valuable  monograph  upon 
"  Retrecissements  du  Larynx  et  de  la  Trachee,  Consecutifs  au 
Tubage  et  a  la  Tracheotomie,"  by  Eabot,  Sargnon  and  Barlatier,  of 
Lyons.  I  hope  in  a  future  communication  to  deal  with  the  treat- 
ment of  cicatricial  laryngeal  stenosis,  a  subject  which  presents 
many  difficulties  to  the  laryngologist. 

LlTEEATUEE. 

"  Retrecissements  du  Larynx  et  de  la  Trachee,  Consecutifs  au  Tubage  et  a  la. 
Tracheotomie,"  by  Eabot,  Sargnon  and  Barlatier,  Lyons,  190S. 
BouLAT. — Journal  des  Practiciens,  1901. 
CoLLiNET. — "  Soc-d'oto-rhino-laryngol-frangaise,"  Mai,  1902. 
BoKAi. — "TIeber  des  Intubations  trauma,"  Leipzig,  1901. 
EoGERS. — Amer.  Joura.  Med.  Scs.,  November,  1905. 
Thost. — "  Die  Verengerungen  der  Obereu  Luftwege,"  Wiesbaden,  1911. 


THE  PAST  AND  PRESENT  OF  OTOLARYNGOLOGY. 

■By  p.  McBeide. 

The  idea  of  writing  on  the  Past  and  Present  of  Otolaryngology 
occuri'ed  to  me  because  of  the  somewhat  unusual  position  I  find 
myself  occupying  after  having  withdrawn — as  I  thought  finally — 
from  the  practice  of  the  specialties.  I  may  perhaps  be  acquitted 
of  intentional  egotism  if  I  therefore  refer  shortly  to  my  own  con- 
nection with  them  in  the  past.  Beginning  practice  about  1880,  I 
retired  in  1910,  but,  owing  to  the  unusual  condition  of  matters- 
arising  out  of  the  war,  it  has  been  my  lot  to  resume  hospital  work, 
in  which  I   have  been  engaged  for  nearly  a  year.     Fortunately, 
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since  my  witlidrawal  from  practice  I  have  kept  myself  more  or  less 
informed  as  to  the  progress  of  Otolaryngology,  although  my  read- 
ing for  the  last  six  years  has  of  necessity  been  of  a  desultory 
kind.  It  is  proposed  to  discuss  my  thesis  under  the  following 
Jieadings  : 

(1)  A  general  survey. 

(2)  Problems  which  still  require  further  investigation. 

I  need  hardly  remind  the  reader  that  under  the  term  "  Oto- 
laryngology" is  included  Rhinology,  which  has  of  late  attained 
considerable  importance. 

General  Survey. 

In  1880  laryngology  had  already  assumed  a  position  of  weight, 
entitling  it  to  be  classed  among  recognised  specialties,  and  it 
would  be  no  exaggeration  to  say  that  the  practitioner  of  to-day 
could  often  gain  valuable  information  from  a  study  of  the  older 
text-tooks  dealing  with  diseases  of  the  larynx  and  pharynx.  It 
is  true  that  there  have  been  important  advances.  I  need  only 
instance  the  increase  of  our  knowledge  of  laryngeal  paralysis, 
laryngeal  cancer,  and  the  development  of  the  direct  method  of 
examination  as  applied  to  the  larynx,  trachea,  and  bronchi.  Again, 
following,  or  perhaps  I  should  say  initiating,  the  line  upon  which 
rliinologj^,  and  more  jDarticularly  otology,  have  progressed,  laryn- 
gology has  shown  a  tendency  to  annex  new  territory.  Thus  we  have 
seen  the  development  of  cesophagoscopyand  the  birth  of  gastroscopy 
as  well  as  the  jjassing  of  external  operations  for  the  removal  of 
malignant  disease  of  the  larynx  into  the  domain  of  the  specialist. 
On  the  whole,  however,  the  student  who  compares  the  text-books 
of  nearly  forty  years  ago  with  those  of  to-day  will  find  remarkably 
little  change,  allowing  for  the  time  that  has  elapsed  since  they 
were  written.  I  suppose  that  this  fact  is  due  to  the  objective 
nature  of  the  science,  as  whenever  laryngoscopy  became  perfected 
there  was  little  room  for  theorising. 

"When  live  consider  otology  and  compare  the  older  works  with 
the  new  a  remarkable  contrast  is  discovered.  In  these  older  text- 
iDboks  we  may  well  be  struck  by  the  relatively  small  amount  of 
information  conveyed,  and  more  particularly  by  the  large  number 
of  pages  required  to  convey  it.  We  are  further  impressed  by  the 
attempts  of  many  of  the  authors  to  exaggerate  the  importance  of 
otology  as  it  was  then  known  and  practised.  Of  old,  as  now,  the 
bugbear  of  otologists  was  that  form  of  middle-ear  deafness  which 
need    not   now    be,   more  defined  than    to  state   that  it  advances 
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insidiously,  and  that  no  very  definite  deductions  can  be  drawn 
from  inspection  of  the  membrane,  while  there  are  no  adenoids  and 
frequently  no  gross  lesions  of  the  nose  likely  to  involve  the  middle 
ear.  The  type  I  refer  to  is  familiar  to  every  specialist.  Of  course 
we  now  know  more  about  these  casea  and  realise  that  some  are  due  to 
.otosclei-osis  and  some  to  adhesive  processes,  the  result  of  catari'h, 
ras  it  is  said,  but  sometimes  without  any  evidence  of  such  cataiTli 
— past  or  present — so  that  we  may  compromise  by  substituting  the 
term  inflammatory  process.  We  in  years  gone  by  knew  how 
hopeless  most  of  such  cases  were  just  as  well  as  we  know  it  to- 
>day.  We  realised  that  a  few  derived  some  benefit  from  opening 
"the  Eustachian  tubes,  but  that,  failing  improvement  from  this,  no 
ireatment  was  likely  to  avail.  Yet  during  the  last  thirty-six  years 
we  have  had  all  kinds  of  sensational  suggestions  as  to  treatment 
jiud — what  I  have  never  been  able  to  understand — these  methods 
■were  ofteti  supported  by  arrays  of  cases  believed  to  have  been 
ibenefited  or  cured.  At  one  time  it  was  claimed  that  the  impaired 
hearing  was  caused  by  insufficiency  of  the  palate  muscles  or  tensor 
tympani,  and  electricity  was  advised  and  said  to  have  given  excellent 
■I'esults.  A  little  later  it  was  thought  that  the  hope  of  these  poor 
deaf  people  lay  in  operative  rhinology,  and  the  smallest  nasal 
irregularity  was  diligently  sought  after  and  corrected.  This  really 
was  perhaps  the  most  serious  matter  of  all,  because  few  of  us 
possess  perfect  noses,  and  the  credulous  otorhinologist  of  that  time 
■could  almost  always  find  something  to  do.  Again,  at  a  compara- 
tively recent  period,  it  was  suggested  that  in  massage  with  a 
preparation  extracted  from  bone  marrow  we  had  a  panacea  for 
■otosclerosis.  Those  who  know  anything  of  aural  surgery  also  know 
.perfectly  well  that  such  methods  of  ti-eatment  as  I  have  referred 
•to  never  do  and  never  did  remedy  the  deafness  for  which  they  were 
applied,  and  it  is  a  most  interesting  psychological  speculation  as  to 
how  a  number  of  scientific  men,  presumably  honest,  could  bring 
themselves  to  publish  more  or  less  impossible  results.  Probably 
the  explanation  is  to  be  found  first  of  all  in  the  fact  that  even 
the  most  restrained  among  us  is  more  ready  to  credit  what  he 
desires  to  believe,  and  thus  deceives  himself.  Then  in  certain 
instances  we  must  allow  for  a  mistaken  diagnosis,  and  finally  for 
■the  occurrence  of  a  functional  element  which  has  been  overlooked. 
Moreover,  in  certain  deaf  people  there  is  an  almost  pathetic  desire 
to  imagine  that  they  are  hearing  better,  which  makes  them 
•■unconscious  accessories  to  the  exploiting  of  useless  methods  of 
Ireatment. 
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Again,  in  the  more  or  less  hopeless  forms  of  middle-ear  deaf- 
ness, various  operations  have  been  from  time  to  time  recommended 
— incision  of  the  anterior  and  posterior  folds  of  the  membrane,  of 
the  membrane  itself  in  order  to  alter  conditions  of  tension,  mobilisa- 
tion, and  even  removal  of  the  stapes  and  section  of  the  tensor 
tympani.  Perhaps  on  this  matter  I  cannot  do  better  than  repeat 
what  I  wrote  on  the  subject  in  my  text-book  as  a  summary  of  my 
views  :  "  I  have  thus  endeavoured  to  lay  before  my  readers  a  critical 
digest  of  the  operative  methods  which  have  been  suggested,  and  to 
keep  my  individual  opinion  in  the  background.  For  my  own  part 
I  do  not  perform  these  operations  in  this  class  of  case — excepting 
section  of  the  posterior  fold — because  with  this  single  exception 
there  seems  to  be  an  element  of  risk  in  all  of  them.  The  tendency 
of  modern  otologists — more  particularly  of  the  German  school,  who 
have  in  this  respect  been  followed  to  some  extent  by  American, 
French,  and  Italian  authorities — is  too  much  towards  operations 
which  are  at  best  pui'ely  experimental.  It  would  be  no  unfair  criticism 
to  state  that,  perusing  a  chapter  on  this  matter  in  any  of  the  larger 
German  works,  the  idea  remains  with  the  reader,  that  otologists  have 
vied  one  with  another  to  cut  out  ever-increasing  portions  of  the  tym- 
panic structures,  that  their  reasons  for  doing  so  are  not  always  sound, 
and  that  most  credit  is  acquired  by  him  who  has  extracted  most." 

In  this  connection  I  am  reminded  of  a  somewhat  interesting 
conversation  I  had  with  a  well-known  German  otologist  during  one 
of  the  international  congresses.  It  occurred  in  the  evening,  and 
there  had  been  a  certain  circulation  of  the  juice  of  the  grape.  The 
subject  I  ventured  gently  to  introduce  was  the  question  of  section 
of  the  tendon  of  the  tensor  tympani,  on  which  I  knew  my  com- 
panion had  expressed  views  savouring  of  Teutonic  cocksureness. 
When,  therefore,  I  asked  him  his  opinion  on  the  question,  I  did  so 
with  intent  to  what  the  vulgar  call  "  pull  his  leg."  We  spoke  in 
German,  and  success  attended  my  effort.  The  Professor  began  a 
voluble  tirade,  beginning  with  "  Have  you  not,  Herr  doctor,  read 
the  indications  I  have  laid  down,  etc."  When  he  had  finished,  I 
ventured  to  explain-  that  I  had  studied  his  views,  but  put  the 
question,  "  If  you  in  your  own  person  presented  the  indications  as 
given  by  j^ou  for  section  of  the  tendon,  would  you  have  it  done  ?  " 
Whether  his  reply  was  due  to  the  well-known  effect  of  wine  upon 
veracity,  or  due  to  the  sudden  question,  I  know  not,  but  he 
answered,  "  Ah  !  that  is  quite  a  matter  by  itself  (erne  ga7iz  eigene 
Sache)."  Thereafter  the  conversation  languished,  for  the  German 
professor  does  not  like  criticism. 
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So  much  then  for  the  older  otology,  and  the  somewhat  narrow 
groove  along  which  it  tended  to  seek  advancement.  Quite  a  new 
era  has,  however,  now  arrived.  With  the  revival  of  the  mastoid 
operation  upon  scientific  lines  began  a  period  of  surgical  activity 
which  culminated  in  extending  the  work  of  the  aural  surgeon  to 
areas  which  the  older  specialists  relegated  to  the  general  surgeon 
in  so  far  as  treatment  was  attempted  at  that  period.  As  a  result, 
the  modern  otologists  have  probably  more  experience  in  intracranial 
surgei'y  than  most  of  their  purely  surgical  confreres,  and  one  cannot 
help  wondering  whether  we  are  not  within  measurable  distance  of 
the  time  when  the  otologist  will  take  over  the  whole  of  intracranial 
surgery.  In  addition  to  the  treatment  of  meningitis,  thrombosis 
of  the  lateral  sinus,  and  cerebral  abscess  due  to  middle-ear  disease, 
the  otolaryngologist  reasonably  considers  intracranial  lesions 
arising  from  suppuration  of  the  accessory  cavities  of  the  nose 
as  within  his  province,  and  he  may  further  claim  that  if  pituitary 
tumours  are  to  be  attacked  by  way  of  the  nose  his  previous  training 
gives  him  a  mastery  of  technique  which  the  general  surgeon  must 
of  necessity  lack.  In  reviewing  the  gi-eat  strides  that  have  been 
made  on  the  lines  of  scientific  surgery,  I  am  sometimes  led  to  wonder 
whether  some  of  the  useful  older  methods  of  treatment  have  not 
been  unduly  neglected.  However,  I  may  have  occasion  to  refer  to 
some  of  them  in  detail  at  a  later  stage. 

In  rhinology,  as  in  laryngology,  knowledge  may  be  said  to  have 
advanced  fari  passu  with  improvement  in  methods  of  objective 
examination,  the  chief  difference  being  that  while  in  the  latter  the 
methods  were  more  or  less  complete  from  the  beginning,  in  the 
former  they  advanced  more  gradually.  Thus  anterior  rhinoscopy 
made  progi-ess  with  improved  light  and  specula  while  posterior 
rhinoscojjy  was  for  some  unaccountable  reason  considered  as 
presenting  great  difficulties.  I  well  remember  the  statement  of  a 
celebrated  Austrian  laryngologist  in  one  of  the  first  lectures  I 
heard  him  deliver,  that  if  we  put  laryngoscopy  as  the  unit  of 
<3ifficulty  we  should  multiply  by  ten  for  posterior-  rhinoscopy. 
Then  again  the  employment  of  X  rays  has  improved  and  con- 
solidated the  diagnosis  of  accessory  cavity  disease,  already  much 
aided  by  transillumination. 

Like  otology,  rhinology  passed  through  a  period  of  exaggera- 
tion, but  on  somewhat  different  lines.  It  assumed  two  phases, 
namely,  exaggeration  of  (1)  the  effects  of  nasal  obstruction,  (2) 
reflex  symptoms  due  to  nasal  conditions.  In  both,  however,  there 
was  a  very  definite  basis  of  fact.     Thus  we  all  recognise  the  serious 
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effects  of  nasal  obstruction  upon  general  health,  chest,  and  in  some 
forms  of  deafness.  To  the  last  symptom  I  shall  return  later  in 
this  paper,  but  shall  here  content  myself  by  stating  my  belief  that 
it  is  adenoids  which  generally — if  not  always — are  the  cause  of 
impaired  hearing  depending  upon  nasal  trouble.  There  was  a  time, 
however,  when  the  effects  of  very  minor  degrees  of  abnormality 
were  magnified  to  such  an  extent  as  to  cause  serious  workei's  very 
grave  doubts  as  to  whether  rliinology  was  not  in  danger  of  being- 
discredited  by  the  amount  of  operative  work  undertaken.  Then 
again,  older  rhinologists  will  remember  how  extravagantly  the 
doctrine  of  nasal  reflex  neuroses  was  propounded.  We  know 
certainly  that  some  cases  of  asthma,  neuralgia  and  other  neuroses 
are  benefited  bj-  nasal  treatment,  but  it  is  more  than  probable  that 
the  good  effects  are  due  to  counter-irritation  rather  than  to  the 
cure  of  some  minor  nasal  abnormality.  To  this  point  I  shall 
return  later.  We  must  nevertheless  acknowledge  that  rliinology 
owes  a  debt  of  gratitude  both  to  those  who  first  pointed  out  the 
evils  of  nasal  obstruction  and  to  those  who  first  called  attention  to 
the  effects  of  nasal  treatment  ujjon  certain  neuroses — notably 
asthma.  Like  otology  and  larynology,  rliinology  has  tended  to 
extend  its  borders,  but  by  no  means  to  the  same  extent.  Certainly 
the  surgical  treatment  of  accessory  cavities,  the  nasal  path  to 
pituitary  tumours  and  tiie  occasional  occurrence  of  intracranial 
mischief  following  upon  disease  of  the  frontal  sinus  have  given  a 
wider  field  to  the  rhinologist,  but  we  can  here  place  a  fairly  definite 
limitation  to  his  sphere  of  activity.  In  this  respect  laryngology 
and  otology  afford  a  contrast,  for  the  former  is  still  engaged  in 
spreading  its  conquests  by  way  of  gastroscopy  and  bronchoscopy, 
while  the  otologist  is  also  extending  his  outposts. 

Problems  which  Eequiee  Further  Investigation. 
Removal  of  Tonsih  and  Adenoids. 

Both  in  this  country  and  in  America  it  is  now  the  custom  to 
enucleate  tonsils,  and  there  is  a  tendency  to  do  so  in  all  cases. 
Having  reached  nearly  the  end  of  my  professional  cai'eer  before 
this  operation  became  fashionable,  I  naturally  looked  back  with 
astonishment  at  the  good  results  I  had  obtained  by  means  of 
simple  tonsillotomy  in  view  of  the  cogent  arguments  of  the  newer 
school.  Of  course,  even  in  the  old  days,  we  recognised  that  there 
were  cases  of  sunken  septic  tonsils  which  could  not  be  treated  by 
tonsillotomy,  and  these  we  punched  out  with  a  suitable  instrument. 
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Even  now  I  do  not  tliiuk  we  are  quite  agreed  as  to  the  functions  of 
Waldeyer's  rino-,  nor  do  we  yet  know  for  certain  that  these 
functions  are  not  of  importance.  Tlie  chief  argument  employed  by 
the  supporters  of  enucleation  is  that  after  it  there  can  be  no 
recurrence,  and  that  it  removes  for  ever  a  septic  focus.  My  reply 
would  be  that  we  do  not  yet  sufficiently  know  the  possible  remote 
effects  of  complete  removal,  and  that  probably  septicity  is  fostered 
only  in  the  supi-a-tonsillar  fossa  and  in  the  lacunae.  If,  therefore, 
we  remove  that  part  which  contains  the  latter  and  sufficient  tissue 
to  drain  the  former,  we  have  probably  attained  the  required  end. 
If,  apart  from  this,  the  lymphoid  tissue  is  likely  to  prove  harmful, 
it  would  be  equally  desirable  to  enucleate  adenoids  and  perhaps 
also  the  lingual  tonsil,  but,  as  our  old  friend  Euclid  would  saj-,  this 
is  impossible.  It  is  perfectly  true  that  tonsils  subjected  to  tonsil- 
lotomy occasional!}'  recur,  but  in  my  experience  this  has  been  a 
rare  event  if  the  operation  has  beea  performed  lege  artis,  and  I 
should  therefore  consider  arguments  founded  upon  it  as  negligible. 

With  regard  to  adenoids,  it  seems  to  me  that  among  the  public 
an  idea  now  exists  that  every  child  has  adenoids,  and,  therefore, 
that  every  child  should  be  operated  upon.  If  lam  right  it  behoves 
rhinologists  to  do  what  they  can  to  combat  a  view  so  erroneous. 
If  anj'  of  the. well-marked  signs  or  symptoms  exist,  and  if  the 
uaso-pharyngeal  portion  of  the  lymphatic  ring  be  enlarged,  1)}^  all 
means  remove  it;  only  let  us  have  the  diagnosis  clearly  established. 
My  reason  for  referring  to  adenoids  here,  however,  is  chiefly  to 
emphasise  the  fact  that  a  small  amount  of  hypertrophy  which  can 
be  seen  with  the  mirror,  occupying  the  vault  of  the  naso-pharynx  as 
a  flat  cushion  between  the  Eustachian  orifices,  may  cause  deafness 
as  the  only  symptom,  and  that  this  deafness  may  be  benefited  by 
the  removal  of  such  a  small  amount  of  lymphoid  tissue.  It  is 
generally  assumed  that  adenoids  cause  ear  trouble  by  obstructing 
the  Eustachian  tube,  but  I  am  inclined  to  believe  that  interference 
with  the  circulation  of  blood  or  lymph  is  a  factor  of  at  least  equal 
importance. 

The  questions  that  seem  to  arise  at  present  are  : 

(1)  Does  enucleation  of  the  tonsils  in  any  way  seriously  affect 
the  organism  ''  To  determine  this,  statistics  as  to  the  medical 
histories  of  children  who  have  been  subjected  to  enucleation  should 
,be  obtained,  with  special  reference  to  infectious  disease. 

(2)  Is  it  really  of  importance  that  the  whole  tonsil,  including 
its  capsule,  should  be  removed  in  every  instance,  or  is  this  only 
desirable  in  certain  cases  ?    , 
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(3)  What  is  the  modus  operandi  of  adenoids  in  the  causation  of 
deafness  ? 

The  Treatment  of  Chronic  Middle-ear  Suppuration. 

It  is,  of  course,  not  my  intention  to  discuss  this  subject  in 
detail.  When  I  began  practice  one  still  on  occasion  met  with 
patients  suffering  from  chronic  middle-ear  suppuration  who  had 
been  told  by  their  old-fashioned  medical  advisers  that  it  was 
dangerous  to  stop  a  discharge  from  the  ears.  So  much  was  this 
idea  in  evidence  at  one  time  that  an  American  writer  on  Otology 
very  aptly  observed  that  had  the  Almighty  intended  us  to  have 
running  ears  he  would  have  created  us  with  them.  In  those  far-off 
days  it  occasionally  happened  that  aural  polypi  were  met  with 
which  had  been  allowed  to  grow  until  they  protruded  from  the  ear, 
and  had  in  consequence  the  appearance  of  rounded  tumours 
covered  by  normal  skin.  But  nous  avons  change  tout  cela,  and  now 
the  problem  which  confronts  us  with  regard  to  chronic  middle-ear 
suppuration  is  the  question  between  conservative  and  radical  treat- 
ment— in  other  words,  shall  we  confitie  ourselves  to  methods 
directed  towards  cleanliness  and  asepsis  or  shall  we  operate  ? 
There  are  certain  cases  in  which  we  can  with  safety  adopt  the 
former  method,  viz.  those  in  which  there  is  not  much  secretion 
and  no  foetoi",  more  particularly  where  the  perforation  is  in  the 
anterior  part  of  the  membrane  and  the  secretion  mucoid  rather 
than  purulent,  for  in  them  the  fluid  is  usually  due  to  the 
Eustachian  tube.  Another  point  for  consideration  is  the  habitat 
of  the  patient,  for  if  it  be  far  from  civilisation  this  forms  an 
argument  in  favour  of  radical  operation.  In  the  better  classes, 
too,  where  attention  is  likely  to  be  paid  to  medical  directions, 
surgical  treatment  may  be  postponed  with  greater  safetj'  than 
under  opposite  conditions.  The  real  trouble  begins  when  we  meet 
with  what  are  unfortunately  the  common  run  of  cases.  The 
perforation  is  often  peripheral  and  occupies  the  posterior  part  of 
the  membrane  (or  it  may  be  situated  in  the  area  known  as 
Shrapnell's)  ;  the  discharge  is  foetid  and  there  may  be  granulations, 
while  not  uncommonly  examination  points  to  the  involvement  of 
the  labyrinth.  Of  course,  when  the  last-named  condition  exists 
and  when  even  without  it  there  is  a  history  of  pain,  operation  is 
■obviously  called  for,  but  what  of  the  other  cases  't  It  appears  to 
ine  that  in  the  light  of  modern  knowledge  it  is  almost  incumbent 
upon  us  to  recommend  the  radical  operation  in  all  cases  where 
foetor    tends    to    recur,    for    this    sign    must   indicate    insufficient 
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■drainage,  while  the  existence  of  granulations  or  polypi  is  additional 
evidence  in  the  same  direction.  Yet  when  I  look  back,  I  cannot 
remember  more  than  one  or  two  cases  where  the  more  conservative 
methods  then  adopted  led  to  serious  results.  The  removal  of 
polypi  followed  by  cauterisation  of  their  bases,  the  application  of 
■chromic  acid  to  granulations,  the  occasional  employment  of  the 
attic  syringe  were  to  be  followed  by  good  results  when  associated 
with  local  applications  of  peroxide  of  hydrogen,  rectified  spirit, 
syringing  with  sterilised  boracic  solution  and  subsequent  drying 
with  sterilised  wool  carried  out  by  the  patient  at  home.  Again, 
as  is  well  known,  we  cannot  guai-antee  the  effects  of  mastoid 
operations  upon  the  hearing,  so  that  this  question  must  also  be 
taken  into  consideration.  Perhaps  the  best  way  of  arriving  at  a 
proper  estimation  of  the  problem  before  us  is  to  introduce  the 
personal  equation,  and  to  formulate  the  proposition  something  as 
follows  :  "  If  I  had  a  chronic  discharge  from  the  ear  with  peripheral 
perforation  of  the  posterior  segment  of  the  drumhead,  but  without 
labyrinthine  involvement,  what  would  be  my  desire  as  to  treat- 
ment ?  "  Most  of  us  would  probably  reply,  "  Give  local  treatment 
a  chance  ;  but  if  foetor  and  discharge  recur  soon  after  its  cessation, 
let  a  radical  operation  be  performed."  Of  course,  there  may  be 
special  circumstances.  Thus  the  patient  may  be  deaf  on  one  side 
and  have  discharge  from  his  better  hearing  ear — the  ear  upon 
which  he  perhaps  depends  for  his  livelihood.  As  I  stated  before? 
we  cannot  foretell  the  after  effects  as  regards  hearing  of  opening 
up  the  middle-ear  cavities.  Perhaps  in  such  a  case,  if  I  were  the 
patient,  I  should  request  that  the  colleague  who  was  good  enough 
to  undertake  my  case  should  revert  to  the  older  method  of  opening 
into  the  antrum  from  behind  the  ear  without^nterference  with  the 
tympanic  structures,  and  keep  the  passage  clear  by  the  insertion  of 
a  leaden  plug.  In  this  way  the  antrum  can  be  syringed  out  as 
often  as  requix-ed,  and  thus  many  a  chronic  suppuration  was  cured 
in  the  old  days  before  the  introduction  of  the  i-adical  method. 

Of  course,  we  meet  with  many  cases  of  chi'ouic  middle-ear 
suppui'ation  where  the  hearing  is  relatively  good ;  but,  again,  we 
encounter  others  where  the  deafness  is  marked.  In  the  modern 
concentration  upon  the  serious  dangers  resulting  from  discharging 
■ears,  the  question  of  hearing  seems  to  me  to  run  some  risk  of  being 
neglected.  Now,  given  a  perforated  tympanic  membrane  and  a 
discharging  tympanic  mucosa  with  marked  deafness,  inflation  of 
the  middle  ear  will  frequently  improve  the  hearing,  and  where  this 
happens  such  inflation   should    be  repeated    from    time    to    time. 
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partly  on  account  of  the  relief  it  gives,  and  partly  because  it  will 
prevent  the  formation  of  injurious  adhesions  during  the  process  of 
healing.  Again,  it  is  no  very  nnconimon  thing  to  meet  with 
patients  with  perforated  tympanic  membranes  so  deaf  that  they 
have  become  incapable  of  carrying  on  their  work,  whose  hearing 
is  immediately  improved  by  the  employment  of  a  pellet  of  cotton- 
woolmoistened  in  an  antiseptic,  f.y.  boroglyceride.  I  would  not 
have  referred  to  this  matter,  which  must  be  well  known  to  most 
otologists,  had  it  not  been  for  the  fact  that  on  perusing  one  of  the 
most  recent  works  on  aural  surgery  I  found  the  subject  dismissed 
in  a  few  words  without  discussion  as  to  indications  or  description 
as  to  method.  Having  in  my  own  practice  met  with  manj'  people 
who  could  not  have  attended  to  their  daily  business  without  using 
artificial  drums  of  moist  cotton-wool,  I  have  thus  ventured  to  entei* 
a  protest  in  its  favour  for  properly  selected  cases. 

Otosclerosis. 

Of  course,  every  otologist  is  now  aware  that  true  otosclerosis 
is  primarily  a  bone  affection  which  causes  deafness  occasionally 
by  implicating  the  labyrinth,  but  commonly  by  first  causing 
fixation  of  the  stapes.  It  has  seemed  to  me,  however,  that  the 
clinical  diagnosis  of  this  condition  is  by  no  means  clear.  That 
hereditary  predisposition  plays  a  part  in  its  tetiology  is  probably 
true,  while  the  same  may  be  said  of  pregnancy ;  but  I  need  not 
retail  the  statements  as  to  this  matter,  which  can  be  found  in  every 
text-book.  Judging  by  the  reports  from  some  clinics,  certain 
authorities  regard  otosclerosis  as  a  rare  affection,  while  my  own 
impression  is  that  it  ^  a  common  ailment.  In  most  cases  we  have 
the  classical  symptoms  of  middle-ear  deafness — increased  bone 
conduction,  impaired  hearing  of  low  notes  with  relatively  good 
appreciation  for  high  tones,  while  the  victims  often  hear  better  in 
a  noise.  Tinnitus  and  sometimes  giddiness  are  complained  of. 
There  is  usually  no  gross  lesion  of  the  naso-pharynx,  and  often 
anterior  rhinoscopy  reveals  nothing  of  note.  The  appearance  of 
the  tympanic  membrane  is  rarely  characteristic,  although  in  a  few 
instances  it  presents  a  flamingo-red  tinge  which,  when  it  occurs,- 
may  be  considered  pathognomonic.  The  victims  of  this  form  of 
deafness  occasionally  find  that  hearing  is  made  worse  by  colds,  but 
many  of  them  will  also  be  made  more  deaf  by  fatigue,  both  physical 
and  mental.  As  I  have  said,  the  drum  membrane  may  be  normal,, 
but  it  seems  to  me  that  a  certain  amount  of  thickening  and  even 
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in-drawing  are  by  no  means  to  be  excluded.  Again, some  authorities 
describe  the  Eustachian  tubes  as  always  free,  but  I  have  seen  cases 
presenting  all  the  other  signs  and  symptoms  of  otosclerosis  where 
the  tubes  were  narrowed.  I  am  therefore  inclined  to  think  that 
the  clinical  diagnosis  of  otosclerosis  is  in  many  cases  impossible, 
but  that  a  serious  error  is  committed  by  those  who,  while  using  the 
term,  confine  its  application  to  those  cases  in  which  the  membranes 
are  either  quite  normal  or  present  the  characteristic  flamingo  tinge. 
Of  all  the  symptoms  I  should  feel  inclined  to  consider  increase  of 
deafness  after  pregnancy,  fatigue,  or  mental  strain  as  the  most 
characteristic. 

As  I  have  said,  it  seems  impossible  to  diiierentiate  clinically 
between  certain  forms  of  otosclerosis  and  deafness  due  to  intra- 
tympanic  inflammation  which  has  run  its  course  and  left  no 
typical  changes,  but  in  a  minority  of  cases  this  can  be  done.  In 
such  cases  it  would  seem  advisable  to  study  not  only  the  ear,  but 
also  to  make  a  careful  investigation  of  the  patient's  general  con- 
dition. Some  years  ago  the  question  of  blood-pressure  in  these 
cases  was  discussed,  and  it  might  be  well  to  further  develop  this 
line  of  research.  Thus  the  exacerbations  caused  by  pregnancy 
and  fatigue  might  be  studied  from  the  general  i-ather  than  the 
local  point  of  view.  It  seems  to  me  that  these  exacerbations  which 
are  sometimes  temporarily  recovered  from  cannot  be  due  to  actual 
changes  in  the  bone,  but  must  depend  upon  some  transitory  con- 
dition of  the  circulatory  or  nervous  system,  which  might  repay 
further  investigation. 


Relation  of  Nasal  Conditions  to  Deafness. 

Of  course  we  all  recognise  adenoids  as  a  common  cause  of  deaf- 
ness, and  occasionally  a  naso-pharyngeal  tumour  may  bring  about 
the  same  result.  It  has  always  been  stated  that  obstruction  caused 
by  conditions  existing  between  the  choante  and  nasal  orifices  may 
produce  a  similar  result,  but  so  far  as  I  am  aware  we  have  as 
yet  no  proof  of  the  truth  of  this  statement.  The  argument  seems 
to  have  been  :  adenoids  cause  deafness,  therefore  other  forms  of  nasal 
obstruction  will  also  cause  it.  We  know,  however,  that  very  marked 
nasal  obstruction  may  exist — as,  for  instance,  when  due  to  polypi — 
and  no  deafness  result.  I  am  by  no  means  bigoted,  but  none  of 
those  who  have  asserted  so  positively  the  connection  between  nasal 
obstruction  and  deafness  of  the  chronic  catarrhal  type  seem  ever 
to  have   brought  forward  a  series  of  cases  to   prove  it — surely  a 
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very  simple  matter  if  such  cases  are  common.  All  that  would  be 
required  could  be  done  so  simply — a  series  of  cases,  hearing  care- 
fully tested — nasal  operation,  but  no  other  treatment,  and  hearing 
again  tested — Voila  tout  !  c'est  fini.  What  makes  me  still  sceptical 
is  that  this  simple  proof  has  never  been  given.  Years  ago  I 
remember  discussing  this  matter  at  intervals  of  some  years  at  two 
meetings  of  otologists.  At  the  first  an  aural  surgeon  of  great 
experience  adduced  a  case  which  impressed  itself  upon  my  mind, 
although  it  seemed  to  me  that  all  the  required  data  were  not  pre- 
sent. Again,  at  the  second  meeting — after  an  interval  of  yeai's  be 
it  observed — the  same  case  was  forthcoming,  and,  incomplete  as  it 
was,  it  was  the  only  one  brought  forward  which  seemed  to  me  at 
all  convincing.  I  think,  therefore,  otologists  would  be  grateful  to 
anyone  who  could  adduce  a  series  of  results  in  which  no  other 
treatment  than  the  removal  of  nasal  obstruction  was  employedl 

Modern  Methods  of  Exaviining  Labyrinth  and  Possible  Results, 

In  our  methods  of  examining  the  labyi'inth  both  cochlear  and 
vestibular  recent  advances  have  been  of  great  assistance.  By  the 
aid  of  tuning-forks  of  different  pitch,  and  notably  the  monochord, 
we  are  enabled  to  test  the  hearing  with  far  more  accuracy  than 
formerly.  Again,  both  the  caloric  and  rotation  tests  have  proved 
of  material  assistance  in  arriving  at  a  conclusion  as  to  the  condi- 
tion of  the  vestibular  apparatus  in  any  given  case.  It  has  seemed 
to  me,  however,  that  the  latter  object  might  well  be  further  aided 
by  employment  of  the  older  balancing  tests  such  as  standing  and 
hopping  on  one  foot. 

I  sometimes  wonder  whether  the  caloric  reaction  in  the  form 
of  nystagmus  is  really  due  to  change  of  temperature  in  one  or 
other  of  the  canals.  Certainly  I  am  prepared  to  admit  that  the 
evidence  in  favour  of  this  view  is  of  considerable  force,  e.  g.  the 
fact  that  if  the  ear  be  obstructed  by  polypus  or  granulation  the 
reaction  takes  longer  to  produce,  etc.  At  the  same  time,  on  general 
physiological  principles  'it  is  difficult  to  conceive  that  cooling 
of  the  canals  can  occur  sufficient  to  produce  physical  changes  in 
the  endolymph.  It  may  be  justly  objected  that  if  this  hypothesis 
perfectly  explains  the  observed  facts  then  it  must  be  accepted 
until  disproved,  and  this  cannot  be  gainsaid.  The  only  alternative 
explanation  that  suggests  itself  is  that  the  heat  and  cold  may  act 
by  causing  vasomotor  changes.  It  might  be  possible  to  prove 
or  disprove  this  suggestion  by  the  local  employment  of  certain 
substances. 
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For  a  long  time  past  I  have  held  the  opinion  that  it  would 
be  of  great  interest  to  test  the  effects  of  some  drugs  upon  the 
balancing  mechanism,  but  when  opportunity  offered  time  was  not 
available,  and  rice  vers'/.  The  special  drug  I  had  in  view  was 
alcohol.  Of  course  everyone  knows  that  in  large  doses  it  affects 
the  balancing  apparatus,  but  it  would  be  of  great  interest  to  test 
the  effects  of  small  doses  upon  equilibrium  and  also  upon  labyrin- 
thine reactions — caloric  and  rotatory.  The  amounts  might  be 
gradually  increased  and  effects  recorded.  It  would  no  doubt  be 
relatively  easy  to  get  patients  to  offer  themselves  for  observations 
of  this  kind,  but  some  practical  inconvenience  might  arise  when 
larger  doses  were  reached.  If,  as  is  to  be  expected,  interesting 
results  were  obtained  from  the  exhibition  of  alcohol,  other  drugs 
such  as  quinine,  salicylates,  and  perhaps  tobacco  might  be 
experimented  with. 

Nasal  Reflex  Neuroses. 

As  has  already  been  suggested,  some  observers  exaggerated  the 
importance  of  nasal  reflex  neuroses.  At  the  same  time  in  certain 
quarters  the  opposite  tendency  has  prevailed,  and  it  seems  pos- 
sible that  in  this  age  of  larger  surgery  little  time  may  often  be  left 
for  the  investigation  of  this  intei'esting  and  important  subject.  Of 
neuroses  connected  with  the  nose  we  are  probably  agreed  that 
asthma  is  the  most  important.  It  has  long  been  known  that  the 
removal  of  polypi — especially  the  small  and  mobile  variety — is 
often  followed  by  great  benefit  in  asthmatic  subjects.  Again, 
cauterisation  applied  to  various  parts — sometimes  the  inferior  or 
middle  turbinateds,  sometimes  the  septum — is  often  followed  by 
amelioration.  In  this  connection  I  have  observed  that  if  a  cough 
can  be  produced  by  touching  any  particular  spot  within  the  nose, 
cauterisation  of  this  spot  will  often  be  followed  by  good  results. 
This  may  occur  even  when  no  abnormality  is  detectable.  At  the 
same  time  positive  cui'es  are  rare,  although  amelioration  can  often  be 
obtained.  Next  to  asthma  supra-orbital  and  some  occipital 
neuralgias  may  be  placed  in  order  of  frequency.  In  some  of 
these  cases,  too,  good  results  follow  nasal  cauterisation.  That 
other  forms  of  neurosis  can  occasionally  be  favourably  influenced 
by  nasal  operations  must  be  admitted,  but  they  either  are  verj-  rare 
or  the  symptoms  can  be  accounted  for  on  mechanical  grounds; 
as,  for  instance,  nocturnal  enuresis  as  a  result  of  nasal  obstruction. 

I  have  referred  to  this  subject  for  two  reasons.  In  the  first 
place,  the  absurdly  large   number   of  cures  of  asthma  claimed  in 
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some  quarters  has  tended  to  discredit  an  occasionally  valuable 
method  of  treating  a  very  obstinate  complaint;  and  in  the  second 
place,  nasal  cauterisation  seems  to  be  too  rarely  employed  in 
obstinate  neuralgia.  In  both  affections  the  nose  may  be  for  all 
practical  purposes  normal,  and  yet  we  may  find  in  it  a  valuable 
situation  for  the  employment  of  counter-irritation  in  the  form  of 
electric  cautery.  It  seems  to  me  that  investigations  on  these  lines 
carried  out  upon  a  series  of  cases,  both  asthmatic  and  neuralgic, 
might  yield  very  interesting  and  instructive  results.  Such  treat- 
ment would  not  be  purely  empirical,  but  can  be  amply  justified  on 
scientific  grounds.  It  has  been  absolutely  proved  that  the  removal 
of  nasal  polypi  does  in  certain  cases  greatly  benefit  or  cure  asthma. 
The  polypi  in  such  cases  are  often  small  and  mobile  without 
causing  any  appreciable  interference  with  the  passage  of  air. 
Obviously  then  they  must  act  as  irritants.  I  need  not  quote 
further  evidence  which  could  be  adduced  to  prove  that  nasal  irrita- 
tion may  cause  asthma,  but  shall  assume  the  fact  as  admitted.  We 
thus  arrive  at  the  statement  that  the  irritant  produces  a  change  in 
some  central  area^ — let  us  say  from  stability  to  instability — from 
which  asthma  follows.  Suppose  now  that  in  an  asthmatic  the  nose 
is  quite  normal,  it  follows  from  what  has  just  been  said  that  the 
application  of  a  stimulus  in  the  form  of  electric  cautery  to  the 
nasal  mucosa  may  again  produce  a  change,  but  in  this  case  from 
instability  to  stability. 

Naso-jtharijngeal  Hypersecretion. 

Probably  every  rhinologist  realises  the  unsatisfactory  state 
of  our  knowledge  with  regard  to  a  certain  type  of  case.  I  refer 
to  those  in  which  nasal  trouble  is  confined  to  the  naso-pharynx, 
and  in  which  there  is  either  fiuid  purulent  secretion  or  more 
frequently  crust  formation.  When  liquid  or  crust  is  removed 
posterior  rhinoscopy  does  not  as  a  rule  throw  much  light  on  the 
source  of  the  discharge.  Now  some  of  these  cases  depend  upon 
the  presence  of  the  remains  of  previously  hypertrophied  lymphoid 
tissue,  and  probably  in  a  certain  number  there  remains  a  central 
cleft  fi'om  which  secretion  issues,  either  retaining  its  liquid  form 
•or  rapidly  drying  into  crusts,  but  I  have  rarely  been  able  to 
satisfy  myself  by  ocular  demonstration  that  this  was  the  case, 
although  I  have  known  benefit  follow  the  use  of  the  curette.  It 
has  occurred  to  me  that  if  the  vault  of  the  naso-pharynx  were 
kept  under  observation  for  an  appreciable  time  after  crust-  or 
fluid  had  been  carefully  removed,  bght  would  be  thrown  on  the 
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pathology  of  a  condition  wliicli,  although  not  dangerous,  renders 
its  victims  excessively  uncomfortable.  Such  direct  inspection 
would  probably  be  possible  by  the  use  of  a  palate  hook,  with  the 
head  hanging  over  the  end  of  a  table,  with  or  without  a  general 
anassthetic  or  by  means  of  the  pharyngoscope. 

Operations  for  Deviated  Nasal  Septum. 

It  must  at  once  be  admitted  that,  so  far  as  breathing  results 
go,  submucous  resection  has  shown  itself  superior  to  any  of  the 
older  operations.  Of  the  latter  perhaps  the  best  was  that  recom- 
mended by  Asch,  but  it  was  certainly  a  "bad  best,"  if  I  may  be 
allowed  the  expression.  Now  in  women  and  in  men  who  are  not 
likely  to  engage  in  any  occupation  or  pursuit  in  the  course  of 
which  a  blow  on  the  nose  is  probable,  there  can  be  no  objection 
to.  submucous  resection.  In  boys  or  young  men  who  ai-e  likely  to 
indulge  in  sports  where  an  occasional  blow  may  be  expected,  the 
case  is  otherwise.  It  seems  to  me  that  in  such  instances  an 
attempt  should  be  made  to  free  respiration  with  a  minimum 
removal  of  cartilage  and  bone.  I  have  not  had  the  opportunity  of 
seeing  patients  in  whom  cartilage  has  been  replaced  after  resec- 
tion, and  it  may  be  that  thus  my  objection  may  be  eventually  met. 
It  is  possible,  too,  that  in  many  cases  a  smaller  removal  than  is 
usually  practised  would  suffice. 

Unless  the  rhinologist  has  instincts  which  make  for  an  active 
life  he  may  not  always  realise  how  removal  of  so  much  of  the 
supporting  framework  of  the  nose  may  handicap  a  boy  or  even 
a  young  man.  I  admit  that  I  do  not  know  what  would  be  the 
effect  of  a  blow  on  the  nose  after  extensive  resection,  but  on 
general  principles  I  think  we  must  assume  that  it  would  be  serious 
in  the  sense  of  being  likely  to  produce  deformity.  If  that  be  so, 
the  operation  must  be  followed  by  advice  to  abstain  from  purstiits 
in  which  injury  to  the  nose  is  possible.  Just  consider  for  a 
moment  what  this  means  to  a  youth  whose  inclinations  lead  him 
in  the  direction  of  a  strenuous  life.  He  must  not  play  football, 
lie  must  not  box,  it  will  be  safer  not  to  ride,  as  either  a  fall  or 
throwing  up  of  the  horse's  head  may  injure  the  nose,  and  even  if 
he  avoids  all  such  obvious  risks  something  may  easily  happen 
unexpectedly  which  results  in  disaster.  Thus  if  the  patient  be 
young  we  cut  him  off  from  many  healthy  recreations  and  we 
tend  to  induce  a  state  of  mind  which  cannot  be  desirable.  In 
other  words  we  prescribe  the  life  of  what  is  contemptuously  called 
iiy  molly-coddle."     Again,  I  don't  know  that  we  have  yet  sufficient 
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data  as  to  the  effects  of  resection  in  early  life  on  the  subsequent 
growth  of  the  nose.  I  would  venture  to  suggest,  therefore,  that 
in  boys  and  in  young  men  resection  should  only  be  carried  out  if 
absolutely  essential,  and  that  when  this  is  the  case  an  attempt 
should  be  made  to  preserve  as  much  bone  and  cartilage  as  is 
compatible  with  the  attainment  of  free  respiration. 

Breathing  Exercises  in  Nasal  Cases. 

In  certain  minor  forms  of  nasal  obstruction,  especially  when 
the  cause  is  alar  collapse  or  small  adenoids,  great  benefit  may  be 
derived  from  carefully  regulated  exercise,  and  the  same  is  true  in 
certain  cases  where  there  is  a  tendency  to  recurrent  nasal  catarrh. 
It  is  not  my  intention  at  present  to  enter  into  any  detailed  account 
of  breathing  exercises,  but  rather  to  point  out  that  the  subject  is 
quite  simple  and  that  a  few  exercises,  which  could  be  taught  in 
half  an  hour  are  all  that  are  necessary  for  the  patient  to  learn.  In 
most  cases,  however,  it  will  be  much  to  his  advantage  not  to  con- 
fine himself  to  respiratory  exercises,  but  employ  in  addition  move- 
ments calculated  to  affect  all  the  muscles  of  the  body.  It  is  most 
unfortunate  that  there  has  been  a  tendency  to  exaggerate  the 
complexities  of  all  these  exercises.  Thus  we  have  people  pre- 
scribing various  complicated  movements  for  respiration  whereas 
the  essentials  are  simplicity  itself,  while  the  complication  merely 
serves  purposes  of  exploitation.  The  same,  too,  applies  to  exercises 
affecting  the  trunk  and  limbs,  although  owing  to  the  numerous- 
muscles  involved,  some  skilled  instruction  is  here  desirable. 

As  has  been  already  stated,  it  is  better — unless  some  definite- 
counter-indication  exists — to  combine  respiratory  with  general 
exercises,  as  we  thus  retain  a  proper  proportion  between  thoracic 
and  general  musculature.  This  is  not  the  place  to  discuss  the 
undoubted  benefit  which  ensues  in  the  case  of  gouty,  plethoric,. 
and  many  so-called  rheumatic  persons.  As  regards  the  upper 
respiratory  tract  there  can  be  no  doubt  as  to  the  satisfactory  results 
which  can  be  obtained  in  the  affections  mentioned  at  the  beg-innins- 
of  this  paragraph. 
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CLINICAL   NOTES. 


NASO-PHARYNGEAL   NEOPLASM,   PROBABLY   MALIGNANT, 
DISPELLED   BY   RADIUM. 

By  A.  Brown  Kelly,  M.D.,  D.Sc, 

Victoria  Infirmary,  Glasgow. 

James   aged   fiftv-seven,    was   sent  to   me  ou   October  3],  1914, 

ou  account  of  uasal  obstruction.  This  had  been  first  noticed  si.v  or 
seven  months  previously,  and  had  g-iaduallv  increased.  Three  weeks 
prior  to  visiting  me  he  had  had  very  .--evere  bleeding  from  the  nose  and 
mouth,  and  in  consequence  was  much  debilitated. 

On  e.\amination,  the  nasal  fossa;  proved  to  be  normal,  but  the  naso- 
pharynx was  found  to  be  largely  occupied  by  a  growth.  This  was 
attached  to  the  roof  and  rested  on  the  palate :"  it  hid  the  entire  right 
posterior  naiis  and  all  but  a  small  outer  segment  of  the  left  posterior 
naris  ;  it  inipiuged  ou  the  mouth  of  the  right  Eustacbian  tube,  the  corres- 
ponding ear  being  markedly  deaf;  and  its  surface  was  irregular,  finelv 
granular,  and  rrd  in  places. 

I  regarded  tht-  neoplasm— which  was  unlike  a  fibroma— as  undoubtedly 
malignant,  but  refrained  from  taking  a  piece  for  microscopic  e.xamination 
owing  to  the  recent  profuse  hajmorrhage.  The  removal  of  the  growtli 
by  surgical  measures  was  recommended. 

The  patient  was  not  seen  again  for  two  and  a  half  months,  when  his 
condition  was  found  to  be  much  the  same  as  at  his  previous  visit.  As 
he  was  disinclined  for  operation  he  was  sent  to  Dr.  James  E.  Eiddell  for 
an  opinion  as  to  the  advisability  of  using  radium. 

On  January  27,  1915,  Dr.  Riddell  prepared  a  packet  of  50  mg.  of 
radium  screened  with  2  mm.  of  silver  and  covered  with  2  mm.  of  rubber. 
.A.  thread  w,is  p.-issed  through  each  nostril  into  the  mouth  and  tied  round 
the  radium,  which  was  theu  drawn  into  the  naso-pharynx  so  as  to  lie 
between  the  growth  and  the  soft  palate.  It  was  kept  in  this  position 
for  twenty-four  hours.  For  a  week  afterwards  the  patient  suffered  a 
good  deal  from  ulceration  of  the  palate  and  fauces. 

On  March  10,  he  reporteil  that  his  nose  was  free  and  that  he  had 
gamed  in  strength.  He  considered  himself  cured.  A  small  rounded  mass 
of  the  growth  was  still  present,  however,  on  the  roof  of  the  naso-pharynx, 
hanging  down  so  as  to  conceal  the  upper  half  of  the  septum.  Radium 
was  again  introduced  as  described,  drawn  forward  against  the  edge  of 
the  septum,  and  retained  in  position  for  twenty-four  hours. 

The  patient  ne.xt  reported  himself  ou  May  14,  when  he  stated  that 
he  felt  stronger  than  for  many  mouths.  There  was  no  sign  of  the 
growth,  but  its  site  of  origin  on"  the  right  half  of  the  roof  of  the  naso- 
pharynx was  indicated  by  an  adherent  crust  of  mucus,  the  removal  of 
which  revealed  an  apparently  healthy  surface. 

On  June  2,  the  appearance  of  the  naso-pharvnx  was  the  same  as 
at  th-  previous  visit.  Kadium  was  applied  a  third  time  for  a  period  of 
twenty-four  hours. 

He  was  last  examined  ou  February  22,  1910 ;  there  was  still 
crusting  l.iehiud  the  right  choanal  arch,  but  the  underlying  surface  w.is 
healthy,  and  showed  no  sign  of  recurrence  of  the  neoplasm" 
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ENDOTHELIOMA   OF   NASO-PHARYNX   APPARENTLY  CURED   BY 

RADIUM. 

By  James  Adam,  M.D. 

A  LADY,  aged  tliirtv-six,  and  in  good  general  health,  was  sent  to  me  by 
Dr.  John  Graham,  Langside,  Glasgow,  in  September,  1915.  with  a  story 
of  discharge  from  the  right  ear  for  nine  months  ;  she  had  had  a  feeling 
of  '•  soreness  "  in  it  for  a  year.  There  had  been  chronic  suppuration,  with 
slight  discharge,  in  the  left  ear  from  infancy. 

The  right  external  canal  was  dilated  with  what  at  first  sight  looked 
like  a  large  osteoma.  This  growth  was  firm  to  the  touch,  but  lacked  the 
hardness  of  a  bony  growth,  and  entirely  filled  the  canal.  A  few  small 
granulations  from  pressure  erosion  were  just  beginning  to  sprout.  In 
the  left  tympanic  membrane  was  a  large  perforation  surrounded  by 
bleeding  granulations;  a  little  pus. 

It  was  obvious,  however,  from  the  patient's  intonation  that  there  was 
some  nasal  obstruction.  The  light  choana  was  found  to  be  entirely 
occluded,  the  right  half  of  the  palate  to  be  pressed  downward.  The 
pharyngoscope  showed  a  large,  mtilberry-like  tumour,  bleeding  leadily  to 
the  touch,  completely  filling  the  right  half  of  the  naso-pharynx  and 
projecting  slightlv  to  the  left  of  the  vomer.  Its  attachment  cnuld  not  be 
definitely  made  out,  but  it  seemed  to  be  growing  from  the  Eustachian 
orifice.  The  adjacent  vessels  on  the  pharyngeal  wall  were  somewhat 
injected. 

The  patient  had  n(.t  complained  of  nasal  symptoms  to  her  doctor,  but 
on  cross-examination  she  said  she  could  remember  symptoms  of 
obstruction  in  the  right  nostril  for  two  years  ;  for  the  last  year  there 
had  been  glairy  discharge,  steadilv  increasing  deafness,  and  latterly 
soreness  but  not  acute  pain  in  the  ear.  No  enlarged  glands  could  be 
felt. 

Except  for  cataract  of  left  eye.  noticed  three  years  ago  and  probably 
connected  with  a  fall  on  the  head,  there  was  nothing  to  note  in  the  general 
condition.     Wassermann  negative. 

The  growth  lookeil  malignant,  and  in  this  opinion  Mr.  R.  H.  Parry, 
surgeon,  agreed,  and  declined  surgical  interference  as,  in  his  experience, 
interference  only  shortened  the  patient's  life.  Under  general  ana;.sthesia 
I  removed  the  growth  from  the  ear.  Dr.  Teacher,  ]:)a1hologisl  to  Glasgow 
Royal  Infirmary,  examined  microseopicall}'  and  had  no  hesitation  in  pro- 
uouneint;  the  growth  to  be  endothelioma. 

On  November  29,  with  the  help  of  Dr.  J.  R.  Riddell,  I  tied  50  mgr. 
radium  bromide  screened  by  1  mgr.  gold  into  the  uaso-pharynx  close  to 
the  tumour  and  let  it  remain  for  twenty- three  hours.  After  this  for  a 
fortnight  there  was  a  good  deal  of  dirty  discharge  from  throat  and  nose, 
and  for  a  week  some  difficulty  and  pain  in  opening  the  jaw.  "Within  a 
fortnight  the  tumour  bad  shrunk  so  much  that  through  Yankaiier's 
specuhim  all  that  could  be  seen  of  the  growth  was  a  small  mass  rotmd 
the  Eustachian  orifice :  the  i  ight  was  quite  free,  the  discharge  bad 
stopped  from  both  ears.  (The  usual  treatment  had  been  adopted  for  the 
left  ear.  Boric  spirit  was  instilled  into  both.)  By  the  middle  of  January 
the  only  trace  of  the  disease  was  the  thickened  rounded  margin  of  the 
Eustachian  opening  whicli  was  greatly  dilated  so  that  one  could  see  some 
considerable  way  up  the  tube.  The  rim  of  the  orifice  came  quite  to  the 
middle  line.  The  right  tympanic  membrane  healed  with  a  depressed 
cicatrix  and  there  was  no  trace  of  growth  here. 
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On  January  12  the  same  amount  of  radium  was  aj^aiu  tied  in  for 
eleven  hours.  At  present  date  the  parts  look  normiilexcept  that  the 
tutmi  oribce  is  large  and  somewhat  crateriform. 

Hearing-,  „■    » 

September,  1915  .         Whisper  nTi   '      .         4ft. 

C.  V.  4  iu  8  ft 

February,  1916  Whisper         ,         12  ft.      '         20  ft 

It  IS,  of  course,  too  soon  to  say  whether  the  cure  will' be  permanent 
but  tins  much  can  be  said:  that  the  result  is  infinitely  better  than  could 
have  been  got  by  any  surgical  interference. 


LATERAL   SINUS    DISEASE:    THREE   CASES    OF   INTEREST. 

By  Aecher  Eyland,  F.R.C.S.E. 
Capt.  R.A.M.C. 

Lateral  Sinus  Thrombosis  with  Extka-Dural  Abscess. 

Pte.  S- ,  aged  twenty-five,  was  admitted  to  hospital  in  December  1Q15 

complainmg  of  a  discharge  from  the  right  ear.     There  was  no  com'plaint 
ot  pain  within  the  ear,  or  in  relation  to  the  mastoid. 

The  history  of  the  case  was  that  of  a  sudden  onset  of  the  discharge  a 
tew  days  before  admission.  ^ 

On  examination  it  was  found  that  there  was  a  purulent  discharo-e 
moderate  in  amount  and  not  offensive,  from  the  right  tympanum  There 
was  a  diffuse  mflammatiou  involving  the  whole  surface  of  the  tympanic 
membrane.  An  anterior  inferior  perforation  was  present,  through  which 
the  discharge  appeared  to  have  a  free  exit. 

The  condition  was  treated  by  means  of  antiseptic  drops  and  the 
occasional  use  of  a  negative  pressure  speculum. 

^During  the  course  of  the  treatment,  and  when  the  middle  ear  seemed 
to  be  progressing  normally,  there  was  a  sudden  onset  of  pronounced  sitrns 
reterable  to  lateral  sinu«  involvement. 

There  was  no  change  with  regard  to  the  aural  disclKuve  or  to  the 
appearance  ot  the  membrane.  e,  >c 

On  palpation,  mastoid  tenderness  could  now  be  elicited,  and  it  was 
tound  to  be  at  its  maximum  just  in  front  of  the  tip  of  the  process.  This 
tenderness  extended  down  the  neck  for  almost  two  inches  iu  the  line  of 
the  deep  jugular  vein.     There  was  no  mastoid  swelling  or  oedema 

ihe  temperature  mounted  in  three  days  to  10.5°  F. ;  the  pulse-rate  to 
100  from  a  previous  average  of  74.  The  only  facts  that  pointed  in  the 
direction  of  a  meningeal  involvement  were  a  slight  cervical  rigiditv  on 
raising  the  head  from  the  bed,  and  a  certain  restlessness  of  feature  "that 
occasionally  bordered  upon  a  definite  facial  twitching.  An  examination 
of  the  eyes  showed  them  to  be  normal.  There  were  no  signs  referable 
to  the  labyrinth.  There  were  no  rigors,  but  the  patient'  had  profuse 
perspirations,  wliicli  lasted  for  hours  at  a  time.  The  mental  condition 
was  un-mpaired.     The  leucocyte  count  was  7500. 

In  view  of  the  temperature  reading,  the  rapid  pulse,  and  the  c^eueral 
condition  of  the  patient,  it  was  decided  to  explore  the  mastoid  without 
delay  Preliminary  lumbar  puncture  gave  a  normal  result,  and  the  fluid 
gave  the  chemical  reactions  of  health. 

On  exposing  the  mastoid  lione,  there  was  no  oedema  of  the  periostfuim 
or  abnormal  appearance  of  the  mastoid  cortex. 
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The  antrum  was  foiiud  to  be  small  ami  deep  and  considerably 
encroached  upon  by  the  lateral  sinus  groove,  which  was  situated  far  forward 
and  unusually  high  up.  An  extra-dural  persluus  abscess  was  evacuated 
at  the  region  of  the  genu.  The  '"all  of  the  sinus  was  unhealthy,  of 
greyish-white  appearance,  and  free  from  granulations.  A  free  exposui-e 
of  the  sinus  wall  was  secuied.  There  was  no  pulsation.  No  haemorrhage 
followed  an  exploratory  puncture  of  the  wall. 

On  the  basis  of  these  findings  the  deep  jugular  vein  was  now  exposed 
in  the  neck.  There  was  no  thrombosis  within  the  vein.  A  ligature  was 
applied  to  the  walls,  and  the  vein  returned  to  its  position  in  the  wound. 

A  free  incision  was  now  made  into  the  lateral  sinus  wall,  and  a 
condition  of  complete  thrombosis  was  discovered.  The  clot  was  removed 
from  the  lumen  with  a  curette.  The  chief  mass  of  it  lav  immediately 
deep  to  the  sinus  incision,  and  Vie.tweeu  that  situation  and  the  jugular 
bulb.     Very  free  haemorrhage  followed  removal  of  the  clot. 

Within  forty-eight  hours  of  the  operation  tlie  temperature  had  dropped 
to  normal  and  the  pulse-rate  to  76.  The  patient  made  an  uneventful 
recovery. 

With  regard  to  the  operative  procedure  in  this  case,  the  tympanum 
was  left  untouched.  No  attempt  was  made  to  flush  through  the  deep 
jugular  vein  from  below.  The  vein  itself  was  not  divided  between 
ligatures,  but  was  simply  ligated  and  replaced  iu  the  wound.  The  mastoid 
process  was  of  normal  density,  and  could  not  be  described  as  definitely 
of  the  compact  or  of  the  pneumatic  variety. 

As  to  this  particular  case  the  critical  fact  seems  to  have  been  the 
anatomical  relation  between  the  mastoid  antrum  and  the  lateral  sinus 
groove. 

No  bacteriological  investigation  of  the  discliarge  was  made,  but  the 
anatomical  relations  described  in  combination  with  a  micro-organism  of 
a  probably  high  virulence  will  well  account  for  the  particular  course  which 
this  case  pursued. 

Lateral  Sinus  Phlebitis  with  Estra-Dural  Abscess. 

Pte.  P ,  aged  thirty-nine,  was  admitted  to  the  hospital  complaining 

of  a  right  aural  discharge  and  of  headache,  which  was  chiefly  present  in 
the  right  parietal  and  occipital  regions.  The  aural  discharge  had  been 
present  for  three  months. 

Oil  examination  it  was  found  that  the  external  auditory  meatus  was 
small  and  of  the  laterally  narrowed  type  The  discharge  was  slight,  and, 
according  to  the  patient's  history,  had  never  been  much  in  amount. 
There  was  a  posterior  perforation  of  the  tympanic  membrane,  of  which, 
however,  otoscopy  gave  only  a  very  partial  view. 

Ordinary  antiseptic  tieatment  was  commenced.  The  temperature 
remained  normal,  but  the  pain  in  the  head  continued  as  before,  as  a 
persistent  difliuse  headache  in  the  right  occipital  and  post-parietal 
regions,  and  kept  the  patient  awake  at  night.  Thei'e  were  no  external 
signs  of  mastoiditis,  and,  indeed,  no  rise  of  temperature. 

It  was  judged  advisable  to  lay  open  the  mastoid  antrum  and  then  to 
perform,  if  indicated,  a  conservative  opei'ation  upon  the  middle  ear. 

On  incising  over  the  mastoid  the  superficial  tissues  and  jieriosteum 
were  found  to  be  normal.  The  mastoid  process  was  decidedly  of  the 
pneumatic  type.  W^heu  the  mastoid  cells  were  opened  the  disease  was  found 
to  lead  downwards.    The  cell  walls,  soft  and  crumbling,  were  easilv  broken 
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down  with  the  burr.  While  using  the  burr  m  this  manner,  there  was  a 
sudden  gush  of  pus  from  the  reiriou  of  the  lateral  sinus  groove.  About  two 
drachms  of  pus  were  evacuated  from  this  region.  The  lateral  sinus  wall 
was  now  freely  exposed.  It  was  found  to  be  covered  with  freely  bleeding 
red  granulations.  Such  of  these  as  could  be  easily  removed  were 
curetted  from  the  venous  wall.  Cellular  disease  was  followed  down  and 
removed  as  far  as  the  tip  of  the  mastoid. 

The  antral  orifice  of  the  aditus  was  found  to  be  blocked  with  granula- 
tions, and  the  radical  operation  was  completed.  The  incus  was  found  to 
be  intact,  while  the  malleus  revealed  an  early  necrosis  of  the  long  process 
and  the  presence  of  one  or  two  small  granulations  in  connection  with  the 
upper  part  of  the  body  of  the  bone. 

The  patient  made  an  uneventful  recovery. 

The  case  affords  an  illustration  of  the  danger  of  an  infected  tvmpanuui 
ill  conjunction  with  a  large  pneumatic  mastoid  and  a  narrowing  of  the 
osseous  meatus. 


Latekal  Sinus  Thrombosis  with  Cebebellab  Encephalitis. 

Driver   CI.   M ,  aged  eighteen.     The    patient   was   first    seen  on 

October  28,  11)15.  He  complained  of  deafness  in  both  ears,  severe 
headache,  discharge  from  the  left  ear,  and  pain  in  the  right  ear,  from 
which  he  stated  there  had  been  discharge  some  weeks  previously.  The 
patient  had  been  ill  for  four  days,  and  had  had  within  that  period  acute 
pain  in  the  right  ear.  On  general  examination  it  was  found  that  cervical 
rigidity  was  present  on  raising  the  head  from  the  pillow.  Kernig's  sign 
was  present.  The  knee-jerk  was  only  present  on  the  left  side.  There 
was  no  spontaneous  nystagmus  and  no  affection  of  the  ocular  muscles  or 
pupils.  Well-marked  optic  neuritis  was  present  with  regard  to  both 
discs.  There  had  been  occasional  vomiting.  The  pulse  was  slow  and 
of  tlie  cerebral  type.     Cerebration  was  not  noticeably  impaired. 

Lumbar  puncture  yielded  a  clear  fluid  under  decisively  increased 
pressure.     Leucocyte  count,  20,000. 

On  examination  of  the  left  ear  a  chronic  suppurative  otitis  media  was 
found,  showing  evident  signs  of  long-standing  disease.  There  was 
a  total  destruction  of  the  tympanic  membrane,  advanced  necrosis  of 
ossicles,  caries  of  the  lower  margin  of  the  outer  wall  of  the  attic,  and  in 
this  situation  there  was  a  mass  of  septic  granulations.  The  inner  wall  of 
the  tvmpanum  was  exposed  to  view,  but  partially  concealed  by  debris  and 
granulations.  A  profuse  purulent  and  very  offensive  discharge  was 
present  in  the  tvmpanum  and  external  auditory  meatus.  There  was  no 
mastoid  tenderness  present,  and  no  swelling  or  oedema  over  the  mastoid 
process. 

Ou  examination  of  the  right  ear  the  tympanic  membrane  was  found 
red  and  inflamed.  The  handle  of  the  malleus  could  not  be  definitely 
located.  There  was  some  degree  of  bulging  of  the  membrane  with  regard 
to  the  two  posterior  quadrants.  There  was  a  small  perforation  in  connec- 
tion with  the  anterior  half  of  the  membrane.  There  was  no  evidence  of 
discharge  from  the  tympanum,  and  no  pus  in  the  meatus.  There  was  no 
mastoid  tenderness,  and  no  evidence-  of  cedema  or  swelling  over  the 
mastoid. 

The  radical  mastoid  operation  was  performed  on  the  left  side. 
Disease  was  found  to  be  chiefly  localised  in  the  region  of  the  aditus, 
tympanic  cavity,  and  attic.    There  was  a  small  quantity  of  thin  pus  in  the 
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mastoid  antrum  itself.  The  external  semicircular  eminence  was  exposed 
and  found  to  be  intact.  Posteriorly  tlie  bone  in  the  region  of  the  lateral 
sinus  presented  a  healthy  appearance,  and  the  sinus  wall  was  therefore 
not  exposed. 

Exploration  of  the  temporo-sphenoidal  lobe  through  the  roof  of  the 
operation  cavity  was  carried  out,  but  with  negative  result.  No  exti'a- 
dural  abscess  was  present. 

While  still  under  the  anaesthetic  a  paracentesis  tympani  was  performed 
on  the  right  side.  There  was  no  escape  of  pus  from  the  tympanum.  On 
the  following  day  some  foul-smelling  pus  was  found  to  be  present  in  the 
i-ight  meatus.  There  was  no  improvement  in  the  patient's  condition. 
The  temperature  remained  high,  aud  the  leucocyte  count  rose  to  35,000. 

It  was  decided  to  explore,  without  further  delay,  the  temporal  bone 
on  the  right  side.  The  lateral  sinus  groove  was  found  to  be  lying  far 
forward.  On  opening  into  the  groove  a  small  collection  of  purulent  fluid 
escaped.  There  was  no  pus  in  the  mastoid  antrum.  The  anterior  surface 
of  the  sigmoid  sinus  was  now  exposed.  A  small  perisiuus  purulent 
collection  was  evacuated  during  the  procedure.  The  exposed  sinus  wall 
presented  very  obvious  signs  of  disease.  A  septic,  lymph-like  deposit 
was  distributed  over  its  surface,  aud  a  deposit  of  similar  nature  was  found 
to  be  extending  over  the  surface  of  the  dura  mater  downwards  towards 
the  direction  of  the  jugular  bulb,  and  also  forwards  towards  the  region  of 
the  internal  auditory  meatus.  The  sigmoid  sinus  was  further  exposed, 
and  in  an  upward  direction  towards  its  continuation  with  the  lateral  until 
healthy  sinus  wall  was  reached.  Dura  mater  overlying  the  cerebellum, 
both  in  front  and  behind  the  sigmoid  siuus,  was  exposed.  That  part  of 
the  cerebellar  dura  which  lay  in  front  of  the  sigmoid  showed  marked 
evidence  of  disease.  It  was  freely  exposed  by  removal  of  bone  lying  in 
I'elation  to  the  medial  wall  of  the  antrum.  The  temporo-spheuoidal  lobe 
was  now  explored  for  localised  abscess,  but  with  negative  result.  Explora- 
tions for  the  discovery  of  anterior  cerebellar  abscess,  and  for  posterior 
cerebellar  abscess,  were  both  attended  bv  negative  result.  A  free 
longitudinal  incision  of  the  sigmoid  sinus  wall  was  made,  followed  by  an 
instant  copious  haemorrhage.  The  haemorrhage  was  at  once  controlled, 
and  the  operation  brought  to  a  conclusion. 

On  the  following  day  the  leucocyte  count  rose  to  45,000.  There  were 
one  or  two  rigors,  cyanosis,  and  much  restlessness.  The  spinal  fluid 
remained  clear,  but  still  under  increased  pressure.  The  optic  neuritis 
remained  unchanged.  On  the  following  dav  the  patient  relapsed  into  a 
comatose  state.     Stertorous  breathing  came  on  and  he  died. 

Pogf -mortem.  —  Necrotic  softening  and  disorganisation  (purulent 
encephalitis)  of  the  anterior  portion  of  the  right  lateral  lobe  of  the  cere- 
bellum, both  deep  to,  and  anterior  to,  the  sigmoid  sinus.  The  right  lateral 
and  sigmoid  sinus  were  found  to  be  occupied  by  firm  clot.  The  left  lateral 
and  sigmoid  were  healthy.  There  was  no  basal  meningitis  apart  from  the 
lesion  already  described.     There  was  no  other  focus  of  brain  sepsis. 

The  special  jioiuts  of  interest  with  regard  to  the  case  appear  to  be  the 
following  ;  (1)  The  difficulty  of  coming  to  a  right  decision  as  to  which 
temporal  bone  should  be  explored.  In  this  case  the  wrong  decision  was 
made,  and  the  left  side  was  explored  first.  (2)  Rapid  masking  of  lateral 
sinus  svmptoms  by  cerebellar  symptoms  and  the  consequent  greatly 
increased  difficulty  of  diagnosing  either  condition.  (3)  Failure  during 
the  operation  to  discover  the  cerebellar  focus.  (4)  Apparent  absence  of 
clot  on  opening  up  the  right  lateral  sinus  during  operation.  (5)  Decided 
bilatei'al  optic  neuritis.     (6)  Absence  of  spontaneous  nystagmus. 
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I  have  to  say  that  Lieut.  A.  B.  Gordon,  E.A.M.C.,  M.D.,  F.E.C.S.E., 
for  whose  able  assistance  in  this  case  I  am  greatly  indebted,  was  from  the 
beginning  in  favour  of  exploring  the  right  mastoid  first.  This  plan, 
however,  was  not  adopted,  and  the  operator  explored  the  left  mastoid  on 
the  ground  that  the  changes  of  middle  ear  disease  on  that  side  were 
obviousl}'  further  advanced. 
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(Continued  from  p.  261.) 

Leucoplakia  Buccalis  and  Lingualis. —  Robert  Levy  (Denver). 
— This  paper  is  intended  to  review  the  bil.)liography  from  1902  to  the 
present  time,  and  to  otfer  a  critical  analysis  of  opposing  views. 

The  author  presents  a  case  as  a  text.  The  patient  had  been  under 
his  observation  continuously  for  seven  years,  during  which  time  the  case 
passed  through  the  various  changes  incident  to  leucoplakia.  Large  papil- 
lomatous masses  developed,  and  a  diagnosis  of  carcinoma  was  at  one 
time  made,  resulting  in  the  extirpation  of  the  lower  jaw.  Subsequent 
papilloma  and  leucoplakia  again  occurring,  doubt  was  thrown  upon  the 
diagnosis  of  malignancy. 

Microphotographs  showing  the  development  of  pajjilloma  as  well  as 
the  histology  of  leucoplakia  are  presented.  The  author  discusses  names, 
definitions  and  varieties,  etiology,  pathology,  the  frequency  of  cancer  ; 
pathological  manifestations  indicating  the  development  of  carcinoma, 
clinical  manifestations  indicating  cancer  and  treatment. 

The  author  arrives  at  the  following  conclusions  : 

(1)  Leueo^akia  is  of  special  interest  because  of  its  doubtful  aetiology 
and  because  of  the  dispute  regarding  the  question  of  degeneration  into 
epithelioma. 

(2)  The  case  reported  shows  the  uncertainty  of  the  diagnosis  of 
malignancy.  The  most  definite  clinical  appearance  cannot  always  be 
relied  upon. 

(3)  Leucoplakia  is  a  generic  term.  Excluding  syphilitic  lesions,  it 
may  be  considered  a  pathological  entity. 

(4)  The  views  of  writers  who  attempt  to  show  the  degeneration  into 
cancer  are  not  tenable  in  the  light  of  our  present  understanding  of  the 
genesis  of  cancer.  Degeneration  of  existing  cells  into  cancer  cells  does 
not  take  place.  A  cancer  is  such  from  the  beginning,  and  is  not  caused, 
only  influenced  in  its  development,  by  iiritative  lesions. 

(5)  Our  understanding  of  leucoplakia  has  been  confused  by  attempts 
to  describe  a  "  precancerous  stage,"  or  to  establish  the  theory  of  its 
"degeneration''  into  a  malignant  growth.  Leucoplakia  may,  however, 
be  looked  upon  as  a  warning. 

(6)  Certain  clinical  manifestations  may  arise  which,  though  not 
positive,  are  sufficient  to  arouse  the  suspicion  of  malignancy. 
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(7)  The  results  of  treatmeut  are  uusatisfactory.  Fulguratiou  offers 
considerable  encouragemeut. 

Dr.  John  F.  Barnhill  :  During  the  past  year  I  have  had  one  case 
of  this  nature.  The  patient,  a  woman  thirty-two  years  of  age,  had 
formerly  lived  in  Indiana,  but  because  of  tuberculosis  had  moved  to 
Florida,  where  she  had  been  living  for  four  or  five  years.  When  she 
came  to  consult  me  she  had  this  condition,  as  diagnosed  by  a  number  of 
physicians,  pathologists,  bacteriologists,  general  practitioners,  and  laryii- 
goiogists.  She  also  had  tonsillitis.  She  would  not  allow  operation 
because  of  the  tuberculosis.  She  had  been  treated  by  means  of  X-rays, 
washes,  etc.  The  mouth  got  absolutely  well,  and  the  patient  is  much 
better  generally. 

Dr.  Thomas  Hubbard:  I  have  had  three  cases  of  this  kind.  I  had 
a  good  deal  of  difficulty  in  establishing  the  diagnosis  between  this  and 
pemphigus.  In  one  case  the  patient  had  pemphigus,  but  the  lesions  in 
the  throat  were  not  typical  pemphigus  lesions,  and  had  the  case  not  gone 
on  to  typical  pemphigus  of  the  skin,  the  diagnosis  would  not  have  been 
cleared  up.  In  another  case  this  condition  occurred  in  a  man  wbo  had 
syphilis.  He  was  a  heavy  smoker.  The  third  patient  was  also  a  heavy 
smoker.  He  smoked  from  twenty  to  thirty  cigars  a  day.  After  one 
week's  cessation  of  smoking  there  was  a  complete  disappe.^rance  of  the 
lesion.     These  were  typical  leucoplalcia  lesions. 

Dr.  E.  Fletcher  Inoals:  About  thirty  years  ago  I  reported  a  case  of 
leucoplakia  treated  with  the  cautery,  with  cure.  The  lesion  was  not  more 
than  a  centimeter  in  diameter. 

Dr.  Emil  Mayer:  I  think  leuco])lakia  is  practically  always  the  fore- 
runner of  malignant  disease.  I  have  under  my  observational  the  present 
time  a  patient  who,  fifteen  years  ago,  showed  the  first  signs  of  leucoplakia. 
Within  the  year  he  has  developed  epithelioma.  I  have  seen  a  number  of 
sucii  cases. 

Dr.  Charles  W.  Richardson  :  The  cases  which  I  have  seen  have 
usually  been  so  extensive  that  any  of  the  operative  measures  suggested 
here  or  elsewhere  would  be  entirely  out  of  place.  In  the  last  case  which 
I  had,  not  only  the  whole  dorsal  surface  of  the  tongue,  but  the  buccal 
cavity  as  well,  was  involved.  The  man  had  the  most  intense  pain.  He 
has  since  died.  In  all  probability  it  would  havedeveloped^into  uuiliguant 
disease.  In  some  of  the  cases  the  dorsum  of  the  tongue,  the  surface  of 
the  hard  palate,  the  under  surface  of  the  tongue,  and  the  buccal  walls 
were  involved. 

Dr.  D.  Bryson  Delay  an  :  Most  of  the  cases  which  I  have  seen  have 
become  malignant.  Any  irritative  course  of  treatmeut  is  particularly 
contraindicated.  Elimination  of  the  source  of  irritation,  as  in  tobacco 
smoking,  will  result  in  improvement.  In  view  of  the  uialiyuaut  tendency 
of  thi-8  condition,  it  would  seem  that  radium  would  offer  advantages  not 
likely  to  be  realised  by  the  older  forms  of  treatmeut.  Some  cases  have 
been  subjected  to  this  treatment  and  have  improved  under  it.  I  do  not 
know  of  a  case,  however — the  matter  being  a  recent  one — in  which  a  cure 
is  said  to  have  been  effected. 

Dr.  Levy  (closing  the  discussion)  .  The  case  cited  liy  Dr.  Barnhill,  of 
tuberculosis,  might  have  been  a  case  of  leucoplakia  suffering  with  tuber- 
culosis. I  have  never  seen  a  case  of  leucoplakia  caused  by  tuberculosis, 
nor  do  I  see  how  this  cuuld  be  determined.  If  it  were  due  lo  tuberculosis, 
it  was  certainly  remarkable.  The  fact  that  it  got  well  is  evidence  that  it 
was  not  leucoplakia.  Various  other  skin  diseases  huve  been  mentioned 
in  this  connection.     Dr.  lugals  went  over  the  subject  very  thoroughlv  in 
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his  paper,  which  was  uuf  of  the  most,  satisfactory  papers  ever  written 
conceruiug  this  coudition.  The  question  of  leucoplakia  always  terminating 
in  cancer  is,  of  course,  an  important  one.  In  the  full  text  of  the  paper 
will  lie  found  many  views  for  and  against.  The  case  I  reported  is  an 
unusual  one  in  view  of  the  extent  of  the  lesion.  Other  cases  quite  as 
extensive  have  not  developed  malignancy.  It  is  not  necessary  for  the 
case  to  terminate  in  cancer.  The  lower  jaw,  the  parotid  gland,  and  the 
surrounding  structures  were  all  removed,  yet  it  was  not  cancer,  as  proved 
by  the  subsequent  history  of  the  ease.  If  we  wait  long  enough  we  may 
find  cancer  developing  in  the  patientwho  had  leucoplakia.  Given  a  case 
of  leucoplakia,  however,  it  is  not  neces-sary  that  it  will  terminate  in  cancer. 
In  cancer  cases,  undoubtedly,  it  is  often  possible,  by  going  back  far 
enough,  sometimes  as  far  as  forty  years,  to  find  that  the  patient  had 
leucoplakia.  While  cancer  may  be  antedated  by  leuco]jlakia  in  many 
instances,  it  is  not  proved  that  all  cases  of  leucoplakia  will  terminate  in 
caucer.  Leucoplakia  of  tlie  tongue  is  reported  liy  some  writers  as  being 
more  likely  than  that  of  otber  localities  to  terminate  in  cancer. 

Hyperplastic  Sphenoiditls  and  its  Clinical  Relations  to  the 
Second.  Third,  Fourth,  Fifth,  Sixth  and  Vidian  Nerves  and  Nasal 
Ganglion. — Greenfield  Sluder. — The  writer  spoke  of  the  body  of  the 
sphenoid  independent  of  what  cell  occupied  it,  and  mentioned  the  close 
relations  of  the  above-enumerated  nerve  trunks  to  its  bony  wall,  and 
that  the  size  of  the  cavernous  sinus,  rather  than  that  of  the  sphenoid 
cell,  was  what  determined  some  of  those  relationships.  He  spoke  of  the 
striking  difference,  clinicallv,  between  the  nerves  in  the  canals — maxillary 
and  mandibular  branches  of  the  fifth  and  Vidian  compared  to  the  third, 
fourth  and  sixth,  which  run  through  the  wide  gap  of  the  sphenoidal  fissure, 
the  former  being  a  clinical  question  infinitely  more  often  than  the  latter. 
The  diagnosis  was  made  from  bone  removed  from  the  anterior  part  of 
the  sphenoid  sinus  of  1.56  cases  by  Dr.  .lonathau  Wright,  whose  micro- 
scopic findings  corresponded  almost  uniformly  with  cases  clinically.  The 
slow-growing  bone  increase  had  for  its  clinical  history  longstanding  pain 
and  often  very  slow  progressive  loss  of  vision,  sometimes  only  a  segment 
of  the  optic  nerve  being  involved,  the  cases  of  violent  headache  aud  rapid 
loss  of  vision  showing  acute  osteitis  engrafted  on  the  chronic  process. 
The  bone  sometimes  showed  periostitis,  and  sometimes  the  mucous  mem- 
brane was  normal.  The  argument  was  that  the  clinical  picture  in  the 
chronic  cases  arose  from  narrowing  of  the  bony  canals  in  the  process  of 
the  hyperplastic  bone  changes,  and  that  the  optic  nerve  was  thereby 
compressed  in  the  optic  canal,  producing  disc  swelling  with  loss  of  vision. 
That  the  recurrent  pain  in  the  second  division  of  the  fifth  and  Vidian — ■ 
usually  diagnosed  migraine — was  explained  also  by  narrowing  of  their 
confines.  In  many  of  the  cases  these  headaches  preceded  the  optic  nerve 
troubles  by  many  years.  He  attempted  to  explain  this  on  the  score  of 
drainage,  the  lower  part  of  the  sinus  usually  being  bathed  in  a  small 
amount  of  thin  secretion,  whereas  the  optic  aud  the  upper  part  were  not 
so.  He  thought  the  hyperplastic  lesion  rendered  the  district  more  vulner- 
able, and  cited  that  small  areas  here  become  inflamed  from  unrecognisable 
origin,  anil  according  to  their  position  were  more  or  less  disastrous.  In 
the  upper  outer  anterior  aspect  of  the  sinus,  loss  of  vision  occurred  ;  and  in 
the  lower  outer  and  lower  middle  parts  great  pain  of  maxillary  and  Vidian 
distribution,  respectively.  He  raised  the  question,,how  lesions  of  this 
kind  could  be  bettered  by  removal  of  bone  for  drainage.  He  did  not 
believe  that  the  primary  blood-letting  of  the  surgery  explained  it,  aud 
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cited  a  case  iu  argument  thereof.  He  stated  that  a  similar  lesiou  iu  the 
anterior  nose,  where  very,  easily  visible,  was  subject  to  recessions  of 
Linger  and  shorter  duration,  and  that  the  condition  was  apparently 
helped  by  judicious  surgery.  The  degi-eeof  hyperplasia  of  the  plica  s^pti 
seemed  to  be  an  index  of  the  hyperplastic  process  iu  the  sphenoid,  whereas 
the  degree  of  hyperplasia  of  the  posterior  tip  of  the  middle  turbinate 
seemed  an  index  of  a  similar  condition  in  the  post-ethmoid. 

Headaches  Due  to  Non  =  suppuratiYe  Intranasal  Conditions. 
—  George  C.  Stout  (Philadelphia.) — Headaches  of  nasal  origin,  in 
which  suppurative  conditions  are  positively  eliminated  by  macroscopic 
examination,  transillumination,  the  X  ray,  etc.,  have  not  occupied  a 
prominent  place  in  our  literature  heretofore.  But,  while  these  head- 
aches are  found  in  a  i-elatively  small  percentage  of  the  cases  who 
cousult  the  specialist,  they  are  of  sufficiently  frequent  occurrence,  and 
severe  enough  in  their  result  upon  the  nervous  and  mental  condition 
and  general  health  of  the  patients,  to  warrant  their  being  considei-ed  as  a 
group  by  themselves. 

The  paiu  varies  from  occasional  attacks  of  moderate  degree  to 
frequent  seizures  of  intense  agony.  It  is  commonly  referred  to  an  area 
back  of  a  triangle  formed  by  the  glabella,  the  outer  canthus  of  the  eye, 
and  the  anterior  nasal  spine.  It  may  also  affect  the  teeth,  the  neighbour- 
hood of  the  Eustachian  tubes,  or  ears,  sometimes  extending  down  to  the 
shoulder.  It  is  usually  unilateral,  but  may  be  bilateral,  or  occur  on  both 
sides  alternately.  It  is  not  increased  by  the  use  of  the  eyes,  though 
sharp,  .shooting  pains  through  the  eyes  are  often  present.  When  the 
pain  has  existed  for  a  long  period  the  effect  upon  the  patient  is  deplorable  ; 
his  general  health  is  undermined,  and  his  mental  condition  profoundly 
depressed. 

Owing  to  the  very  slight  departure  from  normal  of  the  rhiuoscopic 
picture,  these  cases  frequently  pass  through  many  skilful  hands  before 
the  true  cause  of  the  pain  is  recognised.  A  thorough  routine  examination 
of  the  middle  turbinate  fossae  should,  thei-efore,  be  made  in  all  doubtful 
cases.  All  the  more  common  causes  of  headache  must  be  eliminated, 
such  as  neurasthenia,  eye  strjin.  febrile  conditions,  syphilis,  malaria, 
digestive  disturbances,  rheumatism,  etc.  The  absence  of  pus  and  the 
condition  of  the  eye  ground  should  be  ascertained.  The  general  appear- 
ance of  the  lower  portion  of  the  nose  may  lie  normal.  b\it  upon  further 
examination  it  will  be  found  that,  while  the  middle  turlnnate  itself  may 
be  of  normal  size  and  colouring,  its  cavity  is  narrow  and  compressed 
either  by  the  lesser  upper  (or  counter)  deviation  of  the  septum,  or  by  a 
bilateral  thickening  of  the  upper  portion  of  the  sejitum,  or  by  a  split 
septum  due  to  injury.  Careful  exsanguination  of  the  inferior  turbinates 
and  their  immediate  surroundings  only  should  accurately  determine  the 
point  of  contact.  The  exsani<uination  alone  may  so  relieve  the  existing 
headache  as  to  prove  the  chief  localising  factor  of  the  cause  of  the  pain. 

Treatment  should  be  directed  to  the  middle  turbinate  itself,  and  should 
consist,  iirst,  in  frequent  applications  of  cocaine,  adrenalin  and  astringents  ; 
and,  second,  as  a  last  resort,  the  extirpation  of  a  part,  or  the  whole,  of 
the  middle  turbinate.  While  the  good  results  of  the  local  applications 
may  be  only  temporary,  the  operative  procedure  usually  effects  a  complete 
cure  of  the  pain. 

Dr.  Cornelius  G.  Coakley  :  I  have  been  discouraged  by  the 
migraine  type  of  caies  described  by  Dr.  Sluder.  I  have,  however,  seen 
numbers   of   these   patients,    sent   by    ophthalmologists,   with    varying 
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couJitions,  In  all  cases  there  is  a  question  wliether  there  has  been  any 
disease  in  the  posterior  sphenoidal  and  ethmoidal  sinuses.  None  of  these 
cases  present  typical  si{;ns  of  suppurative  disease.  Radiographs  show 
nothing,  the  sinuses  always  appearing  perfectly  uormal.  In  most  of 
these  cases  the  ophthalmologist,  and  also  the  rhinologist,  have  gone 
through  all  the  tests,  excluding  all  the  usual  causes  of  the  disease  to  be 
found  in  the  eve.  The  statements  which  have  come  to  me  have  usually 
been  that  the  cause  of  the  trouble  cannot  be  found  in  the  nose,  and  that 
the  atiology  cannot  be  determined.  The  majority  are  not  liicely  to  get 
better  without  some  aid.  I  have  probed  the  sphenoidal  sinus — which 
can  be  comparatively  easily  done — and  have  examined  that  portion  of 
the  sphenoidal  mucous  membrane  which  can  be  reached  with  the  probe, 
finding  it  relatively  normal.  At  the  request  of  the  ophtlmlmologist  I 
have  removed  the  middle  turbinate,  made  a  large  opening  in  the 
sphenoid,  and  have  found  normal  membrane.  I  have  been  astonished 
at  the  improvement  in  most  of  these  cases,  although  the  vision  has  been 
bad  for  two  or  three  weeks,  followed  by  complete  recovery.  I  have  tried 
to  use  the  Holmes  pharyngoscope  as  described  by  Dr.  Sluder,  but  I  do 
not  see  how  he  gets  into  the  sphenoid  so  as  to  make  the  use  of  the 
Holmes  pharyngoscope  possible.  I  have  been  able  to  examine  a  little  of 
the  roof  and  floor,  some  of  the  posterior  w.ill,  and  a  little  of  the  anterior 
surface.  The  great  difficulty  with  all  sphenoidal  operations  is  that  the 
orifice  becomes  very  much  contracted,  so  that  in  the  course  of  six  or 
eight  weeks  the  opening  is  no  larger  than  normal,  and  sometimes 
smaller.  If  the  essayist  will  tell  us  how  to  make  an  opening  that  will 
remain,  I  will  be  obliged  to  him.  Referring  to  Dr.  Stout's  paper,  I  wish 
merely  to  say  that  pressure  against  the  anterior  wall  does  give  rise  to 
these  symptoms. 

Dr.  John  F.  Barnhill  :  We  see  cases  over  and  over,  such 
as  Dr.  Stout  describes,  in  which  removal  of  the  anterior  turbinate 
relieves  the  condition.  Removal  of  tissue  in  the  nose  with  no  clear 
indication  for  doing  so  is  to  be  deprecated.  The  matter  of  dia- 
nosis  is  of  the  greatest  importance.  X-ray  and  blood  examinations 
should  be  made,  but  patients  will  often  not  allow  it.  My  greatest 
source  of  information  has  been  from  the  University  clinic,  where  we 
have  advantage  of  all  the  channels  from  which  information  comes. 
Sometimes  wlieu  all  the  lines  of  investigation  have  been  followed — 
X-ray,  ophthalmological,  and  blood  examination — we  find  appendicitis. 
I  recall  three  instances  of  that  kind.  We  may  take  a  line  here  from 
our  friends  the  surgeons  in  the  far  north-west.  Nose  cases  are  going 
to  them  to-day,  as  well  as  all  other  classes  of  cases,  because  of  the  tre- 
mendous reputation  they  have  for  examining  patients  in  every  way  with 
the  one  cost.  When  we  examine  tliem  and  have  all  the  other  examina- 
tions made  it  amounts  to  hundreds  of  dollars.  Very  often  the  trouble 
is  not  in  the  nose  at  all. 

Dr.  Hanau  W.  Loeb  :  The  merit  of  Dr.  Sluder's  paper  rests  in  the 
determining  of  trouble  in  the  sphenoid  cavity  when  no  pus  is  present, 
and  discovering  the  relation  of  this  trouble  to  the  cranial  nerves.  This 
is  a  good  deal  to  find  out  in  a  few  years.  Dr.  Stout's  paper  is  also 
important.  There  are  two  or  three  points  which  will  establish  the 
diagnosis  in  these  headaches — headaches  in  which  I  operate  upon  the 
middle  turbinate.  They  are  uniform  in  character  ;  they  attack  one  side 
of  the  nose,  one  part  of  the  head  ;  they  last  a  more  or  less  definite 
number  of  himrs.  then  disappear;  they  almost  invariably  appear  in  the 
morning  and  disappear  in  the  evening.     As  a  rule,  I  refuse  to  operate 
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unless  cocaine  relieves  them,  and  unless  tliei'e  is  some  marked  process 
present.  It  is  sometimes  tlie  case  that  I  am  surprised  to  find  the 
amount  of  pathological  process  going  on  when  there  is  no  pus.  Whether 
the  cause  is  circulatory  or  not,  I  do  not  Icnow.  We  have  been  able  to 
do  an  immense  amount  of  work  in  relieving  the  patient  where  the 
anterior  turbinate  is  involved,  but  we  have  not  been  able  to  do  much 
where  the  posterior  sinuses  are  involved.  Dr.  Sluder's  work  is  important 
iu  this  regard. 

Dr.  GrEOBGE  A.  Leland  :  Not  the  large  amount  of  pressure,  but 
the  continuous  pressure,  explains  some  of  these  cases.  This  may  be 
illustrated  by  pressing  upon  the  skin  of  the  hand.  It  requires  only 
a  short  time  to  cause  considerable  pain,  which  may  not  be  felt  so  long 
as  the  pressure  is  exerted,  but  manifests  itself  as  soon  as  the  pressure 
is  removed.  We  have  the  same  condition  in  the  nose.  There  is  a  certain 
amount  of  soft  tissue  covering  the  cartilage.  I  have  seen  cases  in  which 
a  little  spicule  of  boue,  sticking  out  from  the  septum  and  pressing  upon 
the  second  turbinate,  will  cause  pain  when,  during  menstruation,  there 
is  an  increase  of  pressure,  or  when  the  patient  eats  too  much  or  drinks 
too  much  ;  and  with  this  increased  pressure  there  is  the  headache  which 
comes  uuder  similar  conditions. 

Dr.  W^iLLiAM  E.  Casselberrt  :  I  can  confirm  the  observations 
as  to  the  total  absence  of  pus  at  times.  If  pus  in  the  quantity  described 
by  Dr.  Coakley  is  cousidered  as  an  indication  of  the  presence  or  absence 
of  suppurative  sinusitis,  I  am  in  accord ;  but  in  other  cases  smaller 
amounts  of  pus  may  occur  iu  one  or  another  of  the  sinuses,  not  shown 
by  X-ray  examination.  But,  ad  seriafim,  taking  the  antrum,  the  sphenoid, 
the  ethmoids,  I  have  been  able  to  discover  an  appreciable  quantity  of 
pus,  or  muco-pus,  which  amounts  to  the  same  thing.  I  am  under  the 
conviction  that  in  most  of  these  cases  there  is  a  suppurative  condition 
which  is  at  the  bottom  of  the  hyperplasia  complained  of. 

Dr.  James  E.  Logan:  I  recall  one  case,  in  which  the  headache  came 
periodically  in  the  morning,  stopping  in  the  evening.  The  voung  man 
suftered  from  very  extreme  lieadache,  beginning  about  nine  o'clock  in 
the  morning  and  stopping  about  four  in  the  afternoon.  He  had  been 
operated  upon  for  removal  of  a  portion  of  the  middle  turbinate.  The 
headache  persisted — naso-frontal  headache.  I  removed  the  rest  of  the 
middle  turbinate  and  opened  the  duct,  thinking  pus  was  there.  Very 
little  pus  was  found.  The  patient  suffered  continuously  with  the  head- 
ache, which  gradually  came  later  iu  the  morning  and  I'emained  later  in 
the  afternoon.  Finally,  by  suction,  I  got  secretion  from  the  naso-frontal 
duct.  This  was  sent  to  the  pathologist,  and  it  took  forty-eight  hours 
to  get  a-culture,  which  showed  a  very  faint  mixed  infection,  with  staphy- 
lococcus aureus  and  streptocociis.  An  autogenous  vaccine  was  made 
from  this,  three  injections  of  which  wei'e  given,  and  the  patient  got  well. 
The  same  course  was  followed  in  another  case,  and  the  patient  was  given 
relief.  Nothing  else  had  given  relief.  Such  cases  would  seem  to 
indicate,  as  Dr.  Casselberry  has  just  suggested,  that  the  pus  is  there 
and  can  be  found  if  we  look  for  it. 

Dr.  Emil  Mater  ;  The  amount  of  pus  may  be  very  small  iu  these 
eases.  I  recall,  in  this  connection,  an  experience  at  Mount  Sinai 
Hospital.  The  patient,  a  young  man,  who  had  acromegaly,  presented 
a  history  of  persistent  headaches.  He  had  liigh  temperature,  muttering 
delirium,  and  choked  disc,  and  as  a  result  examination  of  his  nose  was 
exceedingly  difficult,  and  required  skilful  dodging.  I  succeeded,  how- 
ever, in  getting  a  little  pus,  but  said  I  thought  very  little  could  be  done 
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for  liiiu.  The  attenJiug  physiciaii  thouglit  operation  was  all  that  could 
be  done,  and  so  I  removed  the  anterior  portion  of  the  ethmoid.  In 
twentv-four  hours  the  headache  and  deiii'ium  had  cleared  up.  Some  of 
those  in  consultation  thought  I  operated  at  a  time  when  the  man  was  in 
some  sort  of  a  crisis.  I  do  not  think  so.  I  introduced  a  probe  into  the 
sphenoid  and  had  an  X-ray  taken.  The  I'esult  was  a  perfectly  clear 
picture  of  the  probe  in  the  sphenoid,  and  all  then  agreed  that  I  was 
right. 

Dr.  Otto  T.  Feeer;  Even  very  extreme  conditions,  where  there  is 
a  sharp  crest  or  ridge  very  far  back  in  the  nose,  so  rarely  cause  head- 
ache that  I  have  become  very  sceptical  of  pressure  headaches  in  genei-al. 
The  whole  question  is  one  of  I'eflex.  Where  we  try  to  remove  the  effect 
by  the  use  of  cocaine,  we  are  just  as  much  in  the  dark  as  we  were  before. 
This  is,  in  fact,  an  open  door  for  all  sorts  of  experimental  operations. 
The  patient  may  be  told  that  it  is  entirely  experimental,  the  septum  is 
resected,  the  patient  is  no  better,  and  still  he  blames  the  doctor,  no 
matter  how  plainly  he  has  tried  to  impress  that  the  operation  is  purely 
experimental.  I  agree  with  Dr.  Casselberry  about  concealed  suppuration, 
but  I  wish  he  had  been  a  little  more  specific  as  to  his  method  of  exploring 
the  sinus.  Exploring  the  sinus  through  the  natural  opening  is  not 
always  satisfactory.  I  recall  a.  case  in  which  the  thin  roof  of  the  antrum 
had  been  perforated  by  the  cannula,  the  injecting  fluid  injected  into  the 
orbit,  and  the  eye  put  out.  I  do  not  regard  washing  out  the  autrum 
through  the  natural  opening  as  an  entirely  safe  procedure.  The  frontal 
sinus  is  still  more  difficult  for  diagnostic  washing.  It  is  sometimes  by 
no  means  a  trifle.  In  one  case  which  I  recall  the  patient  fell  over  in  a 
conyulsion.  The  fluid  could  not  get  out  through  the  small  opening,  and 
there  was  intracranial  pressure.  One  thing  that  gives  an  indication  of 
concealed  infection  is  the  complaint  by  the  patient  of  a  discharge  running 
back  into  the  throat.  A  perfectly  healthy  sphenoid  and  infundibular 
region  usually  does  not  go  with  diseased  ethmoid.  Something  must  be 
there  to  give  us  a  hint.  The  nerve  most  often  afi^ected,  in  my  experience, 
is  the  anterior  ethmoidal,  which  is  a  very  sensitive  nerve,  as  Killian  has 
shown. 

Dr.  Casselberey,  continuing  the  discussion:  In  a  recent  issue  of  the 
London  Journal  of  Laryngology,  Rhinology  and  Otology,'  Brown- 
Kelly,  of  Glasgow,  records  no  less  than  thirty  cases  of  bad  results  from 
exploratory  puncture  by  the  penetraticin  of  the  antrum.  The  one  Dr. 
Freer  mentions  is  the  first  I  have  heard  of  in  an  attempt  to  irrigate  the 
autrum  through  the  natural  opening.  When  he  puts  in  the  cannula  and 
penetrates  the  orbital  plate  he  is  not  irrigating  through  the  natural 
opening.  The  cannula  with  which  I  irrigate  through  the  natural  opening 
is  very  thin,  reasonably  thicker  where  I  hold  it,  having  more  than  a  right 
angle  turn  at  the  bend.  Properly  introduced,  it  will  serve  for  the  irriga- 
tion of  the  autrum  through  the  natural  opening,  which  can  be  Mccompilished 
safely  in  the  majority  of  instances.  The  stopcocks  must  be  arranged 
and  the  air  pressure  regulated.  Not  more  than  ten  pounds  pressure 
should  be  used  to  begin  with,  otherwise  harm  will  be  done.  This  is  run 
uj)  as  the  ojieration  proceeds.  The  same  thing  is  true  of  all  the  other 
sinuses. 

Dr.  J.  Gordon  Wilson  :  Dr.  Sluder's  paper  is  extremely  interesting 
and  suggestive.  It  does  not  mean  that  theie  may  not  be  disease  of  the 
sinuses  without  suppuration.  That  depends,  of  course,  upon  what  we 
mean  by  "  without  suppuration."  There  may  be  hyperplasia  of  any  sinus 

'  See  JouRN.  OF  Lartnool.,  Rhinol.,  and  Otol.,  vol.  xxix,  p.  5."6. 
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without  any  snppviration  at  all.  Some  vears  ago  I  did  some  work  iu  the 
way  of  putting  capsules  into  the  sinus,  having  introduced  into  these  cap- 
sules different  forms  of  bacteria.  The  c.ipsules  were  so  arranged  that  the 
bacteria  would  not  come  out,  but  their  tosines  would.  There  was  hyper- 
plasia in  these  cases.  I  used  drugs  for  these  experiments,  some  of  which 
were  kept  going  for  several  weeks.  I  have  often  wondered  how  infection 
passes  along  these  nerve  trunks.  I  suggest,  as  quite  possible,  that 
there  may  be  absorption  of  the  toxins  from  the  lymphatics  into  these 
nerve  trunks. 

Dr.  Sluder,  closing  the  discussion :  Answering  Dr.  Coaklej's 
question  about  the  method  of  operating  :  The  outlet  and  the  sinus  itself 
must  be  large  enough  to  permit  of  the  use  of  the  pharyngoscope.  I  use 
a  right-angled  knife.  The  posterior  part  of  the  cribriform  plate  and  the 
posterior  and  uppermost  aspei-t  of  the  oHactory  plate  are  approached, 
the  sphenoid  sinus  or  one  of  the  misplaced  ethmoidal  cells  being  punctured 
by  such  a  stroke.  As  soon  as  the  cell  is  punctured  the  stroke  is  directed 
downward,  forward  and  inward.  The  septum  is  cut  down  to  the  floor  of 
the  sphenoid  The  knife  is  then  introduced  carefully  along  the  cribriform 
plate.  Again  the  uppermost  posterior  aspect  of  the  olfactory  plate  is 
approached.  The  knife  is  then  turned  at  an  angle  of  45°,  and  down- 
ward and  outward.  This,  on  the  cadaver,  has  been  proved  to  throw 
the  posterior  ethmoidal  labyrinth  pretty  thoroughly  open  every  time. 
By  means  of  the  pharyngoscope  it  is  found  that  there  are  two  very 
satisfactory  openings  into  the  posterior  ethmoidal  cell,  and  sometimes . 
the  sphenoidal.  Sometimes  it  is  possible  to  get  it  all  out  in  that  way. 
Dr.  Wright  has  oue  such  specimen,  measuring  a  half  inch  in  diameter. 
Dr.  Coakley  spoke  of  being  unable  to  get  good  observatKui  with  the 
pharyngoscope.  I  always  operate  under  cocaine.  I  uniformly  refuse  to 
operate  upon  these  patients  except  under  cocaine.  I  give  them  scopo- 
lamine first.  The  primary  stroke  is  sufficient  to  produce  enough  shock, 
and  at  the  same  time  to  prevent  the  wound  from  bleeding.  With  the 
pharyngoscope  close  at  hand  it  can  be  passed  in.  The  patient  may  faint ; 
let  him  faint.  The  wound  for  a  time  does  not  bleed.  I  have  some  cases 
iu  which  the  opening  stayed  open  for  five  or  six  _years.  I  Lave  never  seen 
membranous  closure,  as  suggested  by  Dr.  Bryan,  but  I  have  seen  bony 
closure,  as  suggested  by  Dr.  Coakley.  Dr.  Loeb  spoke  of  congestion  in 
the  sinus,  which  he  thought  more  responsible  than  the  vacuum  of  which 
I  spoke.  Politzerisation  will  stop  the  trouble.  The  congestion  is  the 
result  of  the  vacuum.  I  have  tried  vaccines  repeatedly,  as  suggested  by 
Dr.  Logan,  but  have  not  got  the  results.  Dr.  Mayer  spoke  of  crises  and 
the  use  of  ergot.  In  my  text  I  brought  out,  partly  as  a  matter  of  specula- 
tion, that  there  is  iu  some  canals  a  considerable  pad  of  fat ;  in  the  optic 
canal  there  is  exceedingly  little.  If  this  hyperplastic  process  narrows 
the  canal,  and  this  pressure  is  maintained  for  a  considerable  time,  Natm-e's 
shock  absorber  is  used  up.  Sometimes  a  trifling  indigestion  will  start  uj) 
the  trouble,  just  as  sometimes  a  trifling  thing  will  diminish  the  vision. 
If  ergot  is  given  when  there  is  this  congestion,  it  will  contract  the  tissues 
and  relieve  the  headache. 

{_To  he  continued.) 
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Abstracts. 


EAR. 

Mulholland,  J.  A. — Infection  of  the  Ear  with  Vincent's  Micro-organisms ; 
Report  of  sixteen  cases.  "  Aimalsf  of  Otology,  xxiv,  p.  485. 
Tlie  points  about  this  iufection  are  :  (1)  The  fact  of  its  occurrence  in 
debilitated  children,  (2)  its  apparent  contagiousness,  (3)  its  amenabilitv 
to  local  treatment,  and  (4)  its  good  prognosis.  Of  the  16  cases,  13  were 
coniined  to  the  middle  ear.  3  had  mastoiditis  (2  of  which  were  inoperable 
and  died  of  meningitis;  both  liad  complete  facial  paralysis).  General 
treatment  was  symptomatic.  In  the  last  4  cases  salvarsan  was  used  (in 
one  case  syphilis  was  excluded  by  Wassermann  examination). 

Macleod  YearsJei/. 

Shambaugh,   Geo.  F.  — Focal  Infection  ill  the  .Etiology  of  Labyrinth 
Disease.     "Annals  of  Otology,"  xxiv,  p.  481. 
Discusses  a  group  of  cases  of  labyrinth  disease  in  patients  without 
middle  trouble  or  general  disease  to  account   for    it.     The  disturbance 
may  be  in  cochlea,  vestibule,  or  both,  and  the  symptoms  in  the  former 
case  are  nerve  deafness,  usually  with  tinnitus.     Progress  takes  place  by 
acute  exacerbations.      In  the  vestibule,  disturbed   equilibrium   occurs, 
except    in    cases  where  the  vestibular   involvement    is   very   insidious. 
Involvement  of  the  whole  labyrinth  gives  rise  to  Meniere's  complex,  unless 
progress  is  without  acute  exacerbations,    when    deafness   and    tinnitus 
alone  occur.     The  clinical  picture  in  this  group  of  cases,  therefore,  differs 
very  widely.     It  is  to  aetiology  that  Shambaugh   calls  attention.     He 
points  to  the  similarity  between  the  phenomena  in  these  cases  und  the 
chronic  degenerations  which    occur   as   the    result   of   focal  infections. 
Chronic  arthritis  and  neuritis,  chronic  cardio-vascular  degenerations,  and 
chronic  nephritis  are  the  result  f  rec[uently  of  chronic  latent  foci  of  infec- 
tion.    In   all   these  systemic   diseases   there  is   the  chronic  progressive 
character  punctuated  by  acute   exacerbations,    accounted  for  by  fresh 
bacterial   emboli.     In  the  cases    under  discussion   the  target   for  these 
emboli   is  the    labyrinth.      The   focus  for  these  systemic   infectious  is 
usually  found  in  faucial  tonsils  or  teeth.     Histories  are  given  of  three 
typical  cases.     A  very  important  and  instructive  paper. 

Macleod  Yearsley. 


(ESOPHAGUS. 


Arrowsmith.  H. — Angi-neurotic  OEdema  of  the  (Esophagus.     •  Laryngo- 
scope." i;tl.5.  p.  1.56. 

The  patient  was  a  female,  aged  fifty,  who  was  first  seen  by  Arrow- 
smith  in  1911.  At  that  time  she  had  suffered  for  several  weeks  from 
increasing  dysphagia  and  odynphagia.  On  cesophagoscopy,  Arrowsmith 
found  a  mass  just  below  the  level  of  the  cricoid  cartilage  occupying  two- 
thirds  of  the  lumen  of  the  cesophagus,  and  attached  to  tjie  left  wall.  The 
Wasseruumn  reaction  was  negative,  and  a  diagnosis  of  probable  malignancy 
was  made.  The  patient  wanted  a  second  opinion,  and  so  a  second  examina- 
tion was  made  by  Jackson  under  general  anaesthesia.  On  this  occasion 
no  lesion  was  found.  Jackson's  diagnosis  was  that  of  spasmodic  stricture 
of  the  gullet.     It  subsequently  transpired  that  the  patient  li:;d  suffered 
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from  frequent  and  painful  niicturitiou,  vesical  tenesmus,  gastro-intestinal 
disturbance,  pyloric  spasm,  etc.  She  had  also  had  cedema  of  the  larvux. 
and  had  obtained  relief  h\  large  doses  of  morphia  and  atropin.  As  might 
be  expected,  the  patient  also  suffered  from  colon  stasis,  and  an  X-ray 
showed  adhesions  about  the  hepatic  tlexure.  lu  1913  the  dysphagia 
returned,  and  at  this  time  cutaneous  wheals  appeared  on  the  neck.  Arrow- 
smith  holds  that  what  he  ob.served  through  the  cesophagoscope  in  1911 
was  a  localised  angio-neurotic  oedema.  J.  S.  Eraser. 


MISCELLANEOUS. 


Evans,  J.  S.,  Middleton,  W.  S.,  and  Smith.  A.  J. — Tonsillar  Endamcebiasis 
and  Thyroid  Disturbances.  "  Amer.  Jouru.  Med  Sci..' February, 
1916. 
Following  upon  the  work  of  McCarrison,  Farrant,  and  others,  there 
has  recently  become  evident  a  tendency  to  regard  endemic  goitre  as  due 
to  an  infective  agent.  While  in  no  sense  wishimr  to  be  understood  as 
advancing  such  an  explanation  in  reference  to  all  cases  of  goitre,  the 
writers  of  this  paper  regard  it  as  probable  that  some  of  them  are  due  to 
an  eifect  on  the  thyndd  g\aud  of  toxins  elaborated  in  the  tonsils  or  some 
other  part  of  the  upper  respiratory  tract,  as  a  result  of  the  symbiosis  of 
the  Endainceba  yinijii'iilis  with  certain  bacteria,  notably  the  Micrococcus 
ratarrhalis,  the  protozoon  being  supposed  to  produce,  bv  proteolysis  of 
various  cells,  a  pabulum  of  special  value  for  the  nutrition  and  growth  of 
those  bacteria  whose  toxins,  according  to  Farrant.  possess  the  power 
of  thyroid  stimulation.  Of  362  goitrous  persons  examined,  22-8  percent, 
showed  infective  conditions  of  the  tonsillar  crypts,  and  90  per  cent, 
showed  lesions  of  either  the  tonsils  or  the  nasal  passages.  Of  34  cases 
with  diseased  tonsils  examined  microscopically.  97  per  cent,  were  found 
to  harbour  the  Endamceba  yiityivalis  in  the  tonsillar  crypts.  Of  16  indi- 
viduals of  this  group  who,  after  treatment  by  means  of  emttin  hydro- 
chloriile,  were  re-examined.  18.  or  81  per  cent.,  were  found  no  longer  to 
have  amcebae  in  the  tonsil  crypts.  Further,  in  18  of  23  persons  to  whom 
emetiu  was  adniinister.-d,  a  definite  reduction  in  the  size  of  the  goitre 
took  place,  the  improvement  being  most  constant  in  the  dysthyroid  cases, 
in  6  out  of  7  of  whom  varying  degrees  of  benefit  were  observed,  from 
slight  amelioration  to  aj)parent  cui-e.  Thomas  Guthrie. 


NOTES   AND   QUERIES. 

The  Kotal   Sociltt   of  Medicine. — Section  of  Otology. 

It  has  been  arranged  to  hold  a  special  discussion  on  "  Warfare  Injuries  and 
Neuroses  of  Otological  Intere.\t"  on  Friday,  February  16,  1917,  at  5  p.m.  This  early 
notice  is  given  in  the  hope  that  those  interested  will  prepare  reports  of  cases  to 
.submit  to  the  meeting,  and  will  send  full  particulars  ot  them  not  later  tlian 
November  30  to  Mr.  E."D.  D.  Davis,  .SI.  Harley  Street,  W.  the  council  hope  that 
if  they  receive  suificient  material  they  will  be  able  to  classify  and  group  tlie 
cases,  as  this  should  aild  to  tlie  value  of  the  discussion  ;  and  it  is  therefore 
suggested  that  those  sending  in  cases  should  later  on  send  a  further  report  on  the 
progess  of  the  cases;  these  additional  reports  should  be  received  before  the  middle 
of  January.  Pathological  notes  of  any  fatal  cases  will,  we  understand,  be 
considered  extremely  valuable. 
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CENTRALLY  CAUSED  BILATERAL  LARYNGEAL  ABDUCTOR 
PARALYSIS  IN  TABES,  WITH  A  REPORT  OF  THE  POST- 
MORTEM  EXAMINATION.' 

By  Edwaed  D.  D.  Davis,  F.R.C.S.Eng. 
Assistant  Surgeon,  Nose,  Throat,  and  Ear  Department,  Charing  Cross  Hospital,  etc. 

At  a  discussion  on  the  ffitiology  of  paralysis  of  the  recurrent 
laryngeal  nerve  held  by  the  Laryngological  Section  of  the  Royal 
Society  of  Medicine  on  May  2,  1913,  Sir  David  Ferrier  stated  :- 
"  Taking  all  the  facts  into  consideration,  and  pending  further 
precise  examination  of  the  recurrent  laryngeal  nerves  and  their 
motor  nuclei,  I  am  inclined  to  adopt  the  view  already  expressed  by 
many  eminent  laryngolists  and  neuropathologists — e.  g.  Calm, 
Dejerine  and  Petreu,  Oppenheim,  etc. — that  the  recurrent  laryngeal 
paralysis  usually  observable  in  tabes  is  of  peripheral  origin. 

This  generalisation  was  strongly  opposed  by  Sir  Felix  Semon, 
in  whose  opinion  that  question  was  still  quite  open.  The  partisans 
of  the  exclusively  perhipheral  theory  had  either  ignoi'ed  older 
carefully  observed  cases  such  as  his  own,  in  which  the  nucleus 
ambiguus  had  been  found  degenerated,  or  had  attempted  to  explain 
them  away  by  maintaining  that  the  medullary  degeneration  must 
be  of  a  secondary  nature — a  statement  which  so  far  had  been 
neither  proven  nor  disproven. 

1  See  also  j).  .381  of  this  issue. 

-  See  JouRN.  OF  Lartngol.,  Rhinol.,  and  Otol.,  vol.  x.xviii,  1913,  p.  6.52. 
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Furtliei-more  he  could  not  understand  why,  as  in  the  analogous 
case  of  the  oculo-motor  paralysis  of  tabes,  the  original  lesion 
might  not  be  as  well  of  a  central  as  of  a  peripheral  origin,  and 
he  would  ask,  why,  if  it  were  always  peripheral,  hi\atera\  abductor 
paralysis  should  be  so  frequently  observed  ? 

In  the  course  of  his  observations  Sir  Felix  Semon  made  the 
following  remark  :  "  Altogether  the  number  of  re\\sJo\e  post-mortem 
examinations,  by  which  alone  this  question  could  be  decided,  was 
at  present  much  too  small  for  that  purpose,  aiul  he  would  exhort 
the  members  of  the  Section  not  to  let  a  single  opportunity  slip  to 
increase  our  knowledge  of  the  subject,  carefully  examining  in 
every  case  of  tabes  accompanied  by  laryngeal  phenomena  which 
ended  fatally,  whilst  under  their  observation,  all  the  parts  in 
question  from  the  nucleus  ambiguus  downwards." 

It  is  in  compliance  with  this  exhortation  that  the  post-mortem 
results  of  the  following  case,  which  was  under  my  observation  for 
six  years,  are  being  given  in  full  in  the  following  report.  It 
would  be  beyond  the  scope  of  this  paper  to  enter  upon  the  very 
extensive  literature  on  this  subject.  I  let  the  facts  speak  for 
themselves : 

A  cabman,  aged  thirty-six,  Avas  shown  at  the  Laryngological  Section  on 
March  29,  1912.  He  first  attended  the  hospital  in  May,  1909,  complaining  of 
difficulty  in  breathing  of  eleven  moutlis'  duration. 

About  twice  a  week  he  would  suddenly  jump  out  of  lied,  make  a  crowing  noise, 
and  would  be  unable  to  breathe.  The  attack  lasted  a  few  seconds.  He  was  short 
of  breath  on  exertion,  and  breathing  was  occasionally  stridulous. 

He  conti'acted  syphilis  in  1903. 

The  patient  was  admitted  irnde'r  Dr.  Mott  for  observation  for  ten  days,  and  the 
diagnosis  of  tabes  was  confirmed. 

On  examination  of  the  larynx  the  vocal  cords  were  in  a  position  of  comijlete 
adduction.  During  deep  inspiration  there  was  scarcely  any  abduction,  but  there 
was  a  narrow  chink  in  front  and  behind  the  vocal  processes.  The  condition  of 
the  larynx  remained  precisely  the  same  for  six  years  until  his  death  in  April, 
1915. 

The  pulse  was  frequent  and  feeble,  120. 

The  pupils  were  unequal  and  did  not  react  to  light ;  optic  discs  normal. 
Knee-jerks  present,  lightningpains,  difficulty  of  micturition.  Wassermann  reaction 
positive  on  two  occasions.  Gait  normal.  He  refused  tracheotomy,  and  drove  a 
cab  until  a  day  or  two  before  his  death. 

He  was  readmitted  to  hospital  for  laryngeal  crises  on  the  night  of  April  1st, 
1915.  He  was  restless,  but  not  cyanosed,  and  in  the  intervals  breathing  was 
not  worse  than  it  had  been  before  the  onset  of  the  laryngeal  crises.  He  was  given 
a  hypodermic  injection  of  morphia  gr.  i,  atropine  gr.  y,',^,  which  was  repeated  six 
hours  later.  At  4  a.m.  I  was  asked  to  see  him,  and  did  an  immediate  tracheotomy 
but  he  died  half  an  hour  later. 

A  post-mortem  examination  was  made  six  hours  after  death.  The  patient  was 
poorly  developed.     Scars  of  syphilis  were  present.     The  vocal  cords  were  in  the 
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cadaveric  position,  and  there  was  no  sign  of  inflammatory  or  other  disease  of  tlio 
pharynx,  larynx,  or  trachea.     The  viscera  were  normal. 

The   skull,  meninges,  brain,  spinal  cord,  and  vagus  nerves  were  to  outward 
appearance  normal,  and  were  sent  to  Claybury  for  examination  by  Dr.  Mott. 

Sections  of  the  medulla  were  cut,  and  a  preliminary  incomplete  examination 
was  made  a  year  ago  by  Dr.  Lena  Beach,  of  Iowa,  U.S.A. 

The  specimens  and  material  were  handed  over  by  Dr.  Mott  to  Dr.  F.  Sano 
who  made  the  following  report,  with  which  Dr.  Mott  agreed  : 

The  lumbar  spinal  cord  shows  sclerosis  of  the  posterior 
columns,  except  in  the  deepest  part,  near  the  posterior  commissure 
(Schiiltze's  comma-tract).     The  posterior  nerve  roots  show    more 


Fig.  1.— Motor  cells  in  cliromuiysis  (nucleus  ambiguus).     (Preparation  bv 

Dr.  Heach.)  ^ 

atrophy,  hut  there  is  no  thickening  of  the  meninges,  no  indications 
of  either  a  recent  or  ohl  iiifl;uiunatoi-y  condition,  and  tlie  arteries 
are  not  atheromatous. 

The  cells  of  the  anterior  liorns  are  in  good  condition,  with  the 
exception  of  some  single  cells,  which  have  an  eccentric  nucleus  and 
a  lack  of  Xissl  blocks.  But  this  condition  is  verv  rare.  The 
anterior  nerve  roots  have  a  normal  appearance. 

The  cells  of  Clarke's  column  are  not  quite  normal,  some  of 
them  being  atrophic  oi-  show  an  eccentric  nucleus. 

A  careful  examination  reveals  a  slight  increase  of  neuro"-lia  in 
the  cortico-spinal  (pyramidal)  tract,  and  this  corresponds  with 
slight  atrophy  of  the  tract. 
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The  importance  of  these  observations  is  evident,  for  they  prove 
that  the  case  was  one  of  tabes.  Nevertheless,  the  knee-jerks  were 
present,  but  the  slight  atrophic  process  of  the  pyramidal  tract 
lends  support  to  the  explanation  of  the  unusual  persistence  of  the 
tendon  reflexes  by  the  weakness  of  the  inhibitory  influence  of  the 
cerebral  cortex. 

In  the  cervical  cord  the  posterior  sclerosis  is  limited  to  the 
fasciculus  gracilis  (Goll),  but  there  is  a  slight  atrophy  of  the  pyra- 
midal tract.  No  other  abnormal  conditions  were  observed,  and, 
as  a  matter  of  fact,  the  lesions  found  here  have  their  oi'igin  far 
away  from  the  cervical  cord,  and  are  of  exogenous  origin.  There 
are  no  indications  of  inflammation. 


Fio.  2. — Vagus  nerve.     A.  Normal  myelinised  fibre.     B.  Fibres  with  poor 
myelinisation.     C.  Sympathetic  fibres. 


In  the  medulla  the  sclerotic  lesions  are  followed  with  difficulty, 
although  it  appears  that  the  fillet  is  smaller  than  natural,  but  the 
pathological  change  which  existed  in  the  spinal  cord  as  a  sporadic 
and  exceptional  condition  of  the  anterior  horn-cells  is  very 
marked  in  the  nucleus  ambiguus,  the  motor  nucleus  of  the  three 
mixed  bulbar  nerves  (ninth,  tenth,  eleventh)  — i.  e.  glosso-pharyngeal, 
vagus,  and  spiral  accessory. 

A  considerable  number  of  the  cells  of  this  nucleus  are  atro- 
phied, and  others  show  an  eccentric  nucleus  with  a  lack  of  Nissl 
blocks.  Again  there  is  no  indication  of  inflammation  either 
around  the  cells,  or  in  the  meninges,  or  in  the  nerve  roots  of  the 
ninth,  tenth,  and  eleventh  pairs  of  nerves. 

The  vagus  nerve  shows  evident  atrophy,  with  a  lack  of 
myelinated  fibres,  but  without  increase  of  connective  tissue. 
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The  optic  nerve  shows  an  increase  of  interstitial  tissue,  and  it 
is  suggested  that  the  pathological  pupillary  signs  may  have  been 
partially  caused  by  the  optic  atrophy. 

The  cerebral  cortex  has  been  examined  and  a  bilateral  changre 
in  the  central  convolutions  were  found.  In  the  precentral  gyrus 
some  of  the  Betz  cells  are  atrophied,  and  have  an  eccentric 
nucleus,  with  loss  of  Nissl  blocks.  On  the  other  hand,  the  post- 
central gyrus  in  some  places  shows  a  complete  loss  of  the  normal 
arrangement,  in  others  reduction  in  the  number  of  subgranular 
pj-ramidal  cells. 

The  conditions  observed  in  the  post-central  gyrus  have  been 
demonstrated   by  Campbell   in  tabes   cases.     The  atrophy  of  the 
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Fig.  3.— Section  of  the  posticus  (abductor)  muscle.  A.  Thin  fibres  of  the 
atrophic  muscle.  B.  Swollen  fibre  with  loss  of  striation  and  increase  of 
muscles.     C.  Normal  fibre  of  the  other  muscles.     (Sketch.) 

Betz  cells  without  either  marked  increase  of  neuroglia  or  thicken- 
ing of  the  meninges  is  a  lesion  occasionally  found  in  tabes 
and  invariably  in  sclerosis  lateralis  amyotrophica,  which  in  a 
number  of  cases  is  undoubtedl}'  syphilitic  in  origin. 

The  case  under  examination,  therefore,  should  be  regarded  as 
an  unusual  case  of  degeneration  or  atrophy  of  the  afferent  and 
efferent  systems  of  neurons. 

This  degenerative  atrophy  proves  the  case  to  be  one  of 
amyothrophic  tabes  (also  called  combined  sclerosis).  The  slow 
progress  of  the  atrophic  process  is  of  importance,  and  the  fatal 
issue  was  due  more  to  its  dangerous  localisation  than  to  its  real 
extension. 

Attention  is  also  called  to  the  effect  that  there  was  nothing  but 
an  atrophic  lesion  observed. 
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The  lai-yiix  was  dissected  by  the  author.  The  mucosa,  the 
vocal  cords,  the  cartilages  and  joints  were  normal.  The  adductor 
muscles  were  fully  developed,  but  the  crico-arytenoideus  posticus 
or  abductor  muscles  were  atrophied,  and  comparison  made  with  the 
muscles  of  a  normal  larynx  obtained  from  a  subject  who  had  been 
killed  by  an  accident  emphasised  the  atrophy. 

In  the  noi-mal  subject  the  recurrent  laryngeal  nerve-fibres  to 
the  posticus  muscles  were  well  developed  and  easily  found,  but  in 
this  case  of  abductor  paralysis  the  nerves  to  the  postici  could  not 
be  demonstrated. 

Microscopical  sections  of  the  posticus  muscles  examined  by 
Dr.  Sano  showed  a  very  evident  atrophic  condition.  Some  fibres 
are  swollen,  and  have  lost  the  transverse  striation,  and  their 
nuclei  are  increased.  Sections  of  the  adductor  muscles  were 
normal,  and  no  abnormality  could  be  found  in  these  muscles. 

The  larynx  and  its  muscles,  the  vagus  nerves,  the  spinal  cord, 
medulla,  and  cerebral  cortex  were  all  carefully  examined.  Unfortu- 
nately the  recurrent  laryngeal  nerves  were  lost,  bnt  the  pathological 
specimens  in  this  case  indisputably  show  that  the  lesion  was  of 
central  origin,  and  there  was  nothing  to  indicate  a  primarily 
peripheral  degeneration.  The  case,  therefore,  is  strong  evidence 
in  favour  of  Semon's  law. 

The  specimens  do  not  throw  nny  light  on  the  causes  of  the 
crises.  Their  occurrence  is  in  conformity  with  the  theoretical 
explanation  given  by  Sir  Felix  Semon  in  1892,  viz.  that  whilst 
the  medullary  nuclei  of  the  abductors  are  the  first  to  succumb  to 
gradually  destructive  processes,  the  ganglionic  centres  of  the 
adductors  are  in  a  condition  of  latent  increased  irritability  and 
react  more  promptly  and  more  intensely  upon  reflex  and  peripheral 
irritation.  In  addition  to  this,  as  Burger  has  suggested,  tliere 
is  probably  increased  irritability  in  the  sensitive  sphere. 

Unfortunately,  spraying  of  the  larynx  with  cocaine,  the  benefit 
of  which  has  been  observed  by  several  authors  (Gerhardt,  Landgraf, 
Krause,  etc.),  was  not  employed  during  the  crises  in  this  case. 

Attention  has  been  called  by  Dr.  Watson  Williams  and  others 
to  the  frequency  (120)  and  feebleness  of  the  pulse,  which  may 
be  ascribed  to  an  extension  of  the  atrophy  of  the  circulatoiy 
centre. 

The  author  is  indebted  to  Dr.  Sano  for  tlie  pathological 
investigations  which  form  the  most  important  jiait  of  this  communi- 
cation. 
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EPIDEMIC   NASAL   SINUS    DISEASE.' 

By  John  J.  Kyle,  B.S.,  :\I.l)., 

Professoi-  of  Otology  and  Laryngology,  University  of  Southern  California, 
Los  Angeles,  California. 

Dgeing  the  past  winter  an  infections  disease  of  the  nasal  and  lower 
air-passages,  and  designated  influenza  or  la  grippe,  spread  from 
the  Atlantic  to  the  Pacific.  The  infection  was  not  confined  to  any 
one  specific  organism,  nor  was  the  Pfeiffer  bacillus  found  in  our 
few  ca.ses.  The  pathology  of  so-called  la  gripjw,  we  believe, 
varies  in  individuals,  though  general  symptoms  are  much  alike. 
The  mucous  membrane  of  the  nose,  throat,  ear,  and  lower  air- 
passages  was  more  or  less  involved,  and  the  sinvises  of  the  nose 
more  often  than  the  middle  ear  or  mastoid  process.  During 
epidemics  of  this  character  the  local  and  general  symptoms  are 
more  pronounced  than  in  seasons  when  isolated  cases  are  observed. 
Pus  apparently  does  not  always  form  in  the  sinuses.  Local 
symptoms,  however,  are  quite  the  same.  The  character  of  the 
exudation  found  in  the  sinuses  during  epidemics  of  influenza  may 
vary,  and  may  be  a  clear  mucus,  muco-pus,  or  pus.  In  a  few  cases 
the  sinus  may  apparently  contain  no  secretion,  and  we  have  a 
negative  pressure  which  is  aa  acutely  painfvil  as  though  pus  were 
present.  Mucous  discharge  from  the  nose,  as  a  rule,  contains 
bacteria  the  same  as  pus.  In  a  few  cases  it  will  be  almost  impos- 
sible, however,  to  isolate  the  bacteria,  and  one  will  try  day  after 
day  to  discover  the  organism. 

Many  cases  of  epidemic  sinus  infection  are  probably  acute 
exacerbations  of  some  old  sinus  disease.  In  the  great  majority  of 
cases  of  catarrhal  discharge  from  the  nose  or  naso-pharynx,  one  or 
all  of  the  sinuses  are  involved. 

In  Southern  California  sinus  diseases  are  more  prevalent  during 
the  winter  months,  and,  independent  of  epidemics  of  influenza,  are 
due,  first,  to  amount  of  rainfall,  variable  daily  temperature,  ;ind  to 
spread  of  infection  from  one  individual  to  another.  In  the  spring 
and  summer  months  there  is  a  fine  dust  in  the  atmosphere,  which  is 
irritating'  to  the  nasal  mucosa  and  causes  a  sjreat  deal  of  sneezinor 
and  consequent  trophic  changes  in  the  nasal  mucosa. 

Sinus  disease  has  a  tendency  under  seasonable  conditions  and 
from    sporadic    cases    to    become    epidemic.       Epidemics    of    this 

'  Eead  before   the   Pacific  Coast  Ophthalmological  and   Oto-Laryngological 
Society,  Portland,  Oregon,  June  22-2-1,  1916. 
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character  are  self-limited  and  run  a  short  course,  leaving  here  and 
there  a  few  cases  that  resist  other  than  surgical  measures. 

Climatic  conditions  are  such  in  the  United  States  as  to  pre- 
dispose to  catarrhal  affections  of  the  upper  respirator}-  tract,  and 
limited  more  particularly  to  one  or  more  of  the  nasal  sinuses. 
Most  adults  in  the  United  States  have  an  unnatui-al  discharge  into 
the  post-nasal  space.  Oriental  races  do  not,  as  far  as  our  limited 
observation  goes,  suffer  as  we  in  this  country  do  from  sinus 
discharges. 

Indiscriminate  expectorating  in  public  places  is  probably  the 
most  active  cause  of  the  spread  of  catarrhal  affections  of  the  upper 
air-passages.  In  highly  populated  districts  the  prevailing  winds 
may  carr}'  bacteria  from  drying  stagnant  pools,  excreta,  and 
decaying  vegetable  and  animal  bodies.  Pathogenic  bacteria  are 
not  infrequently  found  as  habitats  of  the  soil,  and  especially  about 
gardens,  stables,  and  the  superficial  layers  of  the  soil.  Wind  and 
drying  water  are  the  great  purveyors  of  respiratory  diseases. 

The  maxillary  sinus  at  birth  is  supposed  to  be  a  small  slit  not 
much  larger  than  a  split  bean,  and  about  the  second  dentition 
begins  to  grow  very  rapidly.  The  maxillary  antrum  may  grow  out 
of  all  proportion,  and  at  the  beginning  of  the  second  dentition  may 
approximate  the  adult  antrum. 

The  frontal  cells  begin  their  formation  at  birth  by  a  process  of 
evagination  of  the  nasal  mucous  membrane  at  the  superior  exten- 
sicm  of  the  unciform  groove.  There  is  an  uncertainty  about  the 
development  of  the  frontal  cells.  Partial  or  total  absence  of  one 
or  both  cells  now  and  then  occurs.  They  are  seldom  alike  in  size, 
and  infection  is  usually  monolateral.  After  second  dentition  the 
frontals  grow  rapidly  to  mature  size. 

The  ethmoids  begin  their  growth  also  at  birth.  At  birth  the 
ethmoid  bodj-  is  supposed  to  be  a  soft  cartilaginous  mass,  with  a 
predisposition  to  absorption  and  formation  of  cavities.  These 
cavities  reach  their  full  development  at  about  puberty. 

The  sphenoid,  like  the  frontal  and  ethmoid,  begins  its  formation 
by  a  process  of  absorption,  and  about  the  second  or  third  year 
shows  distinctly.  Sphenoid  cells  do  not  always  develop.  I  have 
seen  cases  in  which  only  a  small  superficial  cupping  existed  to 
mark  the  sinus.  The  sphenoid  may  run  riot  in  its  development, 
and  when  once  diseased  is  difficult  to  cure. 

In  children  and  adults  there  are  certain  predisposing  factors 
to  infection  of  the  sinuses,  and  spread  of  infection  to  deeper 
structures,  such  as  the  orbital  cavity  and  braiu. 
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Dr.  G.  Gordon  Wilson  {Tlie  Laryngoscope,  Decembei",  1915),  in 
a  discussion  of  ''  The  Etiology  of  Pansinusitis/'  makes  the  follow- 
ing statement,  that  "  no  sinus  inflammation  can  occur  unless  the 
physiological  activity  of  the  sinus  be  disturbed  or  destroyed." 
What,  then,  are  the  predisposing  factors  to  infection  of  one  or 
more  of  the  nasal  sinuses  ? 

The  sinuses  drain  in  the  direction  of  least  resistance,  with  the 
exception  of  the  maxillary,  and  it  is  questionable  if  the  maxillary 
is  not  drained  as  satisfactorily  by  the  natural  osteum  as  it  would 
be  by  an  opening  at  the  bottom  or  most  dependent  part  of  the 
cavity. 

The  sinuses  are  lined  with  a  mucus-secreting  ciliated  epi- 
thelium and  with  blood  and  Ij-mph  supply,  and  are  thus  nourished, 
moistened,  and  drained  sufficiently  to  prevent  the  growth  of 
bacteria,  and  in  health  are  supposed  to  be  free  from  bacteria. 

Predisposing  factors  to  disease  of  the  sinus  are  probably 
external  to  the  sinus,  and  are  due  frequently  to  congenital  narrowing 
of  the  attic  of  the  nose  and  sometimes  diseased  septum.  With  the 
growth  of  the  nasal  cavity,  such  deformities  may  prevent  the 
development  of  the  sinuses  or  obstruct  their  normal  drainage. 

Diseased  tonsils  and  adenoids,  exanthematous  diseases,  and 
recurrent  attacks  of  corj'za  are  important  factors  in  producing 
a  thickening  of  the  nasal  mucosa  about  the  sinus  openings. 
The  nasal  septum  is  prone  to  deformity  and  to  inflammation  of  the 
septum,  raucoperichondrium,  and  mucoperiosteum.  The  septum  may 
become  so  thick,  high  up,  as  to  crush  the  turbinate  against  the 
ethmoid  bodies,  and  by  so  doing  prevent  drainage  from  the 
ethmoid  or  frontal  sinuses.  A  negative  or  positive  pressure  alike 
predispose  to  destruction  of  ciliated  cells  and  subsequent  infection. 

Syphilis  and  tuberculosis,  either  acquired  or  congenital,  pre- 
dispose to  suppuration  of  nasal  sinuses. 

I  do  not  know  that  habit  or  occupation  play  a  special  part  in 
sinus  disease.  The  middle-aged  are  more  prone  to  the  disease 
than  the  young  or  old,  and  women  more  often  than  men.  Climatic 
or  geographical  locations  probably  predispose  to  the  disease.  In  the 
east,  superheated  oSice  buildings,  slush  and  rain  predispose  to  sinus 
disease.  In  the  far  west,  quick  changes  of  temperature  during  the 
day,  cool  nights,  and  morning  humidity  of  the  atmosphere  tend  to 
vascular  changes  in  the  nose  with  swelling  of  the  mucosa.  In 
Southern  California,  the  Land  of  Sunshine,  we  treat  an  unusual 
number  of  acute  and  chronic  sinus  diseases.  Many  cases  contract 
the  disease  elsewhere,  and  come  to  this  country  on  account  of  the 
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climate.  To  this  extent  they  are  disappointed.  Change  of  climate 
will  not  cure  a  purulent  sinus  disease.  Many  cases  have  been 
diagnosed  as  a  tuberculosis  of  the  nose,  and  are  referred  as  such 
to  a  warm  climate.  Tuberculosis  of  the  nose  or  sinus,  as  a  disease 
a  -priori,  is  a  rare  one,  and  to  call  a  discharging  nose  tubercular 
in  the  absence  of  marked  phthisis  puhnonalis,  is  to  go  far  astray. 

The  tubercle  bacillus,  as  far  as  we  are  able  to  discover,  has  no 
disposition  to  inliabit  the  nasal  or  accessory  cavities.  In  an 
ozsenatous  nose  an  acid-fast  bacillus,  possibly  related  to  the 
tubercle  bacilli,  is  not  infrequently  found.  In  typical  acute 
purulent  infections,  liowever,  of  the  sinuses  it  is  seldom  found. 

Dui'ing  epidemics  of  so-called  influenza  there  is  no  one 
organism  that  stands  alone  as  the  exciting  cause.  During  such 
epidemics  the  metabolism  of  many  individuals  is  lowered  and  the 
vaso-motor  system  altered  by  some  peculiar  predisposing  atmo- 
spheric condition.  Infection  is  carried  from  one  individual  to 
another,  and  those  organisms  present  in  the  nose  take  on  new 
virulence  with  the  establishment  of  a  true  epidemic  of  the  respi- 
ratory affections. 

In  the  light  of  present  biological  investigations  it  would  seem 
that  an  artificial  immunisafiou  by  the  use  of  vaccines  or  serums  is 
the  best  assurance  against  acute  sinus  infection  during  epidemics 
of  so-called  influenza.  This,  however,  w^ill  not  apply  in  all  cases, 
and  especially  in  those  cases  in  which  free  drainage  from  the 
sinuses  is  prevented  by  inti'anasal  deformities.  A  nose  in  which 
the  septum  is  narrow  and  vertical,  middle  tui-binates  that  are 
small  and  normal  in  colour  when  compared  with  adjacent  mucosa, 
not  in  contact  with  either  the  septum  or  lateral  wall  of  the  nose, 
should  respond  to  vaccine  immunisation. 

The  character  of  infection  of  the  nose  in  acute  or  chronic 
cases  in  epidemics  of  so-called  influenza  varies  in  individuals. 

Text-books  usually  enumerate  three  or  four  organisms  as 
the  usual  cause  of  acute  or  chronic  suppuration  in  the  nasal 
sinuses.  This  number  must  be  multiplied  a  number  of  times. 
The  bacteriology  of  sinus  disease  must  be  worked  out  by  the 
physician  in  individual  cases.  Thus  the  future  of  our  work  for  a 
time  must  be  with  the  microscope  as  well  as  the  punch  forceps. 
We  do  not  pose  as  expert  bacteriologists,  and  when  in  doubt 
have  submitted  our  findings  for  verification  to  men  who  profess  to 
be  experts.  Our  vaccines,  with  the  exception  of  the  commercial 
vaccines,  were  also  prepared  by  professional  bacteriologists. 

In  securinsj'  mucus,  muco-pus,  or  ]ms  from  the  nasal  cavity  care 
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must  be  taken  that  the  sample  does  not  become  contaminated  with 
secretions  from  the  mouth. 

In  acute  or  chronic  diseased  sinus  frequently  the  organism  is 
limited  to  one  variety,  while  in  some  cases  we  may  have  a  mixed 
infection.  A  slide  examination  is  unsatisfactory,  and  to  secure 
positive  findings  a  culture  must  be  grown.  From  this  the  auto- 
genous vaccine  may  be  made. 

In  the  diagnosi.s  of  sinus  suppuration  the  X  ray  must  play  a  very 
imjxu-tant  part.  In  many  cases  diagnosis  by  direct  inspection  is 
easy,  and  in  others  distinctly  difficult.  It  may,  however,  be 
impossible  to  tell  in  a  given  case,  even  when  we  detect  pus  in  the 
nasal  cavity,  whether  it  is  from  the  frontal,  the  ethmoid,  or  the 
maxillary  sinus.  I  have  great  faith  in  simple  transillumination  in 
maxillary  and  frontal  sinus  disease,  yet  this  method  is  uncertain. 
In  one  case  not  long  ago  there  was  apparently  pei-fect  trans- 
illumination and  normal  pupillary  reflexes,  yet  one  antrum  was  full 
of  pus,  necessitating  a  radical  operation. 

In  many  chronic  cases  of  hyperplastic  changes  in  the  sinus 
walls  transillumination  is  unsatisfactory.  Therefore  puncture  and 
lavage  is  the  most  satisfactory  way  to  diagnose  the  presence  of  pus 
in  the  maxillary  sinus. 

In  many  cases  of  purulent  sinus  disease  the  frontal  is  also 
diseased,  and  antedated  the  maxillary  affection. 

For  diagno.sis  of  ethmoid  sinus  disease  the  X  ray  is  most 
satisfactory,  and  eminently  so  when  the  infection  is  confined  to  one 
side. 

An  acute  sinus  infection,  like  an  acute  infection  of  the  ear, 
provided  that  the  nasal  drainage  is  completely  obstructed  and  that 
the  organism  is  virulent  in  character,  usually  the  streptococcus, 
spreads  in  the  direction  of  least  resistance,  and  thus  the  eye  is  first 
involved  and  then  the  brain.  In  some  cases  of  meningitis  it  may 
be  that  symptoms  do  not  point  to  the  nose,  unless  at  the  same  time 
there  is  some  involvement  of  the  eye.  A  pain  sudden  in  its  origin 
and  in  the  frontal,  orljital,  and  temple  region,  with  or  without 
temperature,  should  be  looked  upon  as  indicative  of  sinus  disease; 
likewise  unilateral  or  frontal  headache,  with  slight  temperature. 
There  is  usually  a  prodromal  stage  to  infection  of  the  brain  struc- 
tures, and  it  is  in  this  period  of  time  that  one  must  eliminate  sinus 
suppuration. 

An  acute  sinus  suppuration  may  couie  on  suddenly  and  with 
few  localised  symptoms.  The  temperature  may  go  as  high  as 
lOo'    F.  ;   there   may    be   delirium,   rigidity   of   neck    uiuscles,  and 
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convulsions.  These  cases  are  sometimes  presumed  to  be,  in  the 
beginning,  typhoid  fever  or  meningitis.  Unless  by  some  happy 
chance  the  surgeon  detects  pus  in  the  nasal  cavity,  the  case  may  pass 
for  a  hopeless  one  of  meningitis.  In  the  early  stage  of  delirium, 
spinal  puncture  is  indicated,  not  alone  to  discover  the  character 
and  extent  of  infection,  but  to  relieve  intracranial  pressure. 

The  variety  of  organisms  in  acute  epidemic  sinus  disease  varies 
in  individual  cases,  and  the  following  gives  a  very  good  conception 
of  the  flora  found  in  the  grent  majoritj'  of  cases  of  acute  and  sub- 
acute infections. 

In  about  fifty  cases  of  acute  infection  of  the  maxillary  sinus, 
daring  the  past  winter,  we  found  in  twenty  the  Staphylococcus 
albns  or  citreus  as  the  sole  organism.  In  one  case  we  found  the 
Bacillus  p3'ocyaneus  and  the  pneumococcus  mixed.  A  few  weeks 
after  the  recoveiy  of  this  patient  he  returned  with  a  Staphylococcus 
albus  infection  on  the  opposite  side.  In  one  case  of  unilateral 
infection  we  found  the  Bacillus  pyocyaneus  in  pure  culture.  In  one 
case  we  found  the  Micrococcus  tetragenus  in  pure  culture.  In  only 
one  case  did  we  find  the  streptococcus,  and  in  one  case  the  Micro- 
coccus catarrhalis  alone.  In  the  case  of  Micrococcus  catarrhalis 
infection  we  did  a  radical  intranasal  operation,  and  a  few  days 
afterwards  no  Micrococcus  catarrhalis  could  be  found,  but  many 
staphylococci  were  present. 

Transmission  or  change  of  infection  not  infrequently  takes 
place  in  some  of  the  sinus  cases  very  quickly,  and  frequently  a 
bacteriological  examination  of  secretions  before  and  after  operation 
is  indicated,  provided  we  care  to  supplement  our  treatment  by 
vaccines.  The  Bacillus  pyocyaneus  is  a  very  frequent  inhabitant  of 
the  nasal  accessory  sinuses.  Vaccines  act  very  satisfactorily, 
either  stock  or  autogenous. 

In  one  case  of  acute  exacerbation  of  maxillary  sinus  disease  we 
found  the  Bacillus  prodigiosus  mixed  with  the  staphylococcus. 

In  thirty-two  unselected  cases  of  suppuration  of  the  ethmoid 
sinus  we  found  the  following  : 

Bacillus  coli  mixed  with  the  diphtheroid  and  staphylococcus,  2. 

Staphylococcus,  11. 

Streptococcus  pj^ogenes,  2. 

Pneumococcus,  1. 

Friedliinder's,  6. 

Bacillus  pyocyaneus,  8. 

Micrococcus  catarrhalis,  2. 

Bacillus  prodigiosus,  1. 
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We  found  in  a  few  cases  an  organism  resembling  the  bacillus  of 
Perez.  These  were  cases  of  established  ozfena.  We  are  not  in 
a  position  to  make  any  comments  relative  to  the  bacillus  of  Perez 
as  an  a?tiological  factor  in  ozjena. 

We  have  experimented  with  stock  and  autogenous  vaccines, 
but  our  results  have  not  been  satisfactory.  This  is  not  said  to  cast 
any  reflection  on  the  value  of  the  vaccines  recommended  for  the 
relief  of  ozsena,  for  the  reason  that  we  have  not  had  sufficient  data 
to  enable  us  to  arrive  at  any  specific  conclusions. 

The  organisms  most  frequently  found  by  us  as  the  cause  of 
subacute  and  acute  suppuration  of  the  ethmoids  are  the  staphy- 
lococcus and  the  Bacillus  pyocj'anevis.  Infections  of  the  frontal 
sinuses  are  not  as  frequent  as  the  maxillary  or  the  ethmoid.  In  a  few 
of  the  cases  we  found  Friedliinder's  bacillus  alone,  Streptococcus 
mucosus  and  Staphylococcus  albus  in  combination,  the  Bacillus 
pyocaneus  alone,  and  the  Staphylococcus  pyogenes  albus  alone.  We 
had  during  the  past  winter  one  case  of  meningitis  from  Staphylo- 
coccus albus  infection  of  the  frontal.  We  had  also  one  case  of 
meningitis  from  rupture  of  the  ethmoid  into  the  orbital  cavity  and 
thence  to  the  cavernous  sinus,  and  ending  in  purulent  meningitis. 

These  cases  that  I  have  enumerated  above  are  those  that 
occurred  within  a  short  period  of  time  and  during  the  epidemic  of 
what  is  commonly  called  grippe.  In  consequence  of  this,  and  the 
fact  that  severe  purulent  infectious  of  the  upper  air-passages  occur 
with  singular  periodicity,  it  is  no  more  than  natural  to  classify  and 
tabulate  cases  of  this  character  as  belonging  to  the  epidemic  tj'pe. 

In  regard  to  the  use  of  vaccines  in  the  treatment  of  epidemic 
sinus  diseases,  we  have  a  natural  hesitancy  in  expressing  any 
positive  opinion.  The  use  of  commercial  vaccines,  polyvalent  and 
mixed,  has  become  universal  in  the  United  States,  and  we  have  no 
doubt  but  what  in  many  cases  their  value  as  a  therapeutic  remedy 
is  at  least  worth  a  trial.  There  are  times  when  it  is  almost  im- 
possible to  secure  an  autogenous  vaccine. 

Dr.  Hektoen,  in  a  recent  communication  to  The  Journal  of  the 
American  Medical  Association,  says  : 

"  If  the  presentations  in  this  jjaper  are  trustworthy,  it  may  be 
concluded  that  the  general  results  so  far  from  the  routine  use  of 
commercial  vaccines,  polyvalent  and  mixed,  have  no  value  as 
evidence  for  or  against  the  curative  usefulness  of  vaccine  treat- 
ment, and  hence  no  value,  either,  with  respect  to  the  soundness  of 
the  theory  on  which  vaccine  treatment  primarily  has  been  developed. 

"  In  subacute  and  chronic  localised  infections,  the  results  appear 
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to  indicate  that  specific  vaccines  properly  and  skilfully  used  have 
value,  quite  likely  because  they  increase  the  production  of  specific 
anti-bodies,  as  demanded  by  the  theory,  but  probably  also  because 
they  stimulate  leukocytic  and  other  activities." 

We  are  anxious  in  our  cases  to  find  the  cause  of  the  infection, 
or  at  least  the  predominant  organism,  and,  where  the  opportunity 
presents,  we  have  an  autogenous  vaccine  prepared.  But  in  many 
cases  for  want  of  time  we  have  relied  upon  the  stock  vaccines. 
As  far  as  we  are  able  to  judge,  our  results  are  just  as  satisfactory 
as  when  we  use  autogenous  vaccine.  The  good  results  of  the  use 
of  vaccines  are  sometimes  rather  remarkable.  In  infection  from 
the  pyocaneus  bacillus  the  specific  vaccine  has  been  of  value. 
Stock  vaccines  in  streptococcus  and  staphylococcus  infections  have 
worked  very  well  for  us.  It  is  almost  a  waste  of  time  and  criminal 
to  prescribe  stock  vaccines  unless  we  know  something  positive  of 
the  character  of  the  infection  and  the  vaccines  are  of  the  kind 
shown  by  the  microscope. 

Many  of  the  cases  are  acute  exacerbations  of  old  chronic  cases, 
and  in  consequence  vaccines  given  in  acute  cases  of  this  character 
have  a  tendency  to  restore  the  immunity  of  the  individual.  After 
all,  free  drainage  in  sinus  diseases  is  the  first  thing  to  be  thouglit 
of  and  secured  bv  local  medication  or  surgical  measures. 


WAR   DEAFNESS   FROM   LESION   OF    THE    INTERNAL    EAR.' 

Bv  Dr.   Got. 

Aucieu  Interne  des  Hopitaiix  de  Bordeaux. 

Translated  by  Macleod  Yeausi.ey,  F.R.C.S., 

Senior  Surgeon  to  the  Royal  Ear  Hospital,  etc. 

On  two  different  occasions  already,  and  especially  in  an  article 
which  appeared  in  the  Gazette  hehdomadaire  des  Sciences  Mi'dicales 
de  Bordeaux  (July  4,  1915),  have  we  published  observations  which 
suggested  to  us  the  study  of  "  the  war  labyrinth."  We  consider 
it  of  value  now  to  bring  forward  new  light  on  the  question,  which 
is  of  the  greatest  interest  at  the  present  juncture. 

Etiology. — ^In  the  great  majority   of   cases   the  injury   of  the 

internal  ear  is  caused  consecutively  to  the  bursting  of  a  shell  in 

the  immediate  neighbourhood  of  the  patient.     The  distance  between 

the  ear  and  the  shell  is  always  less  than  two  or  three  metres,  five 

'   From  the  Eerue  de  Larijnnnlogie,  d'Otologie,  et  de  Rhiyiologie,  January  15,  1916. 
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at  the  most ;  it  must  be  admitted  that  beyond  tliat  distance  the  ear 
resists  the  aerial  concussion,  or  that  the  resulting  hilivrinthine 
disturbance  is  slight  and  likely  to  disappear  rapidly. 

In  other  casess  the  internal  ear  is  injured  directly  or  bj'  bone 
transmission  due  to  a  bullet  or  shell-splinter  wound  on  the  corre- 
sponding side.  The  nearer  this  wound  is  to  the  petrous,  the  more 
serious  is  the  lesion  of  the  internal  ear,  all  conditions  being  equal 
in  other  respects,  and,  where  the  injui-y  fractures  the  petrous 
itself,  destructive  troubles  are  observed,  sometimes  absolute,  of 
the  perceptive  organ  involved. 

We  wrote,  in  July,  that  these  direct  injuries  of  the  head 
involved,  in  principle,  more  serious  ear  troubles  than  the  "  wind  " 
of  the  shell.  Since  then  we  have  modified  our  opinion  on  this 
point,  having  pi-oved,  on  the  one  hand,  deep  wounds  of  the  head 
without  labyrinthine  involvement,  and,  on  the  other,  serious 
labyrinthine  disturbances  by  "  shell  wind."  Therefore  it  is 
correct  to  note  both  eetiological  facts,  but  to  give  preponderance 
to  one  or  the  other  systematically. 

A  question  that  suggests  itself  in  connection  with  the  ajtiology 
of  "  w'ar  labyrinthites  "  is  :  Who  are  the  subjects  most  frequently 
attacked  ?  Are  they  individuals  who  possessed  healthy  ears  before 
the  war,  or  those  who  started  with  defective  ears  ?  Certain  it  is 
that  both  may  get  labyrinthine  lesions  :  very  often,  in  fact,  on 
the  patients'  cards  may  be  seen  a  diagnosis  of  middle  ear  followed 
by  the  expression  "  with  implication  of  the  internal  ear."  But 
often  also  is  read  "  labyrinthine  disturbance,  without  objective 
lesions  of  the  tympana."  This  can  be  understood  on  reflection 
that  in  similar  cases  the  ajtiological  factor  of  much  more  importance 
is  incontestably  the  distance  from  the  ear  at  which  the  shell  burst, 
or  the  violence  of  the  direct  injury  which  struck  it.  Nevertheless, 
it  appears — and  this  confirms  the  opinion  expressed  by  Lermoyez 
in  his  article  in  the  Presse  Mi'dicalf  (February  25,  191o) — that  the 
patients  starting  with  healthy  ears  are  more  often  injured  in  their 
labyrinth  than  those  starting  w'ith  defective  ears.  Here,  in  fact, 
are  the  statistics  of  the  otological  centre  of  the  Eighteenth  Ees'ion, 
concerning  this  class  of  case,  to  the  number  of  283  : 

(a)  Traumatic  labyrinthites  without  objective  lesions  of  the 
middle  ear,  144,  say  50"88  per  cent. 

(/;)  Traumatic  labyrinthites  with  defects  of  the  middle  ear 
arising  at  the  same  time  as  the  disturbance,  74,  say  26' 14  per 
cent. 

(c)   Traumatic    labyrinthites   witli    defects    of    the    middle  ear 
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antecedent  to   the  war,   65,  say   22"96   per   cent.      The   first  two 
groups  should  be  taken  together,  giving  218,  say  77"0  per  cent. 

Nevertheless,  it  must  be  pointed  out  that  many  of  the  aural 
defects  anterior  to  the  war  have  not  gone  under  fire,  which  vitiates 
results. 

Pathological  Anatomy. — As  in  our  first  notes,  we  can  only 
formulate  hypotheses,  especially  seeing  the  clinical  variety  of  the 
cases  observed.  In  the  slighter  forms — the  only  ones  which  really 
can  be  catalogued  as  "  labyrinthine  disturbances  " — it  is  doubtless 
.solely  a  question  of  concussion  of  the  higher  organs  of  the  internal 
ear,  due  to  shock  produced  by  the  sudden  displacement  or  com- 
pression of  the  extra-  and  the  iutra-labyrinthine  fluids.  But  in  the 
serious  forms — traumatic  labyrinthites  —  it  is  probable  that  they 
are  produced  iu  the  cochlea  and  the  vestibule  by  hsemorrhages 
more  or  less  important,  accompanied  by  detachment  and  dis- 
integration of  the  membrane  of  Corti. 

Two  considerations  plead  in  favour  of  this  hypothesis.  To 
begin  with,  the  fact  that  these  supposititious  lesions  of  the  ear  will 
be  homologous  to  those  which  ophthalmologists  demonstrate  iu 
the  eye,  this  organ  having  the  advantage  of  lending  itself  to  direct 
exploration  (retinal  detachments,  teai-s  of  the  choroid,  &c.) ;  and 
also  the  clinical  possibility  of  homologising  the  "  war  labyrinths  " 
those  "  peace  labyriiaths,"  Avhich  are  the  Meniere  cases,  and  of 
cataloguing  them,  at  one  swoop,  under  the  same  heading  of 
"  labyrinthorragics." 

Symptomatology.  —  Patients  are  very  unequally  affected. 
According  to  the  distance  at  which  the  shell  bursts,  and  accord- 
ing as  the  deflagration  is  produced  to  their  right  or  left,  in  front 
or  behind,  one  or  both  ears  are  affected. 

The  predominant  symptom  is  the  deafness  or  the  more  or  less 
marked  diminution  of  the  auditory  acuity.  Tliis  deafness  pro- 
gresses in  different  waj's.  Often  it  diminishes  in  the  weeks  that 
follow,  but  it  may  possibly  be  seen  to  persist  without  modification 
for  months,  aud  probably  in  some  cases  it  remains  incurable.  On 
the  other  hand,  we  have  never  seen  it  increase. 

This  deafness  is  always  of  the  labyrinthine  type,  that  is  to  say^ 
there  is  abolition  of  the  cranial  perception  to  the  watch,  abolition 
or  considerable  diminution  of  aerial  perception,  diminution  of  the 
auditory  acuity  more  marked  for  high  than  for  low  sounds,  for 
the  whispered  than  for  spoken  voice.  Rinne  positive  or  bai'ely 
negative ;  lateralisation  of  Weber's  test  to  the  sound  or  less 
affected  side. 
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The  second  important  symptom — and  one  wliicli  causes  lively 
trouble  to  the  patient — is  tinnitus,  of  vai'iable  type.  It  does  not 
leave  its  victim  for  one  minute,  and  sometimes  prevents  him  from 
fixing  his  attention. 

Finally — the  third  element  of  the  classical  symjjtom  triad — 
there  is  vertigo,  sometimes  to  the  degree  of  falling,  the  disagreeable 
character  of  which  generally  disappears  fairly  cjuickly. 

Another  extremely  important  symptom  is  spontaneous  nystag- 
mus. We  do  not,  in  fact,  consider  that  it  would  be  possible  to 
establish  the  diagnosis  of  "' traumatic  labyrinthitis"  without  the 
presence  of  this  symptom,  at  least  when*  the  lesion  dates  under 
several  months.  In  the  great  majority  of  cases  its  direction  is  to 
the  sound  side,  or  to  the  side  less  affected  (unless  with  complete 
destruction  of  the  labyrinth,  in  which  ease  the  formula  is  inverted). 
Finally,  disturbances  of  equilibration  occur,  but  it  must  be 
thoroughly  understood  that  of  all  labyrinth  disorders  these  will 
disappear  at  the  end  of  several  weeks,  and  always  are  the  first  to 
go ;  consequently  they  are  not  seen  in  slight  forms  of  disturbance 
nor  in  labyrinthites  of  long  duration. 

We  come  here  to  this  capital  fact,  to  which  Prof.  Moure  has 
often  called  our  attention  in  connection  with  cases  of  Meniere's 
disease  examined  in  times  of  peace  :  in  the  evolution  of  a  coarse 
labyrinthine  lesion,  ha;morrhagic  in  type,  the  vertigo  is  the  first 
symptom  of  the  tripod  to  improve  and  disappears  with  time  ;  and 
when  the  crises  of  equilibrium  disturbances  are  sufficiently  violent 
and  sufficiently  long  in  duration  to  end  in  nausea  or  vomiting,  it  is 
this  trouble  which  first  diminishes  and  ceases,  then  the  vertigo. 
Then  in  this  kind  of  old  labyrinths  are  often  observed  simple  crises 
of  tinnitus  (Moure). 

In  these  old  forms  it  will  be  generally  useful,  in  order  to  fix 
an  uncertain  diagnosis,  to  study  the  modifications  of  indaiced 
nystagmus,  and  even  to  interrogate  the  vestibular  nerve  with 
electric  currents  (using  as  much  as  possible  Babinski's  method). 

It  is  indeed  very  interesting  to  note,  without  bias,  the  informa- 
tion obtained  either  by  the  revolving  chair  or  by  the  caloric  test ; 
allowing  between  these  different  tests  the  time  necessary  for  the 
stimulated  labyrinth  to  recover  its  normal  equilibrium.  We  note 
subsequently  the  results  fui-nished  by  these  various  experiments, 
and  we  see  in  what  measure  they  agree  with  the  other  functional 
and  objective  conditions  found  in  our  labyrinth  cases  due  to 
the  war. 

Diagnosis. — We  do  not  think  that  this  is  the  place — this  paper 

'20 
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being  intended  especialky  tor  specialists — to  discuss  at  length  all 
the  questions  which  are  connected  witk  the  diagnosis  of  these 
traumatic  labyrinths,  at  tliefr  different  periods  of  evolution.  But 
there  are  two  points  to  which  attention  must  be  directed  :  these 
are  those  which  enable  us  to  detect  hysteria  and  maJingering'. 
It  may  be  said  at  once,  moreover,  that  it  is  generally  easy  to 
determine  the  organic  from  the  functional  cases,  the  latter  term 
applying  equally  to  hysterics  and  malingerers ;  it  is,  on  the  other 
hand,  most  often  extremelj'  difficult  with  patients  of  this  class  to- 
apply  to  some  the  label  of  hysteria,  to  others  that  of  simulation. 

Let  us  review  first  the  symptomatic  characters  which  enable  us 
to  place  patients  in  the  functional  group  :  they  are  summed  up 
in  that  their  deafness  is  absolute,  "  too  absolute  to  be  real  " 
(Moure).  It  is  always,  in  fact,  or  nearly  always,  bilateral  (uuilatei*al 
malingerers  are  exceptional,  and,  moreover,  are  easy  to  detect  by 
the  use  of  Lombard's  noise-producer  and  by  the  double-branched 
otoscopic  tube  well  handled  ;  therefore  we  will  not  mention  theui 
again).  This  deafness  is  absolute  to  the.  point  that  the  patients 
say  tliey  hear  absolutely  nothing,  whatever  the  intensity  of  the 
sound  made  around  them  ;  the  carpal  tuning-fork  is  not,  however, 
perceived  more  than  the  tuning-fork  ut~  struck  energetically  and 
applied  to  the  mastoid  or  even  at  the  entrance  of  the  auditory 
meatus  (Moure).  Furthei-,  there  are  neither  tinnitus,  nor  vertigo, 
nor  nystagmus,  nor  disturbance  of  equilibration  (unless  we  have  to 
deal  with  patients  educated  by  passage  through  other  hospitals). 
Fin:il]y,  an  important  character  and  upon  which  all  aurists  are 
agreed,  the  timbre  and  tone  of  the  voice  of  these  two  classes  of 
patients  remain  normal,  which  implies,  knowingly  or  not,  that  they 
can  hear  themselves  speak. 

Now  how  can  hysterics  be  separated  from  malingerers  ? 

With  Prof.  Moure,  we  consider  that  the  criterion  lies,  when  all 
is  said  and  done,  in  the  sole  fact  of  catching  the  patient  in  flagrante 
delicto  of  fraud ;  an  argument  assuredly  more  psjchological  than 
medical,  but  to  which,  in  default  of  a  better,  one  is  often  compelled 
to  resort. 

Nevertheless,  great  presumptive  evidence  can  be  drawn  from 
attentive  observation  of  the  patient.  .Under  the  influence  of  the 
noise-producing  apparatus,  the  hysteric  will  sometimes  preserve- 
the  tone  of  his  voice,  like  the  patient  with  organic  disease ;  the 
unwarned  malingerer  will  always  raise  it.  The  attitudes  of  the- 
malingerer  are  false  and  lacking  in  naturalness  :  he  affects  an  air 
detached  from  the  things  of  this  world,  wliilst  the  hvsteric  seeks. 
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rather  to  attract  attention.  Finally,  the  hysteric  may  show  zones 
of  cutaneous  anaesthesia,  a  certain  reduction  of  the  visual  field, 
abolition  of  the  phanjmgeal  reflex,  whicli  a  malingerer  never  has. 

The  diagnosis  once  made  with  as  much  certainty  and  promptness 
as  possible,  the  patient  will  be  transferred  immediately  to  the 
neuro-p.sychiatric  service,  if  he  is  considered  to  be  an  hysteric. 
Everyone  is  now  agreed  as  to  the  importance  of  not  allowing  this 
class  of  patient,  so  open  to  suggestion,  to  sojourn  in  a  non-special 
hospital.  We  have  had  personal  experience  of  three  cases  of 
hysterics  educated  by  their  stay  in  several  hospitals  who  presented 
notably  disorders  of  equilibration  with  vomiting  sufficiently  marked 
to  prevent  them  from  keeping  upright !  The  patients  got  worse 
at  each  examination,  and  became  thus  incurable  for  months,  and 
perhaps  for  years,  by  the  fault  of  their  doctors. 

Coiorse  and  Prognosis. — Putting  aside  hysterics  and  malingerers, 
who  are,  moreover,  rare  (we  speak  here  only  of  patients  who  have 
passed  through  our  centre),  organic  labyrinth  cases  terminate  in 
two  ways :  the  simple  disturbances  ai's  cured  in  several  weeks ; 
the  others  get  slightly  better  or  stoi)  as  they  are.  None  grow 
worse  with  time,  by  reason  of  their  causal  injury;  with  these,  if 
their  deafness  increases,  it  is  on  account  of  some  intercurrent  cause 
supervening  (Moure). 

In  every  case  the  purely  vestibular  phenomena  disappSar  or 
diminish  first :  first  the  disorders  of  equilibration,  then  the  vertigos 
and  spontaneous  nystagmus,  which  usually  disappear  together. 
The  disturbances  of  induced  nystagmus  (hypoexcitability)  persist 
long.     As  to  tinnitus,  it  remains  unchanged  and  probably  definite. 

Treatment . — At  the  commencement  we  put  the  patients  on 
absolute  rest  and  a  solution  of  bi'omide  and  iodide  (bromide  1-2  grin., 
iodide  0'25  to  0-50  grm.  per  diem).  Counter  irritation  over  the 
mastoid  in  the  form  of  cautery  or  leeches.  Light  diet.  Lumbar 
puncture  in  severe  vertigo  (rare  in  the  zone  of  the  interior).  In 
fine,  symptomatic  medication  and  good  nursing. 

No  insutfiations,  especially  no  otomassage  in  any  form,  because 
it  is  useless  and  even  dangerous,  rest  of  the  organ  being  as  indis- 
pensable as  that  of  the  patient. 

Note. — From  the  purely  military  point  of  view,  and  particularly 
as  touching  the  granting  of  a  pension  or  gratuity  or  change  of 
arm,  the  following  are  the  rules  which  Prof.  Moure  has  adopted  : 

(a)  Slight  forms  {commotio).  Treatment  and  convalescence  until 
cured,  in  all  sevferal  weeks.  Return  to  depot.  Sometimes  unfit  to 
rutiini  to   the  front  Idr  f\v<i  innnths. 
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(b)  Severe  forms  (true  labyrintliites).  Treatment  and  con- 
valescence. Then,  according-  to  auditory  acuity,  reserve  oi'  half-pay 
temporarily',  botli  renewable  every  three  or  six  months,  with  equally 
temporary  allowance. 

The  position  to  be  reviewed  or  cleared  up  after  the  war.  No 
actual  definite  decision,  although  it  seems  to  us,  alas  !  from  the 
experience  gained  since  the  beginning  of  the  war,  that  a  good 
number  of  cases  of  serious  deafness  by  organic  lesion  of  the  internal 
ear  may  be  destined  to  remain  definite. 

For  thi.s  group  of  deaf  cases  must  be  applied,  in  due  time, 
methods  of  auditory  reeducation  or  lip  reading. 


CLINICAL     NOTE. 

TWO   CASES    OF    REFERRED    SENSATION    (ARNOLD'S    BRANCH 
OF    VAQUS    NERVE). 

By  T.  a.  MacGibbon,  M.B., 

Christchurch,  New  Zealand. 

Case  1. — A  man,  about  tliirty-five,  came  iu  complaining  of  having  a 
desire  to  swallow  something  in  throat  after  each  meal.  Duration  two 
years. 

Examination. — Nothing  iu  pharvux  or  larynx  beyond  signs  of  slight 
irritation. 

In  left  ear  was  found  a  complete  ear  of  barley  grass,  jammed  across 
the  external  meatus  with  its  barb  in  the  anterior  wall,  covered  with 
hardened  cerumen. 

Removal. — Cure. 

Man  said  he  was  sleeping  in  hay  over  two  years  ago. 

Case  2. — Boy,  aged  fifteen,  deaf-mute  ;  attending  school  for  deaf ; 
stone  deaf  in  right  ear ;  can  distiuguisli  loud  low  sounds  iu  left  ear  by 
air  aud  bone,  not  iuteUigible  to  him. 

Complained  of  something  iu  throat ;  another  specialist  removed 
adenoids  six  weeks  before  seeing  me  ;  voice  said  by  teaclier  to  have  been 
worse  since  operation. 

Examination. — Complete  ear,  with  grain,  of  wild  barley  in  left  meatus  ; 
removed ;  found  covered  with  more  recent  cerumen.  No  history  of  how 
barley  came  to  be  in  ear. 

Eelieved  sensation  iu  throat,  but  could  say  nothing  as  to  voice,  which 
is  the  mechanycal  one  of  a  deaf  person. 
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Dk.  -J.  W.  Bond,  President,  in  the  Clutir. 


The  Pbesident  :  The  case  which  I  showed  at  the  last  meeting  has 
been  e.\aiiiined  microscopically,  and  is  an  endothelioma.' 

Specimens  from  a  Case  of  Laryngeal  Crises  with  Abductor 
Paralysis.— E.  D.  D.  Davis." 

Dr.  P.  Watson-Williams  :  This  is  an  exceedingly  interesting  case, 
made  much  more  valuable  by  the  research  of  the  pathologists,  which  has 
been  demonstrated.  It  is  not  clear  from  the  notes  why  the  man  died 
half  an  hour  after  the  performance  of  the  tracheotomy.  Was  the  condi- 
tion so  desperate,  and  had  it  been  going  on  long  enough  to  account  for 
the  fatal  ending  when  relieved  by  the  tracheotomy  y  I  suggest  it  as 
possible  that  the  cause  of  death  was  due  to  atrophic  changes  in  the 
nucleus  ambiguus  extending  to  the  cardio-inhibitory  cells.  In  many 
of  the  cases  of  tabes  involving  the  vocal  cords,  one  has  evidence  of  the 
extension  of  the  atrophic  process  to  the  cardio-inhibitory  nuclei,  the 
evidence  being  the  persistently  rapid  pulse-rate  during  rest,  arid  in  the 
absence  of  febrile  conditions  this  is  often  a  valuable  differentiating 
symptom.  There  may  be  one  vocal  cord  only  involved,  but  even  when 
both  sides  are  paralysed  (abductor  paralysis)  —  the  more  common 
occurrence — one  may  be  in  doubt  whether,  in  the  absence  of  other 
features  to  clear  up  the  diaguosis,  the  paralysis  is  not  due  to  a  bulbar 
lesion.  Now  the  latter  view  as  against  peripheral  pi'essure  is  much 
supported  by  the  rapid  pulse-rate.  I  think  that  was  the  case  in  the 
present  patient,  his  pulse  being  persistently  frequent,  and  that  he  died 
from  cardiac  failure. 

Dr.  F.  DE  Havilland  Hall  :  I  had  the  privilege  with  Dr.  Semon 
(as  he  then  was)  of  seeing'  the  first  case  in  which  this  abductor  paralysis 
was  noted  in  association  with  tabes  in  this  country,  and  the  present 
case  confirms  the  advice  then  given  as  to  the  extreme  importance  of 
carrying  out  an  early  tracheotomy.  Dr.  Felix  Semon  was  telegraphed 
for,  and  when  he  arrived  the  patient  was  apparently  dead.  A  tracheo- 
tomy was  done  at  once  and  the  man  lived  for  some  years  afterwards. 
Sir  Felix  since  then  has  advised  that  as  soon  as  there  are  signs  of 
marked  interference  with  lireathing  in  tabes  associated  with  an  abductor 
paralysis,  a  prophylactic  tracheotomy  should  be  done  without  delay.  It 
is  surprising  with  what  a  small  chink  for  admission  of  air  patients  can 
manage  to  exist ;  probably  because  the  obstruction  is  developed  only 
gradually,  so  that  the  system  gets  inured  to  the  cutting  off  of  the  air 
supply.  If  obstruction  to  the  same  degree  were  to  occur  suddenly,  the 
patient  would  be  in  extremis. 

Mr.  Maek  Hovell  :  I  understood  Dr.  de  Havilland  Hall  to  say  that 
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Sir  Felix  Semon  was  the  first  to  recommend  that  tracheotomy  should  be 
done  when  bilateral  abductor  paralysis  existed.  If  that  statement  was 
made,  it  was  incorrect,  for  Sir  Morell  Mackenzie  laid  down  that  prin- 
ciple years  before,  and  it  is  mentioned  in  his  liook  which  was  published 
in  1880. 

Mr.  TiLLEY  :  From  a  practical  point  of  view  I  uphold  what  Dr.  de 
Huvilland  Hall  has  said.  There  is  a  man  managing  a  small  refreshment 
shop  near  here,  who  eighteen  years  ago  came  into  the  Throat  Hospital, 
Great  Portland  Street,  suffering  from  extreme  dyspncea.  He  was  in  too 
serious  a  condition  to  allow  of  a  general  ansesthetic,  so  I  inserted  a 
tracheotomy  tube  without  it.  He  is  still  alive.  I  cannot  be  sure  what 
was  the  nature  of  the  lesion  ;  he  had  no  symptoms  of  tabes,  and  we 
could  not  find  any  intrathoracic  lesion  which  would  interfere  with  the 
recurrent  laryngeal  nerves.  It  is  easy  to  imagine  a  patient  getting 
a  sudden  inflammatory  lesion  in  both  crico-arytfenoid  joints,  and  then 
for  the  inflammation  to  clear  up,  the  joint  being  left  fixed.  Only  last 
Saturday  I  saw  an  old  gentleman  who  for  five  years  has  had  bilateral 
abductor  paralysis,  and  on  two  or  three  occasions  he  has  been  nearly 
suffocated.  In  his  spine  and  other  joints  he  has  advanced  arthritic 
conditions,  and  both  arytsenoids  are  fixed.  He  has  only  a  small  glottic 
aperture,  and  if  he  exerts  himself  he  gets  into  a  serious  state  of  glottic 
dyspnoea.  X-rays  give  us  but  little  information,  except  that  there  is 
a  dilatation  of  the  aorta  with  a  shadow,  which  may  indicate  a  sacculated 
aneurysm.  If  a  paralysis  is  bilateral,  whatever  the  cause  may  be  — /.e. 
whether  it  be  a  central  or  a  peripheral  lesion — immediate  tracheotomy 
may  often  result  in  a  prolongation  of  the  patient's  life. 

Dr.  DuNDAS  Grant  :  The  interest  here  is  the  relation  of  the  two 
symptoms  described  ;  one  is  the  adductor  spasm  or  crisis,  the  other  the 
paralysis  of  abduction.  There  seems  to  be  a  combination  of  both  in  this 
case.  Dr.  Sano  has  pointed  out  that  the  lesion  here  is  a  paralysis  rather 
than  a  cortical  irritation.  We  see  laryngeal  crises  apart  from  paralysis 
of  the  yoeal  cords,  and  we  see  paralysis  of  abduction  without  what  one 
may  strictly  call  a  crisis.  What  usually  happens  in  paralysis  of  the 
abductors  is  that  the  patient  makes  a  howling  noise  during  inspiration, 
especially  during  sleep.  I  should  like  to  ask  Dr.  Sano  if  he  can  tell  us 
what  lies  at  the  foundation  of  tte  laryngeal  crisis.  Apparently  this  man 
had  a  crisis  about  twice  a  week,  and  at  the  same  time  he  had  this 
paralysis  of  abduction.  The  reason  patients  with  paralysis  of  abduction 
get  on  so  well,  comparatively  speaking,  without  tracheotomy  is  that  in 
cases  in  which  the  disease  is  a  progressive  one  affecting  the  recurrent 
laryngeal  nerve,  there  is  a  definite  seijuence  in  which  the  muscles  atrophy  : 
first  the  posterior  crico-arytaenoid.  then  the  internal  tensors — /.  e.  the 
internal  thvro-arytsenoids — then  the  ary'tsenoid  muscles.  These  atrophy 
before  the  lateral  crico-arytaenoids,  the  atrophy  of  which  would  save  the 
situation  in  so  far  as  the  stridor  is  concerned,  thouijh  it  would  lead  to 
loss  of  voice  and  probably  regurgitation  of  liquids.  It  is  the  wasting  of 
these  muscles  secondarily  which  enables  people  with  paralysis  of  abduction 
from  a  progressive  lesion  of  the  recurrent  laryngeal  nerve  to  breathe  after 
a  fashion  and  to  decline  tracheotomy. 

Dr.  William  Hill  :  I  should  like  to  know  whether  Dr.  Sano  has 
specimens  showing  the  changes  in  the  laryngeal  nerves  and  muscles. 
There  is  a  serious  medico-legal  question  involved  here.  This  man  had 
a  painful  spasm  in  the  muscles  round  the  neck  which  might  cause  him 
suddenly  to  fall  down  dead.  He  refused  tracheotomy,  and  yet  went  on 
driving  his  cab.     If  he  had  died   siahlenly  while  driving,  his  cab  might 
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have  dashed  into  a  shop  window  or  have  been  precipitated  over  the 
Embankment.  Whose  duty  was  it  to  prevent  him  driving  ?  Should 
one  notify  the  Commissioner  of  Police  that  he  was  suffering  from  a 
condition  which  renders  him  liable  to  the  accident  I  have  mentioned  ? 

Dr.  Sang  (in  reply)  :  The  question  here  is  whether  there  was  paralysis 
due  to  hypotonicity  and  paralytic  couditions  of  muscle,  or  whether  there 
was  irritation,  causing  contracture.  What  we  found  pathologically  is 
moi'e  a  proof  of  actual  paralysis  than  of  irritatiim  ;  it  is  very  difficult, 
in  a  microscopical  preparation,  to  find  indications  of  irritation.  I  do 
not  find  any  increase  of  neuroglia  around  the  cells  in  the  section.  I  find 
only  a  process  of  atrophy  and  weakness.  In  the  spasms  of  tabes  and 
lateral  sclerosis  there  are  often  contractures ;  but  there  are  also  moments 
when  the  person  is  too  tired.  What  can  occur  in  the  limbs  can  also 
occur  in  the  larynx.  I  liave  only  examined  one  side  of  the  problem,  and 
I  must  leave  Mr.  E.  D.  D.  Davis  to  speak  for  the  clinical  part. 

Mr.  E.  D.  D.Davis  (in  reply)  :  The  laryngeal  muscles  were  atrophied, 
and  the  nerves  were  very  difficult  to  find.  I  offered  the  muscles  to 
Dr.  Mott  for  microscopical  examination,  but  time  did  not  permit.  The 
man  promised  to  stop  driving  his  cab.  When  he  came  back  to  hospital 
I  did  not  inquire  what  he  was  doing,  but  I  fo\ind  out  before  lie  died  that 
he  was  again  driving  his  cab.  He  was  very  ill  when  I  saw  him,  and  by 
my  instructions  he  had  been  given  morphia  and  atnipiue  some  hours 
before.  I  brought  him  here  in  1909,  wheu  many  members  advised 
tracheotomy  ;  but  Sir  Felix  Semon  said  he  would  wait,  because  the 
spasm  of  the  adductor  muscles  might  pass  off  and  relieve  the  patient. 
With  regard  to  heart  failure  after  tracheotomy,  his  pulse  was  very  bad : 
but  while  I  was  washing  my  hands  twenty  minutes  afterwards,  he  coughed 
up  the  tube,  and  though  I  replaced  it  fairly  quickly,  he  was  dead.  On 
some  occasions  the  pulse-rate  was  120. 

Laryngeal  Stenosis,  following  a  Bayonet  Wound,  treated  by 

Intubation. — E.    D.   D.    Davis. — Private  J ,  who  was  wounded  in 

the  shoulder,  received  a  second  bayonet  thrust  in  the  larynx  on 
October  13,  1914',  and  was  taken  prisoner.  The  lower  third  of  the 
thyroid  cartilage  was  apparently  destroyed,  and  a  German  surgeon 
inserted  a  large  tracheotomy  tube  on  December  4.  When  seen  at  Mill- 
bank  on  March  3,  191.5,  he  was  wearing  a  large  curved  cannula  inserted 
through  the  larynx  with  an  upward  extension  of  ^  in.  (the  cannula  is 
shown).  He  could  neither  speak  nor  breathe  through  the  mouth.  He 
had  to  write  everything  to  make  himself  understood.  At  an  operation 
on  March  5,  1915,  tracheotomy  was  performed  and  the  thyroid  cartilage 
was  exposed.  The  cannula  was  removed,  and  its  extension  was  found 
to  be  buried  in  scar  tissue.  The  cavity  of  the  larynx  was  discovered  by 
passing  an  intubation  tube  from  above.  The  alae  of  the  thyroid  cartilage 
were  separated  by  i  in.  of  sear  tissue  at  least  J  in.  thick.  A  large  gap, 
about  1  in.  wide,  existed  between  the  larynx  and  the  upper  end  of  the 
trachea,  in  which  the  posterior  wall  of  the  trachea  and  larynx  alone 
remained.  A  rubber  drainage-tube  was  inserted  from  the  tracheotomy 
opening  below,  to  the  orifice  of  the  larynx  above,  and  the  wound  closed 
as  far  as  possible,  with  the  exception  of  the  gap  produced  by  the  old 
cannula.  The  rubber  tube  was  replaced,  later  on,  by  the  intubation 
tube,  fixed  by  a  midwifery  forceps  clip  passed  through  the  lower  tracheo- 
tomy opening.  The  intubation  tube  and  clip  were  described  by  Mr. 
Barwell  in  the  Lancet  on  January  2,  191.5  (a  pattei-n  was  shown,  also 
the  various  tubes  used). 
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The  patieut  speaks  well  iu  a  loud  whisper ;  the  intubation  tube  has 
been  worn  for  twelve  months  almost  continuously,  and  it  has  been 
removed  recently,  but  he  cannot  do  without  a  tracheotomy  tube. 
Suggestions  as  to  treatment  are  invited. 

Dr.  JoBsoN  HoKNE :  I  ask  for  the  experience  of  others  in  dealing 
with  this  kind  of  case.  I  have  had  one  or  two  of  similar  nature, 
and  they  are  not  easy  to  treat.  I  congratulate  Mr.  Davis  on  his 
successful  result. 

Chronic  Frontal  Sinus  Empyema  treated  by  the  Intranasal 
Method. — Herbert  Tilley. — To  save  space  and  repetition  it  may  be 
said  that  the  following  cases  suit'ered  from  one  or  more  of  the  usual 
symptoms  of  sinus  empyema — viz.  chronic  purulent  nasal  di.scharge, 
headache  or  fronfal  discomfort,  nasal  obstruction,  and  impaired  condi- 
tion of  general  health.  The  treatment  following  operation  has  been 
practically  the  same  in  all  cases — viz.  no  plugging  of  auy  kind  after 
the  operation,  no  interference  for  the  first  forty-eight  hours,  and  then 
daily  irrigation  of  the  sinuses  with  warm  normal  saline  containing  a 
small  quantity  of  peroxide  of  hydrogen  solution.  As  an  occasional 
change  from  this,  tincture  of  iodine,  1  dr.  to  the  pint  of  normal  saline, 
has  been  used. 

Mr.  C.  C ,  aged  forty-three.     Examination,  September  17,  T915  : 

Nasal  septum  deflected  to  left.  Polypi  and  purulent  discharge  in  each 
ethmoidal  region.  Had  a  previous  operation  on  right  side.  Operation, 
October  4,  1915  :  Intranasal  opening  of  right  frontal  sinus  and  antrum 
and  removal  of  left  anterior  ethmoidal  cells.  November  4,  1915  :  No 
discharge  from  any  of  the  sinuses. 

Mrs.  G ,  aged  forty.     Admitted  to  University  College  Hospital 

on  March  1,  1916.  Left-sided  nasal  discharge  and  supra-orbital  pain 
of  three  years'  duration  existed.  Examination:  Pus  and  polypoid  buds 
in  anterior  region  of  left  middle  meatus.  It  was  only  possible  to  pass 
a  fine  probe  into  the  left  frontal  sinus.  First  operation,  March  2  : 
Anterior  half  of  middle  turbinal  and  diseased  anterior  ethmoidal  cells 
removed.  Free  oozing  was  only  slightly  diminished  by  adrenalin  and 
cocaine.  A  probe  could  be  passed  into  the  frontal  sinus,  but  not  a  small 
raspatory.  Further  iutervention  postponed  in  view  of  bleeding,  which 
obscured  field  of  operation.  During  the  following  days  a  fine  cannula 
could  be  passed,  but  no  return  of  fluid  could  be  obtained.  Second 
operation,  March  13  :  After  many  attempts,  a  small  raspatory  entered 
the  sinus,  and  the  frontal  sinus  ostium  was  freely  enlarged.  March  14 : 
Temperature  103°  F.  Both  eyelids  swollen  and  cedematous  ;  no  conjunc- 
tival .swelling  nor  ecchymosis.  March  15  :  Slight  oedema  of  right  eyelids. 
Under  influence  of  frequent  fomentations  and  daily  irrigation  of  left 
sinus  the  external  symptoms  and  pyrexia  subsided,  and  the  discharge 
from  sinus  ceased.^  Tbe  case  illustrates  the  difficulties  which  may  be 
encountered  when  free  bleeding  complicates  a  very  narrow  frouto-nasal 
canal. 

H.  C ,  aged  thirty-one.     Admitted  to  University  College  Hospital 

on  February  28,  1916,  for  frontal  headache  of  "  several  years'"  dura- 
tion, and  a  "  blocked  nose"  for  the  same  length  of  time.  Examination: 
Both  nasal  cavities  filled  with  polypi  bathed  in  pus.  Both  antra 
dark  and  contained  pus.  Operation,  March  2  ;  Polypi  removed.  Both 
antra  opened  by  intranasal  method.  Ethmoidal  regions  curetted  and 
sphenoidal  sinuses  opened.     Both  frontal  sinus  ostea  were  enlarged  by 

'  The  symptom?  for  which  patient  was  admitted  have  now  disappeared  (May  lfi)_ 
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exhibitor's  raspatories  after  a  lapse  of  forty-eight  hours.  Sinuses  have 
been  irrigated  daih'  till  the  patient  left  hospital  on  March  29.  Whenever 
the  left  sinus  is  irrigated  the  fluid  returns  from  the  right  nasal  cavity, 
showing  perforation  of  iutersiniious  septum.  Complication  :  On  March  12 
patient  had  acute  lacunar  tonsillitis  on  left  side,  with  large  and  tender 
swelling  of  glands  behind  the  angle  of  the  jaw.  March  14  :  Tempera- 
ture 104°  F.  In  my  absence  an  incision  was  made  into  glands  but  no 
pus  evacuated.  Under  influence  of  hot  fomentations  glands  subsided. 
The  patient's  original  symptoms  have  entirely  disappeared.  The  tonsillitis 
set  in  nine  to  ten  days  after  operation  upon  the  sinuses,  and  it  is  not  clear 
what  was  the  relationship  between  the  conditions,  because,  from  the  nasal 
point  of  view,  the  sinuses  were  irrigated  daily  (after  a  lapse  of  forty- 
eight  hours  following  operation)  and  appeared  to  be  exceptionally  clean 
and  well  drained.  It  is  easy  to  see  into  each  sphenoidal  sinus  at  the 
present  time. 

Mr.  McL ,  aged  fifty.     Subject  to  attacks  of  acute  iritis  in  right 

eye  associated  with  chronic  discharge  from,  and  obstruction  in,  right 
nasal  cavity.  Examination  :  Right  nasal  cavity  filled  with  polypi  bathed 
in  pus.  All  the  right  sinuses  proved  to  contain  pus.  Operation,  October, 
1915:  Removal  of  greater  part  of  right  ethmoidal  lateral  mass  with 
polvpi  growing  therefrom  :  right  f ronto-nasal  canal  and  osteum  enlarged  ; 
inner  antral  wall  removed  (endo-nasal  method).  Complication  :  Attack 
of  acute  iritis  supervened  on  the  operation.  As  a  result  of  daily 
irrigation  of  the  sinuses  for  three  weeks  the  discharge  entirely  ceased. 
It  is  too  soon  to  determine  whether  the  attacks  of  acute  iritis  will  cease 
now  that  the  sinuses  have  been  rendered  healthy. 

Dr.  P.Watson-Williams:  I  congratulate  Mr.  Tilleyon  his  excellent 
series  of  cases,  and  it  is  gratifying  to  find  these  sinuses  so  remarkably 
free  from  secretion.  But  one  must  not  take  such  a  successful  series  as  a 
criterion  of  all  cases  which  are  amenable  to  treatment  by  the  nasal 
method.  In  a  case  I  showed  when  introducing  the  special  discussion  on 
this  subject,  one  in  which  I  was  able  to  stand  by  the  side  and  pass 
bougies  of  the  size  I  show,  19  mm.  in  circumference,  there  was  most 
perfect  freedom  of  drainage  from  the  frontal  sinus  ;  yet  the  patient  had 
recurrence  of  symptoms,  and  eventually  I  had  to  perform  an  external 
operation.  However  successful  cases  apparently  are  you  cannot  be 
certain  there  will  not  be  a  recurrence  and  further  trouble  :  it  is  not 
merely  a  question  of  getting  a  free  exit  for  discharges.  When  advo- 
cating the  per-nasal  method,  we  must  be  guarded  about  speaking  of  cure, 
otherwise  we  may  have  to  eat  our  words.  I  was  particularly  interested  in 
Mr.  Tille_y's  case  of  iritis  before  the  operation,  as  I  recently  had  a  similar 
case  in  a  female,  in  whom  I  had  to  make  an  opening  and  provide  for 
drainage  of  all  the  sinuses.  She  had  a  recurrence  of  iritis  and  acute 
inflammatory  injection  of  conjunctiva  shortly  after  the  operation,  and  I 
do  not  doubt  that  the  operation  on  the  nasal  sinuses  determined  the 
recrudescence  of  the  attack.  This,  however,  soon  cleared  up.  I  shall 
be  glad  to  know  what  is  the  sequel  here  :  it  will  be  an  interesting  case  to 
watch. 

Dr.  DoNELAN  :  I  should  like  to  ask  whether  the  general  experience 
is  in  favour  of  the  continued  use  of  peroxide  of  hydrogen,  and  whether 
it  has  been  found  to  set  up  anosmia  of  a  more  or  less  permanent  charac- 
ter. Also,  has  not  the  continued  use  of  chloride  of  sodium  a  dis- 
integrating effect  on  the  epitheleum  r  It  was  a  point  made  by  Sir 
Morell  Mackenzie,  who  substituted  sulphate  of  sodium  in  his  inodificatiou 
of  Dobells  solution. 
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Dr.  Ddndas  Grant  :  I  eoogratuhite  Mr.  Tilley  on  his  interesting 
cases,  and  should  be  glad  to  know  whether  they  are  a  sequence  of  eases 
or  were  iutersjjersed  with  others  in  which  it  was  necessary  to  do  the 
external  operation.  If  they  are  a  sequence,  it  is  a  very  interesting 
demonstration  of  the  efficiency  of  the  intranasal  treatment,  just  as 
Mr.  Tilley's  former  groups  of  eases  of  the  external  operation  were  con- 
vincing of  the  value  of  the  external  operation.  I  have  alwavs  been  even 
a  keener  advocate  of  the  intranasal  treatment  than  my  friends  and 
colleagues,  and  I  am  glad  to  find  that  the  views  I  held  in  old  days  have 
been  adopted  and  maintained  so  successfully  by  Mr.  Tilley.  I  think  we 
shall  agree  that  there  are  cases  in  which  the  intranasal  method  is  not 
successful,  however  keen  we  may  be  about  it.  Sometimes,  when  I  have 
opened  the  frontal  sinus,  I  have  found  it  filled  witli  polypi,  or  with  a 
very  soft  form  of  oedematous  fibrous  tissue.  In  one  case  the  contents 
(shown  before  the  Section)  proved  to  be  adenoid  tissue.  The  only 
possible  treatment  in  such  cases  is  to  open  the  frontal  sinus.  After  the 
polypoid  substance  has  been  scraped  out,  these  cases  do  excellently, 
even  without  any  great  attempt  being  made  to  enlarge  the  fronto-nasal 
duct.  The  X-ray  data  make  it  possible  to  diagnose  them,  and  as  a  rule 
they  are  accompanied  by  less  suppuration.  After  studying  this  series, 
probably  those  who  have  not  hitherto  trusted  to  the  intranasal  operation 
will  be  led  to  do  so.  The  bougies  which  I  devised  a  number  of  years 
ago  and  showed  to  the  Laryngological  Society  in  January,  1906,  will  be 
found  of  considerable  use. 

Mr.  W.  Stuart  Low  :  I  wish  to  ask  Mr.  Tilley  whether  he  brings 
forward  these  cases  as  cured.  I  am  opposed,  on  principle,  to  treating 
the  frontal  sinus  through  the  nose.  This  should  be  done  merely  to 
prepare  the  interior  of  the  nose.  If  there  are  polypi  in  the  frontal  sinus, 
this  method  of  treatment  will  not  cure  the  condition.  If  there  are  no 
polypi,  removal  of  the  ethmoid  will  probably  do  so.  How  is  one  to 
decide  whether  polypi  are  present  ?  If  thev  continue  troublesome,  you 
must  perform  Ogston's  operation.  I  asked  Dr.  Watson- Williams  whether 
he  has  given  up  these  operations,  and  he  said  he  probably  has.  Killian's 
opei'ation  is  often  unnecessary.  There  is  deviation  of  the  septum  iu  two 
of  these  cases  of  Mr.  Tilley's,  and  in  another  thei'e  is  a  polypoid  con- 
dition on  the  under  surface,  and  thei'e  is  still  muco-pus.  It  is  a  bad 
principle  to  pass  bougies  up  the  canal ;  this  is  not  done  in  any  other 
part  of  the  body.  T  ask  Mr.  Tilley  whether  he  is  still  jierformiug  intra- 
nasal operations  for  the  cure  of  antral  trouble.      [Mr.  Tilley  :   "  No."] 

Dr.  Pegler  :  Polypi  are  often  spoken  of  in  this  connection  as  if  they 
were  similar  to  the  polypi  found  in  the  nasal  cavity.  Some  years  ago 
I  made  many  sections  of  frontal  sinus  polypi  so  called,  and  noticed  that 
under  the  microscope  they  proved  to  be  quite  a  different  class  of  growth 
from  the  ordinary  mucous  polypus.  It  is  an  important  question  whether, 
under  modern  treatment,  it  is  possible  for  the  life  of  this  very  delicate 
alga-like  form  of  granulation  to  continue.  If  the  cavity  is  freely  douched 
with  antiseptics,  and  especially  if  such  active  agents  as  nitrate  of  silver 
solutions  are  injected  into  it.  I  should  expect  these  delicate  growths  to 
disap]iear. 

Dr.  Dan  McKenzie  :  I  take  it  that  this  operation  is  under  trial,  and 
it  is  only  by  seeing  such  cases  as  are  shown  to-day  and  discussing  their 
results  and  the  reasons  for  the  operation  that  we  can  know  for  what 
cases  this  operation  is  supposed  to  be  suitable.  I  think  we  have  not  yet 
found  what  cases  should  be  submitted  to  the  internal,  and  what  to  the 
external  ojjeration :    consequently   it   is  yet  early   for  condemnatory  re- 
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marks.  So  far  as  the  operative  procedure  is  concerned,  tliere  is  much 
to  be  said  for  it  from  oue  standpoint,  and  something  may  be  urged 
against  it  from  another.  When  it  was  discussed  on  a  former  occasion 
I  expressed  myself  strongly  about  the  danger  to  the  cribriform  ]ilate 
likely  to  result  from  the  operation.  There  is  a  further  danger — namely, 
to  the  orbit.  It  is  a  very  narrow  canal,  and  it  is  easy  to  break  down  the 
papyraceous  bone  and  to  start  orbital  cellulitis.  In  tlie  male  patient  I 
showed  this  took  place,  but,  fortunately,  only  slightly  ;  it  did  not  reach 
the  abscess  sta^e.  In  cases  of  polypi  in  the  sinus  I  do  not  expect  the 
external  operation  to  cure  the  patient ;  there  is  nearly  always  some 
discharge  afterwards,  sometimes  considerable  in  quantity,  and  the 
external  operation  is  more  dangerous  to  the  patient's  life  than  the 
internal,  which  is  a  minor  operation.  In  the  case  alluded  to  I  operated 
on  both  antra,  the  septum,  and  both  frontal  sinuses  at  one  sitting,  and 
the  whole  did  not  occupy  more  than  an  hour.  Reverting  to  the  danger 
to  the  orbit,  let  me  say  that  if  the  finger  be  kept  on  the  outside,  the 
instrument  can  be  felt  passing  up  the  infundibulum  to  the  frontal  sinus, 
and  in  this  way  the  lione  may  be  jireveuted  from  being  broken  through 
(luring  operation.  Mr.  Tilley  has  had  difficulty  with  bleeding,  and  I 
suggest  to  him — what  other  members  may  know — that  Freer,  of  Chicago, 
introduced,  some  years  ago,  instead  of  the  tampon  of  adrenalin  and 
cocaine,  what  he  calls  "  cocaine  mud,"  that  is.  pure  cocaine  hydro- 
chlorate  in  pure  adrenalin  solution.  1  in  1000.  It  is  extraordinarily 
safe  :  I  do  all  my  nasal  septum  cases  with  that  mixture.  I  use  3  gr.  to 
4  gr.  to  do  an  operation,  and  I  have  never  seen  a  patient  suffer  from  it. 
If  it  be  applied  to  any  part  of  the  nose  oue  can  easily  get  a  l)lanched 
field,  so  that  the  operation  almost  invariably  becomes  a  bloodless  one. 
I  have  even  opened  the  maxillary  antrum  in  this  way  without  having 
had  any  bleeding  at  all.  I  think  we  ought  to  regard  the  operation  now 
being  discussed  as  in  a  purely  experimental  stage  :  let  us  try  it  cautiously, 
and  see  what  results  it  yields. 

Dr.  W.  Hill  :  Has  Mr.  Tilley  done  external  operations  during  the 
last  two  years  ?     I  have  been  converted  to  the  per-nasal  route. 

Mr.  Tilley  (in  re]>ly)  :  Dr.  Watson-Williams  speaks  of  certainty  of 
cure  not  being  entirely  dependent  on  free  drainage,  and  I  agree,  because 
I  think  two  factors  determine  this  point.  One  is  free  drainage,  and  the 
other  is  the  establishment  of  a  healthy  lining  mucous  membrajie  in  place 
of  the  diseased  condition  it  is  in  when  the  operation  is  performed.  The 
latter  is  carried  out  by  frequent  irrigation,  and  by  injecting  into  the 
sinus  very  strong  nitrate  of  silver  solutions  to  destroy  the  delicate 
chronic  inflammatory  tissue  to  which  Dr.  Pegler  has  referred.  I  employ 
solutions  from  80  gr.  to  100  gr.  to  the  ounce.  Dr.  Donelan  raises  the 
question  of  the  use  of  hydrogen  peroxide  irrigations  causing  anosmia. 
I  have  not  had  experience  of  that,  although  it  is  conceivable,  because 
many  of  the  samples  which  are  commonly  used  contain  an  admixture 
of  acid  and  are  irritating  to  sensitive  mucous  membranes  Dr.  Dundas 
Grant  asks  as  to  the  sequence  of  my  cases.  They  are  all  receut  cases 
and  I  do  not  show  them  as  instances  of  cures,  but  hope  thev  may  prove 
to  be  so.  Two  are  private  patients  and  two  are  hospital  cases  :  two 
others  of  longer  duration  could  not  come  to-day — they  were  ojjerated 
upon  six  months  ago.  Mr.  Stuart-Low  says  that  muco-pus  is  still 
present  in  all  the  cases.  In  two  of  them  there  is  not  a  shred  of  mucus 
nor  of  pus.  I  have  shown  them  to  illustrate  the  complications  with 
which  we  may  possibly  meet  in  the  intranasal  operation.  One  ))atient 
had  great  oedema  of  the  left  eyelids  and  a  temperature  of  103'^  F.  next 
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morning.  In  forty-eight  hours  the  cedema  had  spread  to  the  right  eye, 
and  X  began  to  wonder  whether  I  was  going  to  experience  my  first  case 
of  osteomyelitis  following  the  intranasal  operation.  But  the  condition 
passed  ofi  and  to-day  she  has  no  pus  in  the  left  sinus  at  all.  The 
discharge  which  one  sees  comes  from  the  granulations  on  the  anterior 
face  of  the  remaining  ethmoidal  cells.  Another  of  the  patients  was 
shown  because  he  had  tonsilitis  more  than  a  week  after  tlie  operation, 
and  a  large  mass  of  infiamed  glands  in  his  neck.  The  best  criteria  of 
the  operation  are  the  patients  themselves,  who  will  tell  you  how  they 
feel  now  as  compared  with  their  condition  before  the  operation.  If  you 
can  so  far  relieve  these  patients  from  the  symptoms  from  which  they 
suffered,  I  do  not  think  it  matters  even  if  a  little  muco-pus  comes  from 
the  sinus ;  you  have  cured  their  symptoms  so  far  as  the  patients  are 
concerned.  I  have  not  opened  the  frontal  sinus  from  the  outside  for 
chronic  empj-ema  for  four  years,  and  in  ordinary  cases  I  shall  not  do  so 
without  employing  the  intranasal  method  first.  If  the  intranasal  method 
relieves  the  symptoms  for  which  the  patient  came  to  me,  I  should  not 
proceed  to  the  external  operation  at  all,  even  though  a  small  quantity 
of  discharge  from  the  sinus  continued,  because,  if  the  drainage  is  free, 
that  discharge  in  itself  does  not  constitute  a  menace  to  the  patient's  life, 
and  very  often  he  may  be  unaware  of  it  at  all.  One  member  suggested 
that  these  cases  have  scarcely  been  touched,  and  another  referred  to  the 
presence  of  deflected  septa.  Two  of  the  patients  have  deflected  septa ; 
but  why  remove  a  septal  deflection  about  which  the  patient  knows 
nothing  and  when  it  is  causing  no  symptoms  ?  When  such  deformity 
hampers  an  intranasal  frontal  sinus  operation,  it  can  always  be  tempo- 
rarily obviated  by  means  of  a  loug-bladed  speculum.  And  if  you  remove 
the  septum,  there  will  possibly  be  too  great  a  draught  of  air  going  down 
one  side,  and  more  harm  will  be  done  by  correcting  the  septum  than  by 
leaving  it  alone.  I  have  successfully  performed  the  internal  operation 
for  acute  empyema  complicated  by  an  external  fistula. 

Paralysis  of  the  Left  Vocal  Cord  in  a  Woman,  aged  Twenty - 
five. — James  Donelan. — Patient,  a  married  woman,  had  a  miscarriage 
at  the  seventh  month  in  1912,  and  another  at  the  sixth  month  in  1913. 
She  began  to  be  somewhat  hoarse  in  November,  1915,  and  this  was 
associated  with  repeated  attacks  of  violent  headache.  On  February  8, 
1916,  on  awaking  she  found  she  had  completely  lost  her  voice. 

I  believe  it  to  be  a  syphilitic  case.  It  has  greatly  improved  during 
the  last  three  weeks  under  iodide  of  potassium  and  mercury.  The 
patient  has  recovered  some  voice.     Her  husband  is  syphilitic. 

Achalasia  of  the  Cardia  cured  by  the  Passage  of  a  Gastric 
Tube  kept  in  Position  for  Four  Days.— W.  M.  MoUison.— E.  H , 

female,  aged  thirty-six,  was  admitted  to  hospital  for  inability  to  swallow, 
and  vomiting.  She  had  previously  been  operated  upon  for  abdominal 
symptoms,  for  which  ileo-sigmoid  anastomosis  and  gastro-jejunostomy 
had  been  performed.  (Esophagoscopy  showed  great  dilatation  of  the 
oesophagus,  which  was  filled  with  the  remains  of  bismuth  administered 
six  days  before ;  this  was  washed  out.  Apart  from  the  dilatation  no 
abnormality  was  found  ;  a  gastric  tube  was  passed,  through  which  the 
patient  was  fed  for  four  days ;  she  Avas  then  given  semi-solids,  and 
gradually  recovered  the  power  of  swallowing  ordinary  food  without  any 
difficulty.     There  was  no  return  of  the  vomiting. 
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Radiogram  of  the  CEsophagus  of  a  case  of  Carcinoma  which 
presented  itself  as  an   Achalasia. — W.    M.    MoUison. — J.   G , 

male,  aged  forty-uiue,  was  admitted  to  Guy's  Hospital  in  November, 
1915,  oil  aceouut  of  total  inability  to  swallow.  QCsophagoscopv  revealed 
no  abnormality,  and  the  following  day  the  patient  could  swallow 
normally.  Five  weeks  later  he  was  again  admitted  for  the  same  sym- 
ptom, total  inability  to  swallow,  and  be  was  now  very  ill  and  bad  to  be 
helped  into  the  ward.  Again  oesophagoscopy  showed  no  lesion  ;  a 
gastric  tube  was  passed  and  left  hi  siln  for  twenty-four  hours;  at  the  end 
of  that  time  it  was  removed,  and  the  patient  swallowed  perfectly  well. 

I  quoted  this  case  at  the  December  meeting,  and  suggested  then  that 
the  case  might  turn  out  to  be  one  of  malignant  disease.  The  radiogram 
shows  that  this  is  so,  and  his  doctor  writes  that  the  patient  is  very  ill  in  an 
infirmary,  dying  with  symptoms  of  malignant  disease  of  the  lower  end 
of  the  cesophagus. 

Tracheitis  Sicca. — W.  M.  MoUison. — Female,  aged  eighteen, 
complains  of  '"  foul  breath."  She  has  had  unpleasant  yellow  discharge 
from  the  nose,  but  this  is  now  better  ;  the  antra  have  been  washed  out  and 
are  clear.  In  the  trachea  are  to  be  seen  greenish-black  crusts  ;  at  times 
the  patient  coughs  up  small  pieces,  but  finds  very  great  difliculty  in 
doing  so.  Treatment  has  not  improved  tbe  condition :  she  has  been 
given  inhalations  of  tinct.  benzoin  co.  in  hot  water ;  capsules  of  creosote 
(5  minimsj,  and  lastly  intratracheal  injections  of  10  per  cent,  menthol 
in  paraffin. 

Suppuration  in  the  Antrum  of  Highmore  associated  with 
uncommon  conditions. — W.  Jobson  Home. — C'a.stl  ;  Gmishot  Woiaid 
of  Face  involving  Right  Antrum. — The  patient,  aged  tweuty-three,  is  a 
private  in  the  Coldstream  Guards.  On  November  5, 1914,  whilst  sniping 
in  Flanders,  he  was  struck  liy  a  bullet  in  the  upper  lip  just  to  the  left  of 
the  middle  line.  The  bullet  shattered  all  the  teeth  in  the  upper  jaw, 
ploughed  up  the  right  half  of  the  lip  and  part  of  the  cheek.  On 
November  9,  1914,  he  was  back  in  England  and  in  hospital.  The 
multilation  of  the  mouth  and  right  side  of  face  was  rectified  by  opera- 
tions. The  upper  jaw  was  completely  cleared  of  the  remains  of  the 
teeth.  In  February,  191.5,  he  left  hospital  and  was  on  furlough  till 
May  10,  191.5,  then  returned  to  his  regiment  in  England.  In  June, 
1915,  a  dental  plate  was  fitted.  A  purulent  discharge  into  the 
mouth  was  experienced  from  the  time  of  the  injury.  To  prevent  the 
discharge  an  operation  was  performed  in  December,  1915.  After  this 
the  discharge  ceased  to  enter  tbe  mouth  but  passed  through  the  right 
nostril.  A  second  dental  plate  was  fitted  in  January,  1916,  and  he 
returned  again  to  his  regiment.  As  the  purulent  nasal  discharge  per- 
sisted the  patient  was  sent  to  the  Metropohtan  Ear,  Nose  and  Throat 
Hospital  on  March  8,  1916.  Some  puffiness  of  the  cheek  over  the 
a,ntrum,  and  above  the  right  angle  of  the  mouth,  suggested  underlying 
dead  bone  :  this  piufliness  was  partly  accounted  for  by  the  soft  tissues 
having  been  drawn  up  from  the  lower  part  of  the  face  in  order  to  rectify 
the  mutilation.  On  the  head  being  lowered  the  right  nostril  became 
filled  with  pus.  On  transillumination  the  right  antrum  was  dark.  An 
examination  with  the  X  rays  detected  no  foreign  body,  but  showed  some 
loss  of  bone. 

; :,  Operation  :  The  antrum  was  opened  through  the  canine  fossa  and 
•drained  through  the  nose  and   mouth.     Some  bare  bone  was  detected 


390  The  Journal  of  Laryngology,     [September,  i9i6. 

beneath  the  puffy  region  referred  to,  but  no  pus  external  to  the  antrum 
was  found.  Owing  to  the  high  formation  of  the  palate,  the  floor  of  the 
antrum  is  considerably  below  the  level  of  the  floor  of  the  nose. 

At  the  time  of  writing  these  notes  the  discharge  is  decidedlv  less, 
and  has  almost  ceased,  but  suggestions  for  future  treatment,  should 
there  be  a  recurrence  of  the  purulent  discharge,  are  invited. 

Case  2. — J.   E ,   gunner,    R.F.A.,  aged  nineteen.     He  has  had 

aphonia  for  three  mouths  following  a  cold  contracted  at  the  front. 
Larynx :  Impaired  adduction,  loss  of  tension  cords.  Thorax  ;  X-rays 
show  infiltration  of  right  upper  pulmonary  lobe.  Tulieicle  bacilli  are 
present  in  the  sputum.  The  larynx  presents  an  appearance  not  un- 
commonly seen  in  cases  of  aphonia  iuvalided  from  the  front,  and  at 
times  spoken  of  as  "functional." 

Dr.  Dan  McKenzie  :  In  the  first  case  the  patient  may  lie  suffering 
from  osteomyelitis,  and  I  suggest  that  Dr.  Home  should  keep  his  eye 
upon  it  for  the  next  six  months,  in  the  event  of  there  being  a  recurrence. 
I  have  seen,  on  two  occasions,  fatal  osteomyelitis  begin  in  the  antrum, 
and  with  such  symjatoms  as  are  mentioned  in  these  notes,  puffiness 
over  the  cheek  and  angle  of  the  mouth.  This  is  remedied  for  the  time 
being  by  removing  the  dead  bone,  but  the  symptoms  are  very  apt  to  recur. 

Intrinsic  Cancer  of  the  Larynx.-  Case  to  show  certain  indi- 
cations in  regard  to  Laryngo-fissure  and  Complete  Excision  of 

the    Larynx.     Sir    StClair    Thomson. — W.    S ,   aged    fifty-six, 

admitted  to  King's  College  Hospital  cm  January  27,  191(.i,  for  hoarseness 
of  voice. 

Previous  history :  Hoarse  for  one  year  ;  recent  dyspncea.,  no  dysphagia , 
slight  cough. 

Present  condition  :  Voice  very  husky,  and  stridor  even  when  at  I'est. 
Glottis  reduced  to  a  chink.  The  left  vocal  cord  is  cjuite  fixed  in  the 
middle  line  with  gre3'-yellow  ulcerating  infiltratiim  from  the  vocal 
process  up  and  into  the  epiglottis.  Low  down  in  the  anterior  com- 
missure is  a  red  granulation,  w'hich  suggests  perichondritis  of  the 
thyroid  cartilage.  The  right  vocal  cord  moves  feebly  ;  it  is  replaced 
by  an  irregular  cauliflower-like,  pale  reddish  infiltration.  The  anterior 
commissure  appears  involved.  The  arytienoids  are  free.  There  are  no 
glands.  Patient  has  good  teeth ;  non-smoker  for  thirty-three  years  ; 
Wassermauu's  reaction  negative.     Tubercle  bacilli  absent  from  sputum. 

I'ebruary  3  :  Portion  of  growth  removed  by  indirect  method  with 
the  Mackenzie  forceps  and  found  to  be  a  squamous-celled  carcinoma. 
.  February  12  :  A  median  tracheotomy  was  done  under  local  analgesia 
and  a  Durham's  tube  inserted.  The  trachea  was  laid  bare  on  each  side 
and  packed  with  iodoform  ribbon  gauze.  This  packing  was  done  with 
the  object  of  exciting  granulations  and  so  anchoring  the  trachea  to  the 
cellular  and  muscular  tissue  of  the  neck.  The  idea  was  taken  from 
the  article  of  G.  W.  Crile.i 

March  2  ;  Operation  commenced  for  complete  excision  of  the  larynx. 
Middle  line  of  neck  infiltrated  with  2  per  cent,  novocain,  with  a  few" 
drops  of  adrenalin.  Chloroform  was  given.  The  first  incision  revealed 
just  above  the  thyro-hyoid  membrane  a  gland,  about  the  size  of  a  large 
haricot  bean.  This  at  once  showed  that  the  growth  was  no  longer 
intrinsic.  On  removing  the  exposed  gland  there  was  an  escape  of  some 
thirty  drops  of  pus,  and  with  a  probe  it  was  foimd  that  the  thyroid 
cartilage  had  been  invaded.     The  operation  was  therefore  abandoned. 

'   Liiritnriosriipf,  1912.  .v.xii,  Nn    12,  p.  i:il7. 
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The  case  is  shown  for  the  following  reasons  : 

(1)  Long-standing  hoarseness  and  extensive  disease  iu  the  eudo- 
larrnx,  without  auv  visible  extrinsic  developments. 

(2)  Involvement  of  both  cords. 

(3)  Marked  extension  of  the  disease  to  the  anterior  commissure  (it  is 
generally  taught  that  malignant  disease  affects  the  posterior  commissure 
by  preference). 

(4)  The  suggestion  of  perichondritis,  given  by  the  granulation,  iu 
the  anterior  commissure. 

(5)  The  gland  on  the  ciico-thyroid  membrane  is  the  first  involved. 

(6)  The  involvement  and  perichondritis  of  the  thyroid  cartilage  may 
only  be  revealed  at  operation.  (I  had  a  similar  ease  a  good  many  years 
ago,  and  fortunately  am  able  to  show  a  coloured  drawing  of  it.) 

(7)  The  plan  for  anchoiing  the  trachea — by  packing  round  it,  for 
between  two  and  tliree  weeks — promised  to  be  most  satisfactory,  and 
I  should  employ  it  another  time  to  prevent  the  retraction  of  the  divided 
trachea  into  the  chest. 

A  section  of  the  small  gland  h\tm  the  cricoid  membrane  is  shown. 
The  President  :  Apparently  a  laryngo-fissure  failed  to  secure  a  satis- 
factory result,  and  a  very  exteu>ive  laryngectomy  was  not  decided  on. 

Epithelioma  of  the  Palate. — W.  Stuart-Low. — This  case  was 
sh(.iwn  at  the  last  meeting.^  Since  then  the  induration  around  the  ulcer 
has  increased.  There  is  much  more  pain  on  swallowing,  and  the  deep 
glands  at  the  angle  of  the  jaw  have  become  harder. 

Malignant  Disease  treated  by  Diathermy.— J.  W.  Bond  (Presi- 
dent).— Tli-'  patient  is  a  man,  aged  seveutv,  who  underwent  diathermy. 
He  had  two  sittings,  one  in  October  aud  one  iu  November  last  year. 
There  was  a  four  mouths'  history  ;  and,  when  first  operated  upon,  a  large 
ulcerating  mass  affected  the  tonsillar  region,  encroaching  upon  the 
palate,  passing  down  to  the  angle  between  the  tongue  and  tonsil,  and  a 
little  way  on  the  tongue  itself.  For  five  months  following  the  two 
sittings  he  has  been  very  comfortable.  Before  the  first  diathermy  treat- 
ment he  was  in  a  most  miserable  condition  ;  he  was  pale,  wasted,  aud 
found  it  very  difiieult  to  take  food.  He  still  has  some  pain  in  the  ear, 
and  I  do  not  think  the  case  can  be  considered  cured.  I  recommend 
diathermy  in  cases  of  this  kind.  It  seems  to  give  more  relief  iu 
inoperalile  cases  than  any  other  method. 

Dr.  Watson-Williams  :  I  hope.  Sir,  you  will  give  a  full  description 
of  the  condition  before  the  operation,  because  the  results  seem  to  be  so 
gratifying  that  I  imagine  you  were  perhaps  surprised  at  it.  Is  it  not 
possible  that  the  pain  the  patient  now  has  is  due  to  cicatricial  con- 
traction?    He  complains  of  a  difiiculty  in  ojjening  his  mouth. 

Dr.  DuNDAs  Grant  :  It  is  a  most  gratifying  result.  Was  it  micro- 
scopically proved  to  be  epithelioma  ? 

Mr.  Rose  :  I  have  treated  a  number  of  these  cases  by  diathermy,  and 
in  some  of  them  the  neck  has  been  much  swollen  for  a  week  or  ten  days 
afterwards.  I  have  noticed  that  in  patients  who  turn  up  two  years  after 
the  original  diathermy  with  evidence  of  recurrence,  an  almost  normal 
epithelium  may  cover  extensive  disease.  1  am  therefore  convinced  that 
after  diathermy  epithelium  grows  over  tissue  which  still  contains  malig- 
nant cells. 

Dr.  Dan  McKenzie  :  I  ask  if  members  have  had  experience  of  the 
'  See  JouRN.  OF  Lartngol  ,  Ehixol..  and  Otol.,  July,  1916,  p.  'Mti. 
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use  (jf  diatliermy  iu  sarcoma,  as  opposed  to  carcinoma  or  epithelioma 
of  the  throat  ;  if  so,  whether  the  results  are  different  ?  Also,  would  it 
be  better,  in  recurrence  of  sarcoma,  to  use  radium  rather  than  dia- 
thermy V 

Mr.  Rose  (in  reply  to  Dr.  McKenzie) :  I  have  used  diathermy  once 
for  sarcoma,  but  without  knowing  it.  The  growth  was  a  melanotic 
sarcoma  in  the  hard  palate.     I  hope  to  show  the  patient  to  the  Section. 

The  President  (in  reply)  :  The  case  has  not  been  proved  to  be  epithe- 
lioma. The  application  lasted  ten  minutes  each  time.  1  operated  upon  two 
men  in  this  way  on  the  same  day.  The  other  patient  was  aged  seventy- 
four,  and  he  has  done  equally  well.  It  was  a  similar  case,  the  disease  being 
situated  on  the  same  side  of  the  throat.  The  patient  I  showed  was 
worse  than  the  other  one  for  two  days  after  operation.  There  was  a  little 
swellin>j.  but  nothing  to  cause  alarm.  At  the  first  sitting  I  made  a 
circuit  of  the  area  in  eight  places.  At  the  second  operation,  instead  of 
Iniruing  definite  spots,  the  instrument  was  slid  along  in  a  circle  round 
the  growth,  and  the  diathermy  done  with  a  smooth  surface,  not  a 
point. 

Retro-pharyiigeal  Abscess  due  to  Breaking  Down  of  a  Tuber- 
cular Gland.  — Irwin  Moore. — The  patient  is  a  female,  aged  twenty-five, 
who  was  admitted  to  hospital  on  February  24,  complaining  of  a  swelling 
in  the  mouth  for  one  mouth,  accompanied  by  soreness  at  night  and  some 
difficulty  in  swallowing.  She  was  said  to  have  swallowed  a  fish-bone 
about  fourteen  days  before  the  swelling  was  noticed.  Thei'e  has  been  no 
febrile  distui'bance.  She  is  married  aud  has  one  child,  aged  three,  who 
has  recently  been  opei'ated  upon  for  tubercular  glands  iu  the  neck. 

On  examination  a  well-marked  and  prominent  swelling  was  seen 
occupying  the  right  half  of  the  pharynx  and  extending  for  some  distance 
downwards  to  about  the  level  of  the  upper  part  of  the  lai'ynx.  Ou 
palpation  it  was  found  to  be  boggy  and  semi-fluctuating,  with  a 
thickened  wall.  The  tonsils  were  broad  and  contained  open  crypts. 
Some  enlarged  cervical  glands  could  be  felt  on  each  side  of  the  neck 
along  the  posterior  border  of  the  sternomastoids.  A  diagram  showed  no 
indication  of  caries  of  the  spine. 

On  March  13  operation  had  to  be  postponed  on  account  of  an  acute 
attack  of  follicular  tonsillitis.  A  week  later  the  abscess  was  opened  by 
dissection  from  the  posterior  border  of  the  right  sternomastoid ;  about 
i  oz.  of  pus  was  evacuated  and  a  drainage-tube  inserted.  Some  tuber- 
cular-looking glands  were  also  removed  from  the  side  of  the  neck. 
Examination  of  the  pus  showed  that  it  was  of  a  caseous  rather  than 
purulent  nature — i.  e.  it  did  not  contain  pus  cells.  No  bacteria  were 
found  in  a  Gram-stained  film,  and  none  grew  in  culture.  In  view  of  this 
result  a  film  was  stained  for  tubercle  bacilli,  aud  these  were  found  to 
be  present  in  extremely  small  numbers.  "  Examination  of  the  glands 
displayed  the  typical  histological  structure  of  a  tuberculous  lesion." 
(Report  from  Dr.  Eastes'  Laboratory  of  Pathology.) 

Since  the  ojieration  a  fortnight  ago  the  patient  has  been  suffering 
from  paresis  of  the  right  sympathetic,  manifested  by  the  following 
svmptoms  :  pseudo-ptosis,  euophthalmos,  and  contracted  pupil.  There 
has  been  free  discharge  from  the  abscess,  but  this  has  considerably 
lessened  during  the  i>ast  three  days,  and  the  swelling  in  the  pharynx 
has  greatly  decreased. 

Dr.  George  Thompson  kindly  saw  this  case  with  me  yesterday,  and 
consiilers  that  the  paresis  will  probably  gradually  clear  up. 
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The  case  is  shown  for  the  purpose  of  ascertaiuiug  the  opiuiou  of 
members  as  to  whether  in  these  cases,  incle]-)eudeut  of  sjiinal  caries, 
the  abscess  should  be  opened  thi'ough  the  mouth  or  by  the  external 
route. 

The  President  :  Many  cases  are  properly  ojjeued  at  the  side  of  tbe 
neck,  but  in  young  children  there  is  no  occasion,  wheu  the  abscess  seems 
to  be  pointing  in  the  pharynx,  to  open  it  in  the  side  of  the  neck.  It  is 
easy  to  put  the  child  on  its  side  and  open  the  abscess,  allowing  the  pus 
to  flow  quickly  to  the  front  of  the  mouth.  I  remember  being  fetched, 
one  night,  some  miles  to  do  tracheotomy  on  a  child,  and  found  it  in  this 
condition.  By  the  use  of  sinus  forceps  the  abscess  was  evacuated  with 
extreme  ease  by  putting  the  child  on  its  side  for  a  time,  and  rolling  it 
foi-ward  on  its  face  as  soon  as  the  pus  came.  Where  there  is  no  urgency 
and  it  is  not  pointing  in  the  front,  it  is  well  to  open  from  the  side. 

Mr.  Clayton  Fox  :  I  should  like  to  ask  whether  this  is  really  a 
retro-pharyngeal  abscess.  ■  Retro-phai-yngeal  abscesses  usually  arise 
either  from  tubercular  disease  »i  the  retro-pharyngeal  lymphatic  glands 
or  spine.  These  glands  atrophy  by  the  fourth  year  of  age.  In  this 
instance  the  patient's  age  is  twenty-five.  May  it  therefore  not  have  been 
a  latero-pharyngeal  abscess,  which  pointed  in  the  pharynx  ? 

Dr.  Dan  McKenzie  -.  The  question  asked  by  Mr.  Fox  is  important, 
because  it  raises  the  further  question  of  treatment.  In  acute  retro- 
pharyngeal abscess  I  think  opening  through  the  mouth  is  perfectly  satis- 
factory :  there  is  no  need  to  operate  through  the  side  of  the  neck.  But 
in  lateral  pharyngeal  abscess  in  the  deep  cervical  glands,  the  pus  may 
track  along  until  it  finds  its  way  out,  and  such  an  abscess  can  be  opened 
from  outside.  When  there  is  bone  disease  the  abscess  should  be  opened 
in  a  position  where  it  can  be  kept  aseptic  ;  thus,  when  there  is  bone 
disease,  the  abscess  should  not  be  opened  through  the  mouth.  But  in 
tuljerculosis  of  the  retro-pharyngeal  glands  the  operation  can  be  safely 
and  easily  performed  through  the  mouth,  the  abscess  being  opened  and 
curetted.  I  showed  cases  of  this  kind  before  the  Section  a  few  years 
ago. 

Dr.  DuNDAS  GrBANT  :  I  have  seen  retro-pharyngeal  abscess  in  two 
adults  opened  through  the  mouth,  with  excellent  results.  These  abscesses, 
which  are  uot  common  in  adults,  were  not  due  to  vertebral  disease  ;  they 
seemed  to  have  arisen  from  exposure  to  cold. 

Dr.  Irwin  Moore  (replying  to  Mr.  Fox)  :  There  were  two  or  three 
glands  iu  the  neck  along  the  posterior  border  of  the  sternomastoid  which 
I  removed,  and  they  were  tubercular.  It  is  possible  that  the  abscess  is 
secondary  to  infection  of  a  deej)  cervical  gland.' 

Syphilitic  Disease  of  the   Larynx. — Irwin  Moore. — H.  L , 

female,  aged  thirty-eight,  slujwu  at  tin-  December  meeting  as  a  case  of 
doubtful  malignant  disease  of  the  arytaeno-epiglottic  fold  and  ventricular 
region  of  the  left  side  of  larynx — now  found  to  be  syphilitic. 

A  short  history  of  the  case  is  described  in  the  Proceedings  of  this 
Section  for  January,  1916.-  The  left  vocal  cord  was  almost  entirely 
concealed  by  a  smooth  round  swelUng  of  the  arytsenoid  epiglottic  fold  and 

'  On  May  7,  i.e.  seven  weeks  following  the  operation — all  discharge  had  ceased, 
the  swelling  in  the  pharynx  had  disappeared,  and  the  external  wound  in  the  neck 
had  closed.  The  paresis  of  the  sympathetic  (pseudo-ptosis,  etc.),  though  somewhat 
better,  has  not  yet  cleared  up. 

-  See  JouRN.  OF  L.^rtngol.,  Rhinol.,  and  Otol.,  April,  1916,  p.  148. 
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ventricular  l>aud.  There  were  complete  paresis  of  the  left  vocal  cord  ;iud 
fixation  of  the  arvtseuoid,  -with  marked  hoarseness,  difficult^  in  swallowdug. 
and  considerable  pain  on  pnlpation  of  the  larvux,  due  to  perichondritis. 
The  patient  had  lost  2  st.  in  ten  months.  Some  opinions  were  expressed 
that  the  case  was  malignant,  whilst  others  thought  that  it  was  tubercular. 
As  the  patient's  condition  remained  in  statn  quo  for  two  months  and  did 
not  respond  to  treatment  with  potassium  iodide  and  mercury,  Iilr.  Wilfred 
Trotter  was  asked  early  in  January  to  see  the  case,  and  he  expressed  liis 
opinion  as  somewliat  in  favour  of  malignant  disease. 

A  portion  of  the  growth  was  removed  on  January  11 ;  microscopical 
examination  revealed  some  inflammatory  reaction  just  beneath  the  surface 
epithelium,  superficial  to  the  numerous  glands,  and  Dr.  Eastes'  report 
stated  that  it  was  non-malignant. 

At  the  end  of  February  the  patient  was  admitted  to  hospital  with 
well-marked  stridor  due  to  increasing  swelling  of  the  growth.  A 
tracheotomy  was  therefore  performed  under  local  analgesia.  At  the 
operation  the  thyroid  isthmus  was  found  to  be  fibrous  and  firmly 
attached  to  the  trachea.  It  was  separated  with  difliculty  and  divided  ; 
the  left  lobe  was  also  fibrous  and  found  to  contain  a  caseated  cyst  which 
had  the  appearance  of  a  broken-down  tubercular  nodule.  There  has  been 
no  variation  in  temperature.  The  chest  was  thoroughly  examined,  liut 
no  physical  signs  suggesting  tuberculosis  we?-e  found.  The  sputum  was 
slightly  purulent,  but  no  typical  bacilli  were  found  in  it.  The  blood, 
however,  gave  a  positive  reaction  to  the  Wassermann  test. 

On  March  22,  10  c.c.  galyl  (25  cgr  strength)  were  injected  into  the 
right  median  basilic  vein.  The  three  following  days  the  patient  com- 
plained of  muscular  pains  in  the  i-ight  forearm,  neck,  scalp,  and  back  of 
the  eye  with  some  dimness  of  vision,  and  these  symptoms  still  continue. 
Dr.  George  Thompson  kindly  examined  the  patient  yesterday,  and  I'eports 
that  the  optic  discs  were  quite  normal,  and  that  the  condition  must  be 
attributed  to  a  toxaemia  affecting  the  muscles  of  accommodation,  proljably 
not  in  any  way  connected  with  the  galyl.  With  these  exceptions  the 
patient  has  improved  dailv.  All  pain  on  palpation  of  the  larynx  has 
disappeared.  The  swelling  in  the  larynx  has  become  considerably 
reduced,  more  of  the  left  vocal  cord  can  be  seen,  and  the  hoarseness  is 
much  less  marked,  though  the  cord  is  still  immobile. 

The  case  is  of  interest  in  showing  the  difficidties  in  diagnosis  which 
such  affections  of  the  larynx  may  present. 

Postscrqjt. — In  view  of  the  marked  benefit  derived  from  the  galyl 
injection,  a  further  dose  of  10  c.c.  (25  cgr.  strength)  was  given  a  mouth 
later,  /.  e.  on  May  14.  This  was  followed  by  a  severe  and  alarming  attack 
of  arsenical  poisoning  from  which  the  patient  only  slowly  recovered. 
Marked  improvement  in  the  larynx  followed  the  second  injection,  and 
the  patient  has  been  able  to  breathe  through  the  natural  passage  with  her 
tracheotomy  tube  corked,  since  May  23.  The  swelling  in  the  larynx, 
though  reduced  sufficiently  to  allow  full  exposure  of  the  left  vcical  cord, 
still  narrows  the  glottis  to  some  extent,  and  the  cord  is  still  fixed. 
Patient  has  therefore  been  advised  to  retain  the  tube  a  few  weeks  longer 
for  safety,  while  treatment  with  Ki.  and  Hg.  is  being  carried  on. 

(?)  Nervous  or  Functional  Aphonia. — L.  H.  Pegler. — Patient, 

a  soldier,  aged  thirtv-nine,  lost  his  vnice  for  about  sixteen  days,  fifteen 
months  ago;  it  returned  spontaneously,  and  he  retained  it  till  nine  weeks, 
ago.  He  has  served  in  Africa  and  India,  but  not  in  the  present  war,  and 
as  a  home  service  man  he  was  on  garrison  duty  at  Stratford  Camp  when 
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his  voice  left  him  agaiu.  Oii  admission  to  hospital  he  had  a  couoh,  a 
feeliug-  of  tightness  in  the  throat,  aud  a  good  deal  of  nasal  obstruction 
o^^iug  to  a  very  marked  deflection  of  the  septum  with  an  ascending  spur 
in  the  left  fossa ;  there  was  also  much  chronic  rhinitis  with  sticky  secre- 
tion. The  fossa  are  clear  now,  after  submucous  septal  resection  and 
reduction  of  the  right  inferior  turbinal  The  vocal  cords  have  the 
appearance  common  in  chronic  laryngitis  of  long  standing,  being  reddish, 
rounded,  and  rough  on  the  surface  ;  there  is  some  asymmetry  of  the  two 
cords  and  arytaeuoids,  and  thickening  of  the  interarytaBuoid  space. 

^\nien  the  man  is  asked  to  phonate,  the  cords  hesitate  in  adduction 
and  fail  to  apjiroximate  fully,  a  bowed  interval  sometimes  intervening, 
while  at  others  the  glottis  assumes  some  other  shape ;  iu  fact,  it  varies 
at  diffei'ent  sittings,  but  there  is  always  a  sudden  occlusion  of  view 
through  the  closing  down  of  the  epiglottis  with  a  kind  of  snapping 
action.  The  voice  has  improved  a  little  at  times,  but  the  cough  is  always 
phonic.  The  physician  in  charge  reports  absence  of  chest  signs,  tubercle 
bacilli,  or  temperature  ;  he  has  not  thought  the  Wassermann  test  neces- 
sary. 

The  President  :  In  this  case  the  cords  seem  to  be  at  different  levels 
and  of  different  widths,  aud  there  is  a  little  thickening  of  the  brim.  I 
doubt  whether  it  is  nervous  aphonia. 

Dr.  JoBSON  HoRNE  :  This  makes  an  interesting  addition  to  the 
series  of  cases  we  have  seen  during  the  war.  which  have  been  labelled 
functional  or  nei-vous  aphonia  without  the  cause  having  been  ascertained. 
In  this  case  I  agree  with  the  President  that  the  condition  does  not 
suggest  nervous  aphonia ;  it  has  the  appearance  of  laryngitis,  because 
the  arytseuoids  are  swollen  and  the  cords  reddened  and  fleshy-looking. 
I  think  the  condition  is  due  to  the  man's  work  ;  he  has  been  guarding 
the  worst-ventilated  tunnel  on  the  South-Eastern  Railway  ;  after  a  train 
has  passed  through,  the  suffocating  fumes  irritate  his  larynx.  The 
appearance  is  like  that  seen  in  men  who  have  been  "  gassed  "  at  the 
front.  If  he  has  complete  rest  of  the  voice  I  think  he  will  make  a  good 
recovery. 

Dr.  DuNDAS  G-RANT :  There  is  here  sufficient  laryngitis  to  cause 
slight  hoarseness,  but  not  loss  of  voice,  and  anything  beyond  the  hoarse- 
ness I  think  is  due  to  a  functional  condition.  He  has  not  been  exposed 
to  shell  shock,  and  probably  does  not  wish  to  be.  There  is  a  disturbance 
of  the  cortical  centre  for  phonatiou  to  such  extent  that  there  is  an 
interruption  to  the  transmission  of  stimuli.  In  the  case  of  aphonia 
which  Dr.  Jobson  Home  brought,  the  aphonia  had  disappeared  by  the 
time  we  examined  him. 

Mr.  Clayton  Pox  :  I  made  out  that  there  was  decided  thickening  of 
the  arytaenoids,  esjjecially  the  left.  With  regard  to  the  dysphonia,  the 
swelling  of  the  mucosa  and  involvement  of  the  muscles  are  sufficient  to 
account  for  his  difficulty  in  phonation.  He  admits  that  he  sweats  at 
night,  and  I  am  suspicious  of  tubercle.  I  should  like  to  know  whether 
the  Wassermann  reaction  has  been  taken,  and  think  his  sputum  ought 
to  be  frequently  examined.  The  chronic  laryngitis  can  in  great  measure 
be  accounted  for  by  long-standing  nasal  obstruction. 

Dr.  Peqler  (in  reply)  :  I  have  noted  the  difference  in  appearance  of 
the  cords  and  the  slight  asymmetry  of  other  features  of  the  larynx  just 
mentioned  by  the  President.  As  regards  Dr.  Jobson  Home's  point 
about  the  presumed  ill-eft'ects  of  the  tunnel  fumes  on  this  patient  it  was 
the  former  attack  that  followed  exposure  to  this  agent  when  the  voice 
both  left  aud  re'urueil  suddenlv.     I  admit  the  degree  of  chronic  larvn- 
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gitis  still  present,  but  the  dysphouia  and  some  of  the  vagaries  of  the 
functional  type  are  superadded.  I  may  say  tliat  two  of  our  best 
authorities,  Tvho  have  left  the  meeting,  regarded  tbe  case  as  one  of 
typical  functional  aphonia,  but  L)r.  Douglas  Grant's  lucid  observations 
upon  it  so  completely  embody  my  own  views  that  I  need  only  refer  to 
■what  he  has  said  for  a  just  expression  of  them. 


Sb.'itrart.'i. 


PHARYNX. 

stout,  P.  Samuel. — Papilloma  of  the  Uvula. — ':  Laryngoscope,"  1915, 
p.  88. 
Female,  aged  fourteen  (coloured),  noticed  fire  mouths  ago  that 
something  went  down  her  throat  when  she  swallowed  and  came  up  again 
when  she  hawked,  coughed,  or  gagged.  It  did  not  seem  to  inteifere 
much  with  talking  or  eatuig,  but  of  late  when  she  coughed  it  up  it  would 
fly  out  and  strike  her  front  teetlj,  and  at  times  even  came  out  between 
her  teeth.  Examiuatiou  showed  a  mass  hanging  to  the  end  of  a  very 
long  uvula.  The  mass  was  as  large  as  an  almond.  It  was  removed 
under  local  anaesthesia,  and  had  not  recurred  at  the  end  of  one  year. 

J.  S.  Preiser. 

Goldstein,  Max  A. — Angioma  of  the  Uvula. — "  Larvngoscope,"  1915, 
p.  90. 

Female,  aged  twenty-five,  about  eight  years  ago  felt  a  roughness  of 
the  throat  near  the  base  of  the  tongue.  Later  there  was  difficulty  in 
nasal  respiration.  Three  yeai-s  ago  deglutition  became  imjiaired. 
Examination  showed  a  tumour  of  the  uvula  of  sufficient  size  to  impair 
speech  and  to  cause  frequent  regtu-gitation  of  fluid  through  the  nose,  and 
to  excite  a  more  or  less  constant  short  cough..  The  uvula  was  enlarged, 
tortuous,  aud  mottled  blue-red.  The  most  pronounced  varicosities  were 
at  the  tip,  but  they  also  extended  into  the  soft  j^alate.  On  palpation  the 
tumour  was  indurated  and  uodular.  It  was  successfully  removed  under 
local  anaesthesia. 

OperaiioH. —  A  widely  curved  uterine  hffimostat,  the  distal  end  of 
which  was  shaped  something  like  a  pot-hook,  was  clamped  well  above  the 
upper  tortuous  vessels.  A  large  aneurysm  needle,  threaded  with  strong 
silk,  was  passed  from  behind  through  the  palate  aud  two  ligatures  firmly 
tied  on  either  side,  the  outer  curve  of  the  clamp  forceps  preventing  the 
slipping  of  the  ligatures.  With  a  bistoury  curved  on  the  flat  the  tumour 
was  removed,  using  the  lower  curved  edge  of  the  clamp  as  a  guide.  The 
clamp  was  left  in  position  for  several  hours,  aud  the  sutures  were  ouly 
removed  on  the  third  day.  There  was  absolutely  no  deformity  of  the 
soft  palate  after  the  operation,  and  no  recurrence  after  five  years.  Speech, 
was  perfectly  normal.  /.  8.  Fraser, 


NOSE. 

Gtuidelach,  C.  Armin. — Posterior  Nasal  Operation  by  means  of  the  Naso- 
Pharyngosoope.     "  Laryngoscope,"  I9I5,  p.  88. 
Examination  of  the  posterior  region  of  the  nose  with  the  pharyngo- 
scope gives  us  a  comprehensive  idea  of  our  intranasal  surgical  technique. 
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Gundelaeh  Las  examined  the  results  of  operations  on  the  posterior 
ethmoidal  and  sphenoidal  sinuses.  In  the  latter  he  can  make  out  the 
marking  of  the  Vidian  nerve  ou  the  floor  of  the  sinus.  The  marking  of 
the  second  division  of  the  fifth  is  often  quite  plaiu,  appearing  as  a  ivelt 
ou  the  lower  half  of  the  outer  wall.  The  optic  canal,  wheu  it  presents 
in  the  sinus,  apjiears  in  the  upper  outer  angle.  The  writer  remarks  that 
considerable  practice  is  necessary  iu  order  to  get  a  correct  interpretation 
of  the  anatomical  markings.  In  one  case,  in  which  the  patient's  vision 
was  rapidly  failing,  Gundelaeh  saw  an  inflammation  in  the  sphenoidal 
sinus  localised  to  the  optic  canal.  The  condition  rapidly  improved,  but 
a  subsequent  coryza  reinfected  the  same  area  and  the  acuity  of  vision 
again  decreased.  The  writer  has  also  observed  polypoid  degeneration 
of  the  sphenoidal  mucous  membrane  at  the  time  of  operation. 

/.  S.  Fraser. 

Williams,  A.  W. — Granulosis  Rubra  Nasi.     "  Proceedings  of  the  Eoyal 

Society  of  Medicine,  Dermatological   Section,"  November,   1915, 
p.  20. 

The  case  was  that  of  a  girl,  aged  thirteen,  who  had  suffered  from  a 
condition  of  granulosis  nasi  since  early  childhood.  Her  nose  was  red  and 
the  skin  wet  with  sweat.  There  were  hyperidrosis  and  lumpy  swellings 
iu  the  arm-pits.     The  hands  and  feet  were  cold  and  moist. 

The  localised  hyperidrosis  of  the  cartilaginous  part  of  the  nose  was 
very  marked  until  about  two  mouths  ago.  A  few  deep-seated  papules 
gave  the  appearance  of  something  between  a  hydrocystoma  and  lupus. 

The  author  is  of  opinion  that  recovery  usually  takes  place  at  about  the 
age  of  puberty.  Archer  Ryland. 


CESOPHAGUS. 


Friedberg,  Stanton   A. — (Esophagoscopy.     '•  Annals  of  Otology,"    etc., 
March,  1914. 

The  author  believes  that  foreign  bodies  in  the  upper  end  of  the 
oesophagus  are  apt  to  be  missed  because  the  cricoid  keeps  the  end  of  the 
tube  pressed  against  the  posterior  wall.  The  tube  therefore  passes 
behind  the  foreign  body.  (This  is  not  the  experience  of  the  abstractor, 
who  has  found  that  the  difficulty  is  exactly  the  reverse,  and  that  it  is 
necessary  to  l>e  careful  not  to  let  the  tube  pass  iu  front  of  the  foreign 
body.)  Friedberg  notes  that  in  chikli-en  vrith  a  foieigu  body  iu  the 
gullet  the  cheeks  and  lips  are  distended  on  account  of  the  accumulation 
of  saliva  in  the  mouth,  omng  to  the  child's  unwillingness  to  swallow. 
The  author  gives  an  account  of  numerous  cases,  the  second  of  which  had 
a  fatal  result  due  to  previous  blind  efforts  at  i-emoval  of  the  foreign  body 
before  Friedberg  saw  the  case.  In  another  case  the  foreign  body  was  not 
observed  at  the  first  examination  on  account  of  cedema.  At  a  subsequent 
examination  the  foreign  bodv  was  found  embedded  in  the  right  jjyriform 
fossa.  Case  10  was  that  of  a  child  who  had  swallowed  an  ivory  button 
which  was  not  revealed  bv  a  skiagraph,  as  it  was  made  of  vegetable  ivory. 
In  Case  14,  a  boy,  aged  three,  a.  nickel  and  two  pennies  were  removed 
from  the  oesophagus  at  the  same  time,  as  they  were  all  stuck  together. 

/.  <S'.  Fraser. 
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EAR. 

Coates,  E.  M. — The  Vaccine  Treatment  of  Suppurative  Otitis  Media. 

"  Annals  of  Otology,"  etc.,  .Kxiv,  p.  785. 

The  author's  deductions  are  admittedly  optimistic — "  a  certain 
allowance,"  he  says,  must  be  made  ''for  the  rose-coloured  spectacles" 
he  "  may  be  presumed  to  be  looking  through." 

His  cases  are  considered  under  two  headings:  Acute  and  Chronic. 
He  warns  tlie  reader  not  to  give  vaccines  too  uiuch  credit  in  the  former, 
siuce  many  cases  get  well  without  them.  But  lie  prefers  to  use  them 
than  to  follow  Heath's  advice.  In  the  chronic  cases  vaccines  are  most 
valuable  as  an  adjunct  to  the  mastoid  operation.  lu  46  cases,  39 
dry  ears  were  obtained  by  the  use  of  commercial  mixe  1  vacoiues,  with 
an  average  of  5  doses.  Macleod  Yearsley. 

McBean.  Geo.  M — Theories  Concerning  Paracusis  'Willisii.  '■  Annals 
of  Otology,"  etc.,  xxiv,  p.  874. 
The  author  thinks  that,  from  the  variety  of  opinion,  there  is  room 
for  at  least  one  more  theory.  He  reviews  the  literature  on  the  subject 
and  remarks  that  Heath's  theory  is  unsupported  by  tuning-fork  tests 
and  unlikely  to  find  many  who  will  agree  either  with  his  premises  or 
conclusions.  In  this  review  McBean  appears  to  have  overlooked  the 
comparatively  simple  explanation  offered  by  Siebeuma.un  that,  ia  middle- 
ear  deafness  low  tones  being  worse  heard,  surrounding  noises  are  less 
apparent  to  the  deaf  than  to  the  heariug.  and  that  the  latter  uncon- 
sciously raises  his  voice  and  is  so  betj:er  heard.  The  author,  apologisiug 
for  his  temerity,  advances  a  hypothesis  of  his  own,  built  on  grounds 
which  have  been  widely  accepted  by  otologists  aud  physicists.  Briefly 
stated,  it  is  this :  The  lymph  iu  the  cochlea  is  in  a  state  of  ]:>erpetual 
movement,  and  low-pitched  sotuids  have  the  greatest  amplitude  of 
vibration.  When  ankylosis  of  the  stapes  is  present  the  low-pitched 
sounds  are  lost.  Heace.  since  the  normal  relation  of  the  tectorial 
membrane  to  the  hair  cells  must  be  in  a  moving  fluid,  and  these  nerve 
terminations  must  therefore  be  in  a  certain  state  of  tension,  stapes 
ankylosis  stops  this  motion  and  the  relation  of  the  tectorial  membrane 
is  no  longer  normal,  so  that  the  auditory  nerve  is  less  capable  of 
responding  to  soimds.  In  the  normal  ear  the  function  of  the  membraua 
secundaria  is  a  passive  one,  but  when  the  normal  agent  for  producing 
motion  in  the  cochlea  fluids  (stapes)  is  ankylosed,  it  assumes  a  more 
active  rule,  and  requires  a  greater  stimulus  to  do  this. 

Macleod   Yeardeij. 

Jobson,  G.  B.— Contra-lateral  Otitic  Brain  Abscess.— The  Ocular  Symp- 
toms of  Brain  Abscess  and  Sinus  Thrombosis.      •  Laryngoscope," 
p.  7,  1V>I5. 
Jobson  holds  that  the  absence  of  ocular  symptoms  does  not  justify 
the   exclusinii    of    intracranial  involvement,    but  nevertheless  considers 
that  they  are  of  great  value.     Some  ophthalmic  surgeons  hold  that  the 
changes   in    the  disc  are  due  to  engorgement    and   that    the    increased 
intracranial   pressure   projects    the    cerebro-spinal    fluid   into  the  inter- 
vaginal  space,  with  sufficieut  force  to  constrict  and  strangulate  the  nerve 
and  vessels,  and  that  oedema  of  the  papilla  is  the  result.     The  holders  of 
this  view,  further,  point  to  the  rapid  subsidence  produced  by  decompres- 
sion operation. 

On  the  other  hand,  Hughlings  Jackson,  Gowers,  aud  others  hold  that 
choked  disc  aud  optic  neuritis  are  inflammatory,  and    that   they    are 
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produced  by  metabolic  substances  projected  into  the  cerebi'o-spinal 
fluid  of  the  intervaginal  space.  Recently  these  two  theories  have  been 
combiued. 

In  cases  of  brain  abscess  there  are  three  stages :  (a)  The  inflam- 
matory or  febrile  stage,  when  the  affected  patch  is  in  the  stage  of  red 
softening  and  the  symptoms  are  those  of  irritation.  This  stage  lasts 
from  a  few  days  to  a  week,  and  is  usually  preceded  by  stoppage  of  aural 
discharge.  There  is  no  optic  neuritis  and  the  pupils  react  normally. 
(&)  The  manifest  or  early  purulent  stage  is  due  to  pressure  and  accom- 
panied by  lowering  of  the  mental  and  physical  functions.  Optic  neuritis 
develops  and  advances  rapidly.  It  is  usually  more  apparent  on  the 
diseased  side.  Choked  disc  is  more  often  seen  in  cerebellar  abscess  than 
optic  neuritis.  The  pupils  are  sluggish,  (c)  The  terminal  or  paralytic 
stage  is  one  of  pressure  combined  with  t;reat  toxajmia,  and  is  associated 
with  coma  and  sometimes  with  convulsions.  Optic  neuritis  may  be 
intense,  and  the  pupils  are  quite  insensitive  to  light.  If  the  pupils  are 
uneijual  the  abscess  will  probably  be  found  on  the  side  of  the  more  widely 
dilated  one.  Pupils  contracted  and  insensitive  to  light  indicate  that  the 
disease  is  in  advanced  stage.  Jobson  states  that  optic  neuritis  requires 
at  least  ten  days  for  its  development.  Its  absence  does  not  negative 
cerebral  abscess.  Its  value  as  a  symptom  is  that  if  present  only  on  one 
side,  or  more  marked  on  one  side,  that  side  is  pi-obably  the  seat  of  the 
lesion.  This  rule,  however,  is  not  absolute.  When  the  abscess  is  situated 
beneath  the  tentorium,  choked  disc  is  more  frequent  and  severe  than 
when  it  is  located  in  the  cerebrum. 

Eye  changes  occur  in  about  two-thirds  of  the  cases  of  otitic  sinus 
thrombosis.  If  the  thrombus  extend  to  the  cavernous  sinus  the  eye-ball 
on  the  affected  side  will  be  chemosed  and  proptosed,  the  pupil  dilated 
and  fi.\ed,  and  the  cornea  dry  and  hazy.  The  lids  of  the  affected  side 
become  cedematous. 

Jobson  records  the  following  case  :  Female,  aged  twenty-eight,  chronic 
foetid  O.M.S.  on  left  side  with  mastoiditis  ;  temperature  9"9--4"  F.  Extra- 
dural abscess  in  middle  fossa  and  also  a  perisinus  abscess  ;  sinus  opened 
but  not  thrombosed.  Four  days  later,  temperature  103'^  F.  ;  chill  and 
pain  in  neck.  Jugular  exposed  and  found  thrombosed.  Case  did  well 
till  one  moutli  later,  when  patient  complained  of  pain  on  right  side  of 
head,  temperature  100°  F.,  pulse  120.  Mental  condition  thait  of  irrita- 
bility altei'uating  with  duluess.  Choked  disc  present  on  left  side,  and 
next  day  eye  became  chemotic  and  proptosed,  with  dilated  pupil.  Right 
eye  normal.  The  left  temporo-sphenoidal  lobe  was  exjalored  with  negative 
result.  Two  days  before  death  there  was  commencing  left  hemiplegia, 
and  the  right  pupil  wus  dilated  and  fixed.  A  cereVwal  abscess  on  the 
right  side  was  suspected,  but  the  patient  was  too  ill  for  operation.  The 
post-mortem  showed  an  abi^cegs  of  the  right  temporo-sphenoidal  lobe  with 
foetid  pus.  Jobson  holds  that  the  abscess  was  probably  due  to  metastasis. 
The  left  cavernous  sinus  was  uoruial,  and  the  right  ear  was  perfectly 
healthv.  "  J.  ,S'.  Fra.<er.  " 


MISCELLANEOUS. 


Freundlich,  David  Bernhardt. — Co-operation  of  the  Otologist  and  Rhino- 
logist  with  the  Dentist. — "  Laryngoscope,"  191-5,  p.  40. 

Freundlich  states  that  according  to  Lermoyez,  pathological  conditions 
of  the  maxillary  antrum  are  more  often  of  d-ental  than  of  nasal  origin  1 
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Bayer,  of  Brussels,  and  Gruenwald  also  appear  to  hold  that  antral 
snjipuration  is  usually  of  dental  oi-igin  !  Ingersoll,  of  Cleveland,  reports 
a  case  iu  -which  there  was  persistent  neuralgia  over  the  right  antrum, 
though  the  teeth  were  all  iu  good  condition,  and  the  nose  was  normal. 
The  patient  died  of  pneumonia,  and  autopsy  showed  a  fairly  well-developed 
molar  tooth  iu  the  posterior  wall  of  the  right  antrum,  just  above  the 
floor.  The  crown  projected  into  the  antrum,  aud  the  roots  were  embedded 
in  the  antral  wall.  A  good  radiogram  would  have  revealed  the  condition 
and  so  brought  about  a  cui-e.  As  a  rule  antral  cases  of  dental  origin 
showed  decayed  roots,  pyorrhoea,  or  an  "  abscessed  "  tooth,  but  in  others 
the  exact  condition  is  only  disclosed  by  the  X  rays.  Freuudlieh  alsa 
mentions  broken  roots,  mal-posed  wisdom  teeth,  or  growths  on  the  root. 
In  cases  of  adenoids  the  teeth  are  the  victims  aud  not  the  offenders,  and 
the  modern  skilled  dentist  sends  such  cases  to  the  throat  surgeon  for 
treatment.  Freuudlieh  i-ecords  the  following  cases  :  (1)  Female,  aged  ten, 
who  had  earache  at  intervals.  Ear  normal.  Freundlich's  examination 
showed  an  inflammation  of  the  pulp  of  the  lower  left  first  molar,  though 
the  tooth  contained  a|large  filling  in  good  condition.  The  writer  reluctantly 
extracted  the  tooth,  with  good  result.  Case  2  :  Female,  aged  thirty-tive, 
had  empyema  of  the  antrum.  The  pulp  of  the  first  upper  left  molar  was 
found  to  be  badly  decomposed.  After  extraction  of  the  tooth  and  treat- 
ment by  the  rhinologist  the  empyema  cleared  up.  Case  3  :  Female,  aged 
twenty,  had  a  painful  sore  throat  which  did  not  yield  to  ti-eatment. 
Examination  showed  an  erupting  mal-posed  wisdom-tooth,  from  the 
socket  of  which  pus  oozed.  The  tooth  was  removed,  and  within  ten  days 
the  condition  subsided.  Case  4:  Male,  aged  twenty-nine,  complained 
of  intermittent  earache.  A  radiograph  showed  a  well-defined  area  of 
alveolar  abscess  around  the  mesial  root  of  the  first  molar. 

J.  S.  Fraser. 

Edwards.  J.  G. — A  Calculus  in  Submaxillary  Gland.  "  The  Medical 
Journal  of  Australia,"  January  1,  191G. 
The  patient  was  a  man,  aged  forty-one.  He  had  a  swelling  under 
the  ramus  of  the  jaw  about  the  size  of  a  hen's  egg.  The  swelling  was 
very  tender,  and  the  patient  had  suffered  a  great  deal  of  pain.  Pus  was 
seen  exuding  from  the  papilla  of  Wharton's  duct.  The  anterior  end  of 
the  duct  was  slit  up  to  provide  a  free  escape  for  pus.  A  probe  intro- 
duced along  the  duct  felt  a  gritty  substance  which  was  very  elusive.  At 
times  it  could  not  be  felt  at  all'.  A  skiagram  very  clearly  showed  the 
presence  of  a  calculus.  A.  J.  Brady  removed  the  submaxillary  gland  by 
an  external  incision.  The  gland  tissue  was  very  hard  and  scirrous  like. 
An  abscess  cavity  in  the  centre  contained  a  spherical  smooth  calculus 
like  a  pearl  from  a  lady's  ring.  The  floor  of  the  mouth  was  not  opened, 
the  duct  was  slit  up  on  a  director,  and  the  larger  rough  calculus  situated 
where  the  duct  joined  the  gland  was  removed.  Skiagram  very  useful  to 
confirm  diagnosis.     Recovery  complete.  A.  J.  Brady. 

Grey,    E.   G.   (Boston). — Studies    on    the    Localisation    of    Cerebellar 
'     Tumours:    II.    The    Pointing   Eeactiou    and   the    Caloric   Test. 

'•  Amer.  Journ.  Med.  Sci.,"  May,  1910. 
This  j)aper  is  Ijased  on  an  analysis  of  thirty -one  cases  of  cerebellar  or 
°xtra-cerebellar  tumours  which  were  examined  by  means  of  the  pointing 
and  caloric  tests.  The  diagnosis  and  localisation  of  the  lesions  were 
confirmed  in  all  of  the  cases  either  at  operation  or  on  post-mortem  examina- 
tion.    Ii  v.ai  found  that  in  most  of  the  patients  having cercLello-pontine 
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new  growths  and  iu  certain  of  those  with  tumours  of  one  or  other 
hemisjjhere  the  reactions  were  sufficiently  characteristic  to  be  of  supple- 
mentary value  in  localising  the  disease.  In  other  cases  with  intra-  or 
extra -cerebellar  tumour,  on  the  contrary,  ■  the  results  were  often 
ambiguous  and  afforded  no  assistance  iu  establishing  a  diagnosis.  In 
many  instances,  indeed,  the  conclusions  drawn  from  these  results  were 
actually  at  variance  with  the  other  physical  findings,  and  had  much 
reliance  been  placed  on  them  would  have  led  to  error.  Several  factors 
are  probably  responsible  for  the  occurrence  of  atypical  reaction  in  patients 
with  cerebellar  tumours.  In  the  author's  opinion  the  two  most  important 
are,  first,  the  greatly  increased  intracranial  pressure  due  to  internal 
hydrocephalus,  and,  second,  the  diffuse  nature  of  many  of  the  tumoui's. 

Thomas  Gutlirie. 

Randall,  B.  A.,  and  Jones,  I.  H.  (Philadelphia). — The  Ear-tests  of 
Barany  in  Locating  Cerebellar  and  other  Encephalic  Lesions. 
"  Amer.  Journ.  Med.  Sci.,"  April,  U»l(!. 

This  pajier  is  the  eiuteome  of  work  done  iu  the  Department  of  Neuro- 
otology,  recently  created  in  the  University  of  Pennsylvania.  In  the  past 
eighteen  months  125  pathological  cases  have  been  investigated  in  the 
Department,  and  of  tliese  18  have  been  submitted  to  operation  and  4 
have  been  examined  ^iO,</-/»or/fH(.  These  sections,  an.te-iiiortfin  and  po^i- 
mortem,  have  shown  the  deductions  from  the  ear  examinations  to  have 
been  remarkably  accurate.  Most  stress  is  laid  in  this  paper  on  tlie 
pointing  reactions,  which  have  far  surpassed  the  nystagmic  in  value  and 
importance. 

The  writers  have  come  to  the  conclusion  that  all  pointing  reactions 
are  primarily  cerebral,  and  not,  as  geuerally  stated,  cerebellar.  Yet  they 
are  achieved  through  the  synergising-  action  of  the  cerebellum.  With 
the  cerebral  mandate  is  associated  the  cerebellar  influence,  muscle  sense, 
arthrodial  sense,  tactile,  auditory,  and  visual  impressions,  aud  memory. 
The  jiointing  reactions  are,  iu  fact,  dependent  (m  so  many  things  that  a 
complicated  arc  must  be  assumed  to  explain  them.  The  wiiters  postulate 
and  give  proofs  of  a  "  subjective  circuit  "  through  the  cerebellum  to  the 
higher  centres.  They  also  claim  that  each  semicircular  canal  has  an 
entirely  separate  tract  of  its  own,  and  this  they  have  jjroved  in  the  case  of 
the  horizontal  and  superior  canals  iu  a  series  of  28  cases. 

In  conclusion,  they  affirm  that  by  means  of  these  ear  tests  "  we  can 
usually  distinguish  lesions  of  the  labyrinth  from  those  of  the  cerebellum  ; 
we  can  always  tell  when  the  eighth  nerve  is  diseased :  we  can  say  p)0si- 
tively  whether  or  not  the  posterior  longitudinal  bundle  is  affected;  and 
we  can  detect  a  lesion  of  the  cerebellum,  but  cannot  always  locate  it." 

Thomas  Guthrie. 


OBITUARY. 

SiK  Victor  Horslev,  C.B.,  F.R.C.S.,  F.R.S. 

The  premature  death  of  Sir  Victor  Horsley  is  the  greatest  loss  medical 
science  has  so  far  sustained  in  this  horrible  war.  Though  not  slain  in 
battle  he  fell  like  a  soldier  on  the  post  of  honour  he  had  selected.  With 
that  utter  disregard  of  himself  which  he  had  shown  throughout  life 
he   had   no    sooner   heard   of   the   insanitary    conditions    prevailing    iu 
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Mesopotamia  thau  he  volunteered  for  the  post  of  Cousultaut  ia  that 
deadly  climate.  There  lie  succumbed  to  heat-stroke  on  Sunday,  July  16th, 
1916,  in  the  fifty-uiutli  year  of  his  life. 

Many  have  been  since-  the  sad  event  the  voices  of  those  extollino; 
Horsley's  merits.  Nor  is  this  to  be  wondered  at.  So  great  have  been 
his  achievements  in  the  divers  fields  of  anatomy,  physiology,  pathology, 
neurology,  surgery,  and  social  jirogress  that  each  of  them  would  suffice 
to  secure  undying  fame  to  the  departed  friend.  Indeed,  not  a  few  of 
those  who  most  strenuously  combated  his  politico- social  views  will,  after 
the  experiences  made  in  this  war,  admit  tbat  his  foresight  was  greater 
thau  their  own.  Nor  do  I  doubt  for  a  moment  that  the  scientific  repute 
of  Victor  Horsley,  great  as  it  is  amongst  his  contemporaries,  will 
continue  to  increase  until  he  will  he  recognised  as  one  of  the  rare 
geniuses  of  the  medical  profession. 

Better  qualified  pens  than  my  own  have  already  paid  tribute  to 
Sir  Victor's  outstanding  merits  as  a  general  physiologist  and  daring 
surgeon.  To  me  it  is  ouly  left  to  register  what  he  has  done  for  laryn- 
gology, and  mournfully  to  lay  down  at  his  bier  the  thanks  of  our 
conimuuity.  The  Editor  of  the  Journal  of  Laryngology,  Ehinology', 
AND  Otology  has  kindly  desired  me  to  deliver  our  "  Vale,"  ami  adds 
that  there  was  no  one  more  fitted  to  do  so  thau  myself.  In  a  certain 
sense  that  is  true :  for  more  than  thirty  years  I  have  been  united  with 
Victor  Horsley  by  intimate  friendship,  and  with  the  exception  of  his  "  Note 
on  some  of  the  Motur  Functions  of  certain  Cranial  Nerves,  etc."  (Proc. 
Eoy.  Soc.  of  LoiuloH,  vol.  xliv,  1888),  which  he  wrote  in  collaboration  with 
our  mutual  friend,  the  late  Dr.  Charles  Beevor,  and  in  which  the  authors 
endeavoured  to  show  that  the  soft  palate,  the  uvula,  the  levator  palati, 
and  the  jjharyngeal  constrictors  were  innervated  by  the  spinal  accessory 
nerve — all  Horsley's  hi.ryngological  work  has  in  some  way  or  another 
been  linked  with  my  own.  This  will  explain  and  excuse,  I  trust,  why  my 
task  is  not  undertaken  in  the  shape  of  the  cool  and  impassionate  survey 
of  an  independent  observer.  It  is  conceived  in  the  spirit  of  ardent  love 
and  admiration  ;  and,  furthermore,  it  has  to  be,  to  some  extent,  auto- 
biographical, since  our  whole  joint  work  dates  from  our  close  personal 
association.  To  characteiise  its  nature,  I  cannot  do  better  thau  cjuote 
the  sentence  from  Horsley's  obituary  notice  in  the  Times  -.  "  It  was  his 
generous  i^ustom  to  invite  other  workers  to  his  laboratory  and  to  place 
his  services  at  their  disposal ;  he  would  carry  out  all  the  delicate  manipuhi- 
tious  necessary  at  the  request  of  any  colleague,  and  would  then  resign  to 
that  colleague  all  the  credit  of  the  work  accomplished."  This  description 
literally  applies  to  our  joint  work. 

Already,  when  publishing  in  1881  my  first  paper  on  the  greater 
vulnerability  of  the  abductor  fibres  of  the  recurrent  laryngeal  nerve  in 
l^rogressive  organic  diseases  of  its  centres  or  trunk  I  had  arrived  at  the 
conclusion  that  clinical  observation  and  pathological  anatomy,  though 
they  established  tlie  existence  of  this  phenomenon,  were  unable  to 
explain  its  cause.  Hoping  that  experimental  research  might  advance 
such  an  explanation,  and  unacquainted  with  the  technical  difficulties  of 
this  course,  I  oljtained  permission  to  undertake  the  necessary  studies  in  a 
London  physiological  laboratory.  So  long  as  the  results  of  exclusion  of 
the  activity  of  certain  nerves  had  to  be  investigated  all  weut  well.  But 
wLieu  I  came  to  study  the  effects  of  electric  stimulation  of  intact  laryn- 
geal nerves  I  obtained  most  contradictory  results.  Repetition  of  the 
experiments  undertaken  in  different  species  of  animals  only  increased 
the  difficulties.     The  authorities  of  the  laboratorv,  whose  aid  I  invoked, 
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were  unable  to  shed  liidflit  upon  the  irreconcilable  results.  Ultimately 
I  was  driven  to  the  conclusion  that  the  method  I  had  been  advised  to 
employ  (use  of  Ludwig's  clamp-electrode)  was  faulty,  and  this  conviction 
was  coufiraied  by  a  physioloijist  who  had  himself  worked  a  great  deal 
in  this  line,  and  who  explained  to  me  that  my  results  had  been  vitiated 
by  sjjread  of  the  electric  current  to  neighliouriug  nerves.  I  had  thus 
learned,  by  unpleasant  experience,  that  in  order  to  obtain  reliable  results 
for  the  performance  of  these  delicate  experiments  not  only  zeal  but 
technical  experieace  were  indispeusable,  and  after  several  months  thus 
simply  lost  I  i;ave  up  my — mostly  fruitless — endeavoiirs  in  1882. 

In  November  of  the  following  year,  in  a  discussion  on  myxoedema, 
held  in  the  Clinical  Society  of  London,  I  suggested  that  myxcedema, 
Koeher's  "  cachexia  strumipriva,"  and  cretinism  merely  represented 
different  phases  of  one  and  the  same  pathological  process,  and  that  they 
all  were  due  to  loss  of  the  function  of  the  thyroid  gland,  whii-li  at  that 
time  was  commonly  supposed  to  have  no  function  at  all.  My  proposi- 
tion was  simply  derided.  But  when  I  returned  to  the  charge  at  a  meeting 
of  the  same  Society  in  Oetidjer,  1884,  and  showed  that  in  a  case  of 
removal  of  a  goitre  in  a  young  boy,  the  joint  synifitoms  of  myxoedema  and 
cretinism  had  supervened,  my  statement  was  received  in  a  very  diifereut 
spirit,  and  a  committee  was  appointed  to  investigate  the  whole  cjuestiou 
of  myxoedema  and  its  allied  morbid  conditions.  Amongst  the  members 
of  that  committee  were  the  youthful  Mr.  Victor  Horsley,  who  was  at  that 
time  already  known  to  be  engaged  in  experimental  study  of  this  subject, 
and  myself.  It.  was  at  one  of  the  meetings  of  this  committee  that  I  made 
Horsley 's  acquaintance. 

I  had  looked  forward  with  keen  interest  to  this  occasion.  Although 
he  had  only  recently  graduated,  and  had  only  been  appointed  Assistant 
Surgeon  to  University  College  Hospital  iu  188o,  his  physiological  and 
surgical  work  had  already  attracted  general  attention,  a,nd  he  was 
universally  looked  upon  as  "  the  coming  man."  My  anticipations  were 
not  belied.  From  tlie  first  moment  I  felt  irresistibly  attracted  by  the 
handsome  yoimg  man  with  the  Apollo-head  on  a  stalwart  body,  and  with 
the  frank  expression  of  his  intellectual,  amiable  face.  Our  liking  seemed 
t(j  be  mutual.  He  invited  me  to  come  to  the  Brown  Institution,  to  which 
he  had  been  appointed  Professor  Superintendent  in  1 884,  and  to  follow 
the  progressive  myxoedematous  changes  in  monkeys  whose  thyroids  he 
had  extirpated.  To-day  it  is  a  historical  fact  that  by  these  experiments 
he  definitely  proved  tliat  myxoedema  was  caused  by  the  loss  of  that  organ, 
and  that  liy  his  suggestion  of  grafting  the  thyroids  of  sheep  into  the 
abdominal  cavities  of  patients  suffering  from  that  disease — though  this 
method  was  subsequently  superseded  by  feeding,  on  Murray's  suggestion, 
the  patients  with  thyroid  extract — he  laid  the  foundation  of  umdern 
organotherapy. 

During  one  of  my  visits  to  the  Brown  Institution  Horsley  began  to 
talk  to  me  about  my  neurological  work,  with  which  he  showed  himself 
surprisingly  familiar.  I  told  him  of  mv  expeiimeutal  failures,  and  added 
that  they  were  the  more  regrettable,  as  Krause  lately  had  endeavotired 
to  imitate  the  pressure  of  a  growth  upon  the  recurrent  nerve  by  attaching 
a  piece  of  cork  to  the  recurrent  laryngeal  nerves  of  dogs,  and  that  he  had 
on  the  strength  of  his  results  advanced  the  surprising  theory  fliiat  the 
median  position  of  the  affected  vocal  cord  in  cases  of  progressive  organic 
lesion  of  the  corresponding  motor  nerve  was  not  due  to  greater  vulnera- 
bility of  its  abductor-fibres,  but  to  a  primary  neuropathic  contracture  of 
all  the  muscles  supplied  by  that  nerve.     These  experiments,  I  felt  sure. 
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imperiously  demanded  repetition  in  order  to  ascertain  whether  the 
original  process  and  the  imitation  were  identical  processes  or  not. 

Hoislev  replied  that  he  had  been  particularly  interested  in  a  dis- 
cussion which  had  taken  place  between  Krause  and  myself  on  that  topic 
at  the  International  Medical  Congress  of  Copenhagen  in  1884,  and  to 
i)iy  equal  surprise  aud  delight  offered  me  there  and  then,  not  merely  to 
repieat  Krause's  experiments  and  to  resume  my  own  original  experimental 
research,  but  to  investigate  with  me  the  whole  representation  of  the 
laryn.x  in  the  central  nervous  system  !  Need  I  say  that  I  most  gratefully 
at  once  accepted  this  generous  offer? 

Thus  begun  our  collaboration.  It  lasted  uninterruptedly  from  1886- 
1890,  and  was  resumed  for  a  short  time  in  1893  aud  again  in  1897. 
I  look  back  upon  this  association,  in  which  Horsley  undoubtedly  took 
the  lion's  share,  as  one  of  the  gi-eatest  scientific  privileges  of  mv  life. 
The  number  of  our  experiments  durmg  that  time  exceeded  one  hundred, 
performed  on  different  species  of  animals  (monkeys,  dogs,  cats,  rabbits), 
aud  the  nature  of  the  experiments  undertaken  extended  to  : 

(1)  Repetition  of  Krause's  experiments  of  compression  of  nerves. 

(2)  Repetition  of  Frank  Donaldson's  experiments.  (Greater  ex- 
citaliility  of  abductor  muscles  by  weak  electric  currents.) 

(3)  Repetition  of  Franklin  Hooper's  experiments.  (Peripheral  and 
differentiating  effect  of  ether  upon  the  laryngeal  muscles.) 

(4)  ReiJetition  of  Jeanselme  and  Lermoyez"  experiment.  (Loss  of 
excitability  of  laryngeal  muscles  after  death.) 

(5)  Investigations,  so  far  as  the  larvnx  is  concerned,  of  the  functions 
of: 

(a)  Spinal  accessory  , 

(6)   Vagus 

(c)  Superior  laryngeal      '-Nerves. 

(d)  Median  laryngeal 

(e)  Recuri-ent  laryngeal  j 

(6)  Investigation  of  action  of  ci'ico-thyroid  muscles. 

(7)  Width  of  glottis  after  section  of  both  vagi  nerves  below  origin 
of  recurrent  laryngeal  nerves. 

(8)  Excitation  of  cortex  cerebri. 
(9  J  Ablation  of  cortex  cerebri. 

(10)  Excitation  of  corona  radiata. 

(11)  Excitation  of  internal  capsule. 

(12)  Ablation  of  hemispheres. 

(13)  Excitation  of  medulla  oblongata. 

(14)  Position  of  glottis  after  section  of  recurrent  and  of  superior 
laryngeal  nerves. 

To  work  with  Horsley  along  these  partly  just  opened,  partly  entirely 
uncultivated,  fields  of  science  was  a  liberal  education.  To  no  one  did 
the  old  saying  "Familiarity  breeds  contempt"  less  apply  than  to  bim. 
With  ever  increasing  admiration  one  watched  the  mental  plan  governing 
his  whole  line  of  research,  his  perfect  surgery  and  marvellous  amlii- 
dexterity,  his  scrupulous  care  and  inexhaustible  patience,  his  fertility  of 
modifying,  varying,  aud  newly  inventing  methods  of  examination,  his 
safeguards  against  falling  into  any  of  the  fallacies  in  which  exjjerimental 
researcH  abounds,  the  sobriety  of  his  deductions,  the  clearness  of  his 
literary  expressions.  And  what  enchanted  me  more  than  all  were  those 
flashes  of  genius  which,  often  quite  suddenly  and  unexpectedly,  gave 
an  entii-ely  new  turn  to  our  line  of  thoughts  iind  allowed  us  to  con- 
template the  subject  under  consideration  in  an  entirely  new  light.     Yet 
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all  this  was  doue  without  any  aft'ectation  of  superiority,  done  as  simply 
aud  naturally  as  if  it  were  self-uuderstood.  1  learned  to  love  Victor 
Horsley  in  these  unforgettable  years,  the  happiest  ones,  from  a  scientific 
point  of  view,  I  have  ever  spent. 

Our  work  has  Let-u  betwi^en  twenty-five  and  thirty  years  before  the 
profession.  With  few  exceptions  aud  additions  its  conclusions  are  still 
accepted  as  valid.  It  will  therefore  suflice  if  I  briefly  suuiiuarize  its 
outcome. 

lu  1886  we  published  our  first  joint  paper :  "'  On  an  Apparently 
Peripheral  and  Differential  Action  of  Elher  upon  the  Laryngeal 
Muscles"  (Brit.  Med.  Journal,  September  4  and  11  j.  In  this  it  was 
shown — as  previously  discovered  but  left  unexplnined  by  Franklin 
Hooper — that  ether  exercises  a  perijjheral,  differentiating  influence  by 
means  of  the  circulation  upon  the  antagonistic  groups  of  laryngeal 
muscles,  and  that,  therefore,  a  difference  in  the  metabolic  processes  of 
the  abductor  and  adductor  muscles  appears  to  exist.  Moreover,  it  was 
demonstrated  that  in  all  species  of  animals  operated  upon  the  aliductor 
muscles,  though  individually  the  largest  of  all  laryngeal  muscles,  lose 
after  death  their  electric  excitability  long  before  the  other  laryngeal 
muscles. 

In  the  same  year  I  read  my  paper,  "  Abductor  Paralyse,  uicht 
Adductorencoutractur,"  before  the  Deutsche  Naturforscherversammlung 
at  Berlin.  In  this  I  showed  from  very  ditfereut  points  of  view  the  fallacy 
of  Krause's  contention.  The  experiments  which  proved  that  Krause's 
cork-experiments  were  only  superficially  similar,  but  pathologically 
different,  from  the  pathological  process  in  man,  were,  with  most  in- 
genious variations,  performed  for  me  by  Victor  Horsley. 

From  1886  to  the  end  of  1889  we  were  busy  with  our  experiments 
and  did  not  publish  aiiythiuij  concerning  them.  After  we  had  published 
our  results  in  a  preliminary  note,  however,  "  On  the  Central  Motor 
Innervation  of  the  Larynx  "  (Brit.  Med.  Journal,  December  21),  Prof. 
Krause,  who  fancied  that  we  had  endeavoured  to  rob  him  of  a  priority 
which  we  had  not,  only  never  contested  but  directly  acknowledged  pre- 
viously, forced  upon  us  a  perfectly  superfluous  and  absolutely  unnecessary 
controversy  (Berliner  Klin.  Wochenschrift,  Nos.  4  and  7,  1890). 

Shortly  afterwards  we  had  another  much  more  scientific  controversy 
("  Du  centre  cortical  muteur  laiynge  et  du  trajet  intra-cercbral  des 
fibres,  qui  en  cmanent,"  Annates  des  Maladies  de  I'Oreilte  et  du  Larynx, 
Mai  et  Juiu,  1890)  -with  MM.  Garel  and  Dor.  These  gentlemen  main- 
tained that  a  unilateral  cortical  lesion  could  determine  a  pure  laryngeal 
hemiplegia  on  the  opjjosite  side.  We  opposed  that  notion  on  the 
strength  of  our  own  experiments  aud  of  chnical  experience,  and,  although 
the  statement  has  been  spasmodically  revived  from  time  to  time,  I  think 
that  its  untenability  is  nowadays  generally  admitted. 

In  the  same  year  I  published  my  paper,  "  On  the  Position  of  the 
Vocal  Cords  in  Quiet  Eespiration  of  Man  and  on  the  Eeflex-tonus  of 
their  Abductor  Muscles"  (Proceedings  of  the  Royal  Society,  vol.  xlviii). 
The  paper  is  entirely  my  own,  but  it  seemed  desirable  to  ascertain  by 
experiment  whether  respiratory  impulses  coiUd  be  conducted  rhythmically 
along  the  different  fibres  of  the  pneumogastric  nerve  to  the  respiratory 
centre,  and  there  be  changed  into  a  tonic  semi-innervation  of  the  posterior 
crico-arytaenoid  muscles.  The  extremely  difficult  experiments — section 
of  the  vagi  below  the  origins  of  the  two  reciu-rent  laryngeal  nerves — 
which  were  required  to  test  my  idea  were  performed  by  Victor  Horsley, 
and  went  far  to  prove  its  correctness,  though  it  was  evident  that  the 
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impulses  thus  eugendered  cauuot  lie  tlie  odIv  ones  reaching  the  respiratory 
centre  in  the  luedulla,  and  that  this  may  also  be  influenced,  so  far  as  the 
larynx  is  concerned,  through  other  afferent  impulses. 

Again,  in  1900,  a  demonsti-atiou  of  the  most  important  of  our  results- 
concerning  the  representation  of  the  larynx  in  the  central  nervous  svstem 
was  given  by  Horsley  and  myself  before  the  combined  Sections  of 
Physiology,  Neurology,  and  Laryngology  of  the  Interuational  Medical 
Congress  of  Berlin.  This  demonstration  resulted  in  a  perfect  ovation  for 
Horsley,  whose  skill  as  an  experimental  physiologist  was  thus  ackuc>w- 
ledged  by  the  most  competent  tribunal  in  the  world.  A  short  exposi'  of 
our  results  was  given  under  the  title  "  Of  the  Relations  of  the  Larynx  to 
the  Motor  Nervous  Svstem  "  in  the  Deutsche  Medicinische  Wochenschrift, 
No.  31,  1890. 

Finally,  the  result  of  the  greater  part  of  our  experiments  during  the 
preceding  four  years  was  published  in  the  Fhilosophical  Transaetioiis 
of  the  Royal  Society,  vol.  181.  The  facts  communicated  in  that  paper 
did  not,  by  any  means,  exhaust  the  material  we  had  already  then 
collected,  and  we  intended  to  return  to  the  siibject.  But  when  we 
resumed  our  studies  in  1893,  and  when  I  found  that  their  object  was 
mainly  to  examine  tLe  results  of  descending  degeneration  following 
ablation  of  the  higher  parts  of  the  central  motor  apparatus,  I  insisted, 
in  spite  of  Horsley  s  friendly  remonstrations,  in  withdi-awing  from  an 
investigation  which  was  above  my  ken,  and  in  which  I  felt  1  had  become 
move  a  hindrance  than  a  help.  Tijat  part  of  our  task,  therefore,  was  left 
unfinished. 

Once  more  I  had  to  have  recourse  to  Victor's  friendly  services,  in  1897. 
I  had  been  denounced  by  Dr.  Grossmann,  of  Vienna,  for  not  having 
repeated  Dr.  Wagner's  experiments  on  the  position  of  the  vocal  cord  after 
section  of  the  recurrent  laryngeal  nerve.  The  charge  was  frivolous,  for 
every  experimenter,  including  Horsley  and  nayself,  who  had  performed 
that  experiment  and  had  published  his  work,  had  arrived  at  results 
totally  different  from  Dr.  Wagner'?.  To  avoid  the  obvious  retort, 
however,  that  we  had  neglected  to  test  Dr.  Wagner's  statements,  it 
became  necessary  to  repeat  these  experiments.  This  Horsley  did  for  me, 
and  the  outcome,  a  sample  of  which  was  fixed  by  photographic  repre- 
sentation, utterly  negatived  Dr.  Wagner's  results. 

With  this  Horsley's  work  for  laryngology  ended.  It  represents  an 
achievement  for  which  our  specialty  can  never  be  gi-ateful  enough  to  him. 
The  foregoing  small  tribute  does  not  nearly  exhaust  the  amount  of  my 
personal  indebtedness  to  him  for  thirty  years'  unbroken  friendship,  for 
unceasing  encouragement,  as  well  as  for  invaluable  services  rendered  to 
my  family.  But  it  shows,  I  hope,  that  among  the  small  number  of 
general  physicians,  surgeons,  and  practitioners  who  supported  British 
laryngology  during  its  struggling  period  between  1860  and  1890,  a  place  of 
conspicuous  honour  must  be  reserved  for  our  friend,  the  late  lamented 
Sir  Victor  Horsley.  ■  Felix  Seinon. 
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CORRESPONDENCE. 

THE    RELATION    OF   NASAL   CONDITIONS  TO  DEAFNESS. 

To  the  Editor  of  The    Journal    or    Laryngology,  Rhinology,  and 

Otology. 

Sir, — Every  reader  will  ft-el  indebted  to  Dr.  P.  McBride  for  Lis 
extelleut  article  in  your  August  issue ;  it  is  not  merely  instructive  as  to 
the  past  and  critical  as  to  the  present,  Viut  it  contains  much  suggestion 
for  the  future. 

May  I  be  permitted  to  make  a  few  reniark.s  upon  one  of  his  sections 
— that  relating  to  the  relation  of  nasal  conditions  to  deafness  r  It  deals 
with  a  subject  which  comes  continually  before  the  otologist,  and  appeals 
especially  to  those  who  believe  in  what  maybe  caWed  the  ]>revfutive  fvtvre 
of  otohifjij. 

Dr.  McBride  writes  from  an  avowedly  sceptical  point  of  view.  Mav 
not  the  whole  secret  of  the  relation  between  nasal  conditions  and  deafness 
be  summed  up  in  one  term — defective  nasal  drainage  ?  To  this  mav  be 
added  the  eifects  upon  the  nose  of  chronic  toxaemia,  most  frecjuently  due 
to  intestinal  causes. 

Tlie  effect  upon  the  middle  ear  of  a  badly  drained  nose  is  quite  simple 
and  straightforward;  secretions  are  hung  ujj  in  the  nasal  chan;bers, 
undergo  such  alterations  as  to  render  them  irritating,  and  collect  in  the 
naso-pharyux,  where  they  act  as  a  continual  irritant  to  the  pharyngeal 
and  uaso-pharyngeal  mucous  membrane.  The  nature  of  this  alteration 
of  secretion,  whether  microbic  or  chemical,  can  scarcely  be  discussed  in  a 
short  letter. 

The  conditions  likely  to  exist  in  the  nose  as  a  cause  of  defective  na,--al 
drainage  are,  I  believe,  mostly  in  connection  with  the  septum.  Bad 
deflections,  especially  those  which  result  m  a  narrow  crevice  on  the 
concave  side,  can  very  well  hold  up  secretions.  But  bad  deflections  are 
likely  to  arrest  the  attention  of  the  oto-rhinologist  more  readily  than 
lesser  degrees.  I  do  not  think  that  enough  importance  is  given  to  those 
slight  abnormalities  whicL,  lying  close  to  the  floor  of  the  nose,  show  a, 
very  narrow  cleft  in  that  region. 

Another  nasal  condition  likely  to  lead  to  middle-ear  deafness  is  the 
posterior  bony  spur,  which,  under  certain  conditions,  may  come  into 
contact  with  the  posterior  end  of  the  inferior  turbinate.  Such  spurs  are 
very  frequently  accompanied  by  enlargement  of  the  posterior  end.  The 
latter  condition  is  a  common  concomitant  of  septal  growths  and  deflections, 
even  of  the  minor  kinds,  and  it  is  quite  probable  that  thev  are  due  to 
the  same  irritation  by  altered  secretions.  "When  present,  the  glandular 
hypertrophy  which  forms  an  important  part  of  them  results  in  an 
augmentation  of  secretion  which  is  prone  to  collect  iu  the  naso-pharynx, 
especially  during  sleep. 

Your  readers  may  I'emember  that,  in  1914.  you  were  good  enough  to 
publish  a  short  note  of  mine  in  which  I  suggested  that  the  accumulation 
of  altered  nasal  secretions  on  that  side  of  the  naso-pharynx  which  is 
lower  during  sleep,  was  responsible  for  determining  which  ear  became 
first  affected. 

I  have  for  some  time  past  been  consistently  employing  the  Holmes 
electric  naso-pharyngoscope  in  the  examination  of  patients  complaining  of 
nasal  and  aural  symptoms,  and  I  have  been  much  struck  by  the  frequency 
of  signs   of  chronic   irrigation   of   the    Eustachian   tubal   orifices   in  the 
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conditions  mentioned   above.     Such  signs  liave  given  me  the   clue   to 
appropriate  treatment. 

The  eiiects  upon  the  nose  of  chronic  intestinal  toxaemia  also  merit 
more  attention  tlian  has  been  accorded  to  them.  Many  of  the  cases  of 
Tarviug  turbmal  hvpersemia  (with  or  without  accompanying  septal 
abnormalities)  clear  up  with  remarkable  rapiditv  when  the  toxaemia  is 
treated.  They  are  really  iustauees  of  disturbed  vasomotor  conditions,  and 
are  often  subjected  to  the  tragedy  of  galvano-cauterisation. 

I  am.  Sir,  yours  faitlifully, 

Amjust  21,  1016.  Macleod  Yearslet. 


NOTES   AND   QUERIES. 

PCLJIO.VAKY    SUPPUR.VTION    AFTER    TONSILLECTOMY. 

In  the  Intei-state  ifedical  Journal  Dr.  H.  Wessler  has  published  a  skia^rapliic 
study  of  the  pulmonary  iuflamiuation  due  to  aspiration,  which  sometimes  follows 
tonsillectoni}'.  He  applies  the  term  "  lung  suppuration  "  as  more  acciu-ate  thau 
abscess  or  gangrene  of  the  lung,  which  describe  only  a  jjossible  phase  of  the 
process.  At  the  ilount  Sinai  Hospital,  Xew  York,  he  has  e.xamined  with  the 
X  rays  eight  cases  of  pulmonary  suppuration  following  tonsillectomy.  These 
formed  as  high  a  percentage  as  2S  of  all  the  cases  of  pulmonary  suppuration 
observed  in  the  same  period.  In  all  a  general  ana;sthetic  had  been  administered — 
a  procedure  which  stands  in  close  relation  to  the  complication.  After  an  incuba- 
tion period  of  a  few  days  symptoms  of  broncho-pneumonia  begin.  Later,  evidence 
of  suppuration — chills,  high  fever,  and  purulent  expectoration— supervenes.  In 
practicaDy  all  the  cases  the  sputum  was  foul  at  some  time  or  other.  This  is  some 
iustificatiou  for  the  designation  of  gangrene  of  the  lung,  but  the  latter  is  a  sub- 
ordinate lesion.  The  putrefactive  organisms  usually  cause  small  areas  of  gangrene, 
and  as  these  are  sloughed  out  the  sputum  becomes  fcetid.  Periods  of  grangrenous 
sputum  alternate  irregularly  with  others  in  which  there  is  no  distinctive  odoiu-. 
Ha?moptysis  is  a  very  constant  symptom,  and  varies  from  a  slight  brownish  dis- 
colouration of  the  sputum  to  the  expectoration  of  a  pint  of  blood.  Pain  is 
frequent,  and  due  to  associated  pleui'isy.  A  predilection  for  the  right  lung  was 
noted  (six  of  the  eight  eases),  and  any  lobe  may  be  affected.  The  physical  signs 
are  frequently  not  distinctive,  and  are  of  the  least  value  in  diagnosis.  As  a  rule, 
an  area  of  dulness  of  varying  extent  is  demonstrable  with  but  few  changes  in  the 
respiratory  sounds,  which  are  frequently  diminished.  In  not  one  case  were  there 
signs  of  a  cavity.  There  is  evidently  consolidated  and  poorly  aerated  lung,  some- 
times covered  by  thickened  pleura.  In  six  of  the  cases  spontaneous  recovery  took 
place  in  from  six  weeks  to  five  months.  In  one  case  recovery  took  place  after  two 
yeai's — following  excision  of  carnified  lung.  The  remaining  case  is  still  unimproved. 
Skiagrams  show  an  infiltration  of  the  lung  of  varying  extent.  In  five  cases  a 
cavity  was  demonstrated,  in  some  with  a  fluid  level  which  shifted  on  a  change  of 
position  of  the  patient.  The  shape  of  the  infiltrated  area  varied  ;  in  some  a  lobar 
distribvition  was  seen ;  others  gavfi  the  impression  of  a  residual  infiltration 
involving  only  the  small  portion  of  a  lobe.  Unless  the  lower  lobe  is  involved 
there  is  no  restriction  of  the  movement  of  the  diaphragm.  When  present,  cavities 
are  easily  recognised  as  lighter  areas  of  circular  or  elliptical  shape  within  the 
shadow  of  infiltrated  lung.  In  two  cases  they  were  multiple,  and  in  two  located 
at  the  hilus.  When  filled  with  secretion  they  may  be  invisible,  but  come  into 
view  after  copious  expectoration.  The  process  of  cure  may  b^  followed  by  the 
Koentgen  rays.  The  infiltration  gr-adually  becomes  less  dense  and  fades  at  the 
periphery  until  it  disappears,  leaving  perhaps  a  few  thickened  strands  for  some 
time.  But  clinical  cure  may  be  associated  with  persistence  of  the  infiltration. 
Wliether  in  such  cases  recrudescence  follows  cannot  be  said. 
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UNPLEASANT    POST-OPERATIVE    PHENOMENA. 

At  p.  437  of  the  pre.sent  issue  we  publish  the  agenda  paper  of  a 
recent  meeting  of  the  Laryngological  Section  of  the  Royal  Society 
of  Medicine,  which  was  devoted  to  a  discussion  on  "  the  complica- 
tions following  upon  intranasal  operations,  and  the  influence  of 
nasal  sinus  infection  upon  the  moral  and  legal  responsibility  of  the 
patient." 

In  order  to  prevent  an  unfair  use  being  made  of  the  informa- 
tion that  might  be  given,  the  Council  of  the  Section  resolved  that 
'the  names  of  contributors  to  the  collection  of  cases  should  be  with- 
held, and  that  neither  the  agenda  paper  nor  the  discussion  should 
be  published  in  the  Transactions. 

Perhaps  it  will  not  be  considered  out  of  place  if  we  look  into 
the  reasons  which  led  to  the  discussion  being  held,  and  if,  at  the 
same  time,  we  show  what  has  induced  us  to  take  the  responsibility 
of  publishing  the  reports  in  the  Jocenal  of  Laryngology,  Rhinology, 
AND  Otology. 

There  is  in  many  quarters  a  feeling,  more  or  less  freely  voiced, 
that  surgical  mishaps  ought  not  to  be  openly  divulged  lest  their 
publication  should  deter  surgeons  from  undertaking,  and  patients 
from  submitting  to,  measures  which  in  the  main  are  known  to  be 
both  safe  and  salutary.  In  many  respects  this  opinion  is  sensible 
enough,  but  unfortunately  there  are  in  existence  a  certain  number 
of  people  who  take  a  grim  delight  in  making  our  flesh  creep.  To 
all    but    the    novice    these    eccentrics   are,   it   is   true,    even    more 
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amusing  than  their  opposites  wlio  never  make  a  mistake  or  meet 
with  a  mishap.  But  all  the  same,  it  is  they  who  ci'eate  the  surgical 
bogey  that  keeps  the  youthful  operator  awake  o'  nights  ;  such  a 
bogey,  to  mention  the  first  of  a  long  list  that  occurs  to  us,  as  was 
the  thyroidea  inia  artery  of  classical  memory. 

Thus  the  censoring  of  unwelcome  surgical  information  has  had 
the  effect  we  are  all  too  familiar  with  in  other  departments  of  life 
of  generating  rumours  much  more  dismal  thau  the  truth  itself. 
Every  Congress  hahitue  has  vivid  recollections  of  the  triumph  and 
hope  of  the  morning  being  swamped  in  the  gloomy  confidences 
that  follow  the  dinner  at  night.  And  hitherto,  for  the  most  part, 
it  has  only  been  in  such  private  aud  confidential  glimpses  that  the 
darker  side  of  the  picture  has  been  shown  to  us.  Now  no  one  can 
regard  such  methods  as  being  anything  like  so  valuable  and  so 
true  as  a  frank  avowal  would  be  in  the  hours  of  daylight  and 
restraint. 

Moderate  statement  of  happenings,  unsuccessful  as  well  as  suc- 
cessful, has  two  surpassing  advantages.  In  the  first  place,  proper 
emphasis  laid  upon  difficulty  and  danger  restrains  impetuosity  and 
develops  skill.  And  in  the  second  place,  by  inducing  inquiry  and 
investigation,  discussions  of  this  type  ultimately  bring  about  a 
reduction  in  the  number  and  degree  of  risks,  either  by  a  modifica- 
tion of  the  operation  c'oncerned,  or  by  its  total  abandonment  when 
that  step  is  seen  to  be  advisable.  The  process  thus  counters  the 
natural  tendency  in  every  surgeon  to  lose  himself  in  the  artist. 

The  history  of  our  own  specialty,  like  that  of  all  other  branches 
of  modern  surgery,  bears  eloquent  testimony  to  the  validity  of 
these  arguments.  Spokeshaving  the  inferior  turbinal  for  nasal 
obstruction,  for  e.vample,  is  now  practically  obsolete  ;  and  the 
same  may  be  said  of  the  more  recent  radical  frontal  sinus  operation 
of  Killian  as  a  routine  remedy  for  frontal  sinus  suppuration.  Both 
of  those  advances — for  advances  they  undoubtedly  are  in  the  true 
sense  of  the  word — we  owe  to  the  disclosure  that  the  drawbacks 
aud  dangers  of  the  procedures  e.xceed  in  severity  the  diseases 
they  were  designed  to  cure. 

In  such  stimulating  effects  the  present  discussion,  although  iiot 
revolving  around  any  one  particular  method  of  treatment,  will,  we 
believe,  prove  to  be  equally  fruitful.  For  instance,  it  is  interesting 
to  find  that  post-operative  nasal  meningitis  is  frequently  associated 
with  a  visible  defect  in  the  roof  of  the  nose ;  whether  it  be 
developmental  or  pathological  is  not  yet  quite  clear — probably  the 
latter.     And  there  arise  also  for  settlement   important  questions 
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about  post-operative  pneumonia.  Is  it  any  more  freque«it  aftei* 
nasal  operations  than  after  operations  in  other  regions  ?  Does  it 
originate  in  shock ;  in  exposure ;  in  tlie  inhalation  of  septic 
material ;  or  in  venous  infection  ? 

These  are  only  a  couple  out  of  many  other  inquiries  of  equal 
or  greater  importance  which  spring  to  the  mind  as  we  read  the 
reports  of  the  cases,  and  it  is,  of  course,  by  e-fforts  to  remedy 
the  misfortunes  which  those  reports  describe  that  gaps  in  our 
knowledge  are  revealed  and  filled  up,  and  further  progress  is  made. 

That  being  so,  to  allow  the  detailed  records  of  such  valuable 
cases  and  experiences  to  sink  back  into  the  ruck  of  half-forgotten 
tales  would  be  an  unpardonable  betrayal  of  the  highest  interests  of 
our  specialty.  At  all  events,  that  is  how  the  matter  looks  to  us. 
And  although  in  doing  so  we  may  appear  to  be  ignoring  the 
wishes  of  the  Council  of  the  Section  of  Laryngology,  yet  these 
reasons  seem  to  us  to  be  so  overwelmingly  strong  that  we  have  de- 
cided to  place  upon  permanent  record  the  reports  which  appeared 
upon  the  agenda  paper  of  the  meeting. 

As  regards  the  discussion  proper,  no  record  was  kept,  and  so  ifc 
has  unfortunately  been  lost.  D.  M. 


SOME    REMINISCENCES,   REFLECTIONS    AND    CONFESSIONS 
OF  A  LARYNGOLOGlST.i 

By  John  Nol.\nd  Mackenzie,  M.D., 

Baltimore,  Md. 

In  the  seventies  and  early  eighties  of  the  last  century,  the 
Hospital  for  Diseases  of  the  Throat  and  Chest  in  Golden  Square, 
London,  was  the  Mecca  of  the  vast  majority  of  English-speaking 
students  of  laryngology,  who  came  there  attracted  by  the  reputa- 
tion and  engaging  personality  of  Morell  Mackenzie,  then  at  the 
zenith  of  his' professional  career.  Whether  they  went  for  study 
elsewhere  or  not,  sooner  or  later  their  footsteps  turned  to  Golden 
Square,  either  for  passing  curious  observation  or  more  serious  and 
continuous  work.  The  institution  itself  was  a  model  of  simplicity, 
both  in  architecture  and  equipment.  In  secluded  isolation,  it 
stood  in  the  little  square  in  the  narrow  zone  which  separates  the 
throbbing,  restless,  rushing  life  of  the  metropolis  from  the  poverty 
and  squalor  of  the   slums,   and  in   a  silence  broken   only  in  the 

1  Address  delivered  at  the  College  of  Physicians,  Philadelphia,  at  a  meeting  of 
tlie  Philadelphia  Laryngological  Society,  March  7,  1916. 
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daytime  by  the  roar  of  Eegent  Street,  near  by.  The  lower  floor 
of  the  building,  where  most  of  the  work  of  tlie  hospital  was  done, 
consisted  of  a  very  large  waiting-room — it  had  to  be  large  to 
accommodate  the  then  largest  laryngological  clinic  in  the  world, 
an  examination-room  of  ample  size,  but  simply  furnished,  which, 
in  turn,  opened  into  a  very  much  smaller  and  more  private  one,, 
which  was  consecrated  mainly  to  physical  diagnosis.  In  the 
more  capacious  apartment  were  tables  and  lamps  for  the  attending 
surgeons  and  chief  of  staff.  The  upper  floor  was  occupied  by 
the  in-patients,  and  was  always  full.  It  was  amid  these  modest 
surroundings,  in  picturesque  contrast  to  the  princely  apartments 
and  imposing  apparatus  of  some  of  our  modern  up-to-date  laryn- 
gological establishments,  that  many  of  the  men  who  were  destined 
to  direct  the  after-progress  of  laryngology  in  Great  Britain 
and  America  were  not  taught,  but  learned  for  themselves,  the 
first  lessons  of  their  art.  I  entered  on  my  duties  as  chief  of  staff 
in  the  summer  of  1879.  My  predecessors  in  office  were  Felix 
Semon,  Samuel  Johnston  of  Baltimore,  and  Lennox  Browne. 
I  had  qualified  beforehand  for  the  job,  having  acquired  the 
2n-incipia  of  the  subject  in  the  old  Metropolitan  Throat  Hospital 
in  New  York,  in  spare  hours  snatched  from  my  service  in  Bellevue 
Hospital,  and  under  the  tutelage  and  inspiring  example  of  vay  old 
friend,  Clinton  Wagner,|  one  of  the  pioneers  of  the  specialty  in 
America  and  founder  of  the  New  York  Laryngological  Society.  At 
that  time,  with  all  the  enormous  material  at  our  command,  there 
was  practically  no  instruction  given,  except  in  the  way  of  hasty 
demonstration  of  cases,  and  if  the  student  or  visitor  learned  anj"^- 
thing,  it  was  through  close  personal  observation  on  his  part  and 
not  through  any  gigantic  effort  to  impart  knowledge  on  the  part  of 
the  medical  staff.  With  one  or  two  exceptions,  the  latter  directed 
their  attention  almost  solely  to  the  larynx  and  thyroid  gland,  and 
the  nasal  passages  were  only  examined  when  in  quest  of  a  polypus 
or  when  the  attention  was  irresistibly  attracted  to  these  organs 
by  the  horrible  stench  of  an  oza;na.  The  nasal  cavities  were 
practically  neglected,  and  the  only  apparatus  in  the  hospital  for 
the  treatment  of  their  diseases  consisted  of  a  pair  of  forceps  for 
the  removal  of  nasal  polypi,  and  a  handball  atomizer  with  a 
detergent  solution  for  the  treatment  of  ozsena  or  any  other  mis- 
cellaneous disease  of  the  nose  that  might  irresistibly  obtrude  itself 
upon  the  recognition  of  the  medical  staff.  * 

I  have  said  that  we  concerned  ourselves  chieflv  with  affections 
of  the  larynx  and   thyroid  gland.     Let  me  pass  briefly  in  review 
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our  then  treatment  of  some  of  these  affections.  Among  our  most 
frequent  visitors  to  the  clinic  were  cases  of  tuberculosis  of  the 
larynx.  They  literally  abounded.  They  came  by  the  hundreds, 
in  striking  and  conspicuous  contrast  to  the  comparative  rarity 
of  this  disease  in  the  throat  clinics  of  to-day.  Many  of  them 
presented  the  classical  picture  first  drawn  bj'  Morell  Mackenzie, 
which  we  considered  then  pathognomonic  of  tuberculosis.  It  should 
be  stated  here  that  the  grouping  of  signs,  turhan  -epiglottis, 
pyriform  aryepiglottic  folds,  etc.,  so  graphically  described  by 
Mackenzie,  was  not  considered  characteristic  outside  of  England, 
and  I  must  say  that  in  my  own  observation  I  have  never  seen  such 
constancy  in  the  ensemble  or  grouping  of  appearances,  either  on 
the  Continent  or  in  the  United  States.  At  that  time  much  difference 
existed  among  laryngologists  concerning  the  value  of  laryngoscopic 
diagnosis  in  this  disease.  Ziemssen  was  the  first  to  deny  its 
certainty,  and  subsequently  Heinze,  and  even  Morrell  Mackenzie, 
gave  in  their  adhesion  to  his  views.  Lennox  Browne,  on  the  other 
hand,  went  to  the  other  extreme,  and  declared  that,  with  the 
•exception  of  laryngeal  growths,  there  is  no  disease  of  the  larynx  in 
which  we  maybe  so  sure  of  laryngoscopic  diagnosis.  The  partisans 
of  both  these  views  are  too  sweeping  in  their  statements.  There 
are  many  cases  met  with  in  practice  in  which  the  diagnosis  must 
remain  in  doubt.  I  believe  the  case  can  be  briefly  stated  as 
follows  :  The  diagnosis  of  the  lenticular  ulcer,  especially  when 
■single  or  unassociated  with  other  tubercular  lesions,  is  laryngo- 
scopically  impossible;  even  when  the  ulcers  are  multiple,  and 
bilaterally  situated  on  the  cords  or  vocal  processes,  they  can  only 
be  looked  upon  with  suspicion  in  the  absence  of  other  signs  of 
'the  disease.  The  same  is  true  of  the  aphthous  or  diphtheritic 
ulcer.  Even  the  ulceration  which  results  from  infiltration  is  not 
always  typical  in  appearance,  and  may  need  the  association  of 
other  tubercular  lesions  to  proclaim  its  true  nature.  When  infiltra- 
tion is  unilateral  the  diagnosis  is  sometimes  shrouded  in  doubt, 
except  when  multiple  ulceration  has  taken  place.  The  associa- 
tion of  the  turban-shaped  epiglottis  with  the  pyriform  swelling 
■of  the  aryepiglottic  folds  is  characteristic  of  tuberculosis,  and 
should  not  be  confounded  with  oedema,  its  closest  simulator.  It 
should  here  be  remembered,  however,  that  cedema  may  complicate 
the  case  and  cause  uncertainty  as  to  its  real  nature.  When  to  the 
•characteristic  infiltration  of  the  epiglottis  and  aryepiglottic  folds 
is  added  the  typical  worm-eaten  superficial  serpiginous  ulceration, 
ihe  grouping  in  the  picture  is  pathognomonic.     The  typical  laryn- 
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geal  tubercular  ulcer  resulting  from  infiltration,  in  its  development, 
appearance,  and  eourse  does  not  resemble  any  other  laryngeal 
disease  with  which  I  am  familiar.  The  lesions  of  this  — and  this 
is  true  of  many  other  diseases — may,  of  course,  occur  in  atypical 
forms,  the  characteristic  grouping  may  not  be  present,  and  the 
diagnosis  maybe  left  for  awhile  in  doubt,  but  this  does  not  invalidate 
the  position  that  tuberculosis  manifests  itself  laryngoscopically  (in 
the  larynx)  in  a  manner  different  from  any  other  known  form  of 
disease. 

The  subject  may  seem  trite  and  superfluous,  but  I  have  intro- 
duced these  remarks  on  the  laryngeal  picture  in  tuberculosis  in 
order  to  emphasise  the  importance  of  the  laryngoscopic  or  naked 
eye  piethod  of  diagnosis  (supplemented  or  not,  as  the  case  may 
be,  by  clinical  phenomena)  to  the  exclusion,  if  possible,  of  the 
microscope  and  the  laboratory  in  the  detection  of  disease  in  the 
larynx.  In  these  days  of  unquestioning  reliance  on  and  faith  in 
chemical  and  other  strictly  scientific  as  contra-distinguished  from 
purely  clinical  aids  in  disease  discovery,  it  is  in  many  quarters  at 
least  fast  becoming  a  lost  art.  As  the  introduction  of  the  modern, 
direct  methods  of  examination  have  done  away  largely  with  much 
of  the  old-time  manual  dexterity  in  intra-laryngeal  and  tracheal 
manipulation,  so  the  common  use  of  laboratory  tests  has,  by 
opening  up  a  lazier  and  easier  road  to  diagnosis,  greatly  dulled 
the  former  diagnostic  sense  and  diagnostic  acumen.  To  overcome 
this  unfortunate  condition  of  affairs  in  the  coming  generation,  the 
student  should  be  shown  as  many  cases  as  possible  of  a  given 
malady,  in  order  that  the  picture  of  the  disease  may  be  so  photo- 
graphed on  his  brain  and  embedded  in  his  memory  that  he  may 
be  able  to  recognise  it  by  sight  alone  when  brought  before  its 
image  in  the  mirror.  Take  him  back  to  the  old-time  initiative  in 
diagnosis,  teach  him  to  rely  more  upon  his  special  senses,  tell  him 
that,  after  all,  personal  observation  and  clinical  experience  are  less 
fallacious  than  the  more  artificial,  although  more  strictly  scientific 
methods,  even  though  the  latter  may  be,  in  many  cases,  indis- 
pensable, and  in  some  ways  more  exact.  It  is  only  human  to 
make  mistakes.  Let  hini  not,  therefore,  in  case  of  doubt,  run  to 
the  laboratory  at  once  for  help,  as  is  the  rule  in  most  cases  to-day, 
but  without  in  the  least  degree  underestimating  its  inestimable 
value  and  assistance,  let  him  seek  it  as  the  court  of  last  resort. 
In  other  words,  let  him  make  the  diagnosis  with  the  naked  eye 
alone;  form  his  opinion  in  this  way  first,  even  though  he  may 
have  to  control  it  in  the  end  by  scientific  tests. 
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The  student  sliould  be  scliooled  not  only  in  the  naked  eye 
appearance  of  laryngeal  disease,  .but  also  in  what  is  even  more 
necessary — early  laryngoscopic  diagnosis.  The  supreme  and  far- 
reaching  importance  of  the  latter  ought  to  be  evident  to  intuition, 
and  the  very  mention  of  the  subject  in  a  company  of  laryngologists 
should  be  looked  upon  as  a  piece  of  gross  impertinence  ;  and  yet,^ 
unthinkable  and  incredible  as  it  may  seem,  to  many  workers  in 
this  special  field  to-day,  whose  vision  does  not  carry  beyond  the 
tonsil,  whose  horizon  is  the  palatal  arcade,  and  whose  ignorance  of 
what  lies  beyond  it  is  as  boundless  as  the  deep,  it  is  a  neglected  or 
even  unknown  accomplishment.  A  fellow-laryDgologist,an  excellent 
man  and  a  good  surgeon,  who  had  wasted  a  number  of  years  out 
of  what  might  have  been  a  wholly  useful  life  removing  tonsils  and 
doing  submucous  resection,  when  asked  by  a  brother  practitioner 
about  the  laryngeal  appearance  in  one  of  his  cases,  exclaimed, 
"  Laryn.x  !     I  know  nothing  about  the  larynx  !  " 

It  is  impossible  to  exaggerate  the  importance  of  the  laryngo- 
scope to  the  medical  and  surgical  diagnostician  in  the  early 
detection  of  disease,  not  only  in  the  respiratory  organs  themselves, 
but,  of  equal,  if  not  superior  importance,  in  neighbouring  and 
remote  organs  of  the  body.  Long  in  advance  of  the  appearance 
of  classical  signs  and  symptoms  of  disease  in  other  organs  it  often 
points  the  way  to  grave  disorder. 

Not  to  multiply  examples,  how  often  is  such  a  seemingly  inno- 
cent performance  as  a  lame  or  staggering  cord  in  an  otherwise 
apparently  healthy  individual  the  early  herald  of  the  existence  of 
some  formidable  affection,  such  as  malignant  growth,  central  nerve 
disease  or  aneurysm,  or  a  tiny  moist  or  weeping  ulcer  on  the  vocal 
process,  or  a  vegetation  in  the  interarytsenoid  space,  to  the  alert 
and  practised  eye  the  tell-tale,  though  silent,  witness  of  tuber- 
culous ! 

Every  tumour  of  the  larynx,  no  matter  how  benign  it  may  appear, 
should  be  examined  with  the  greatest  possible  care.  Some  of  the 
most  fatal  diseases  known  to  man  make  their  first  appearance  in 
the  larynx  in  the  guise  of  great  benignity.  Thus  the  presence  of 
cancer  and  tuberculosis  in  the  individual  is  often  first  proclaimed 
by  the  discovery  of  an  apparently  simple  papillomatous  excrescence 
in  the  larynx.  By  the  careful  study  of  every  case  coming  under 
our  observation  we  will  some  day,  among  other  things,  clear  up  the 
mystery  which  surrounds  the  genesis  of  palpilloma  and  approach 
more  closely  with  the  naked  eye  alone  the  earliest  possible  recogni- 
tion of  some  of  the  most  deadly  diseases  of  the  larynx. 
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One  day  a  man  was  admitted  to  my  division  in  Bellvue  Hos- 
pital with  the  diagnosis  of  typhoid  fever,  but  he  presented  an 
appearance  which  I  had  never  seen  in  that  disease.  Not  knowing 
what  ailed  him,  I  called  the  resident  medical  staff  in  consultation 
and  the  consensus  of  opinion  was  that,  while  his  trouble  was  not 
such  as  had  been  diagnosed,  it  was  imposible  to  classify  it,  to  give 
it  a  name,  as  none  of  us  had  ever  seen  its  like  before.  Janeway  was 
summoned.  "  Acute  ulcerative  endocarditis."  In  view  of  the  fact 
that  there  were  no  detectable  morbid  heart  sounds  present,  the 
diagnosis  was  a  brilliant  one,  and  was  verified  by  autopsy  on  the 
following  day.  At  that  time  the  disease  was  practically  unknown, 
certainly  not  generally  known,  on  this  side  of  the  Atlantic.  I  had 
read  somewhere  an  abstracted  account  of  the  affection,  taken  from 
a  French  journal,  but  had  forgotten  it.  In  the  absence,  apparently, 
of  heart  trouble,  how  could  you  possibly  make  such  a  diagnosis,  he 
-was  asked.     "  I  don't  know,  but  I  have  seen  a  case,"  was  his  reply. 

The  local  treatment  (of  laryngeal  tuberculosis)  consisted  in  the 
nse  of  hot  and  cold  soothinu;  and  stimulating  inhalations,  the 
insufflation  of  an  opiate,  generally  morphia,  followed  by  a  mixture  of 
iodoform  and  starch  and  the  use  of  the  oesophageal  tube  to  facilitate 
•deglutition,  and  our  one  consoling  thought  was  that  we  had  placed 
■our  patient  in  a  condition  in  which  he  would  suffer  the  minimum 
amount  of  pain  and  approach  the  end,  if  possible,  with  resignation 
and  an  equal  mind.  All  were  doomed  to  die;  the  appearance  of 
the  disease  in  the  larynx  was  the  warrant  of  death.  We  did  not 
know  then  that  some  of  the  very  worst  cases  could  be  saved.  It 
was  not  until  years  after  that  I  had  the  truth  of  this  latter 
statement  brought  forcibly  home  to  me  by  the  following  case,  which 
I  take  from  several  others  quite  as  remarkable  : 

Mr.  B ,  a  small,  important  little  man,  with  an  iron  will, came  from  a  distant 

city  to  consult  me  before  f^oini;  West  for  his  health.  He  had  a  good-sized  cavity 
in  the  left  apex  ;  both  ventricular  bands  were  the  seat  of  broken-down  infiltration, 
the  ulceration  covering  both  surfaces  completely  and  extending  into  the  ventricles. 
There  was  marked  infiltration  of  the  aryepiglottic  folds  (pyriform  swelling), 
which  had,  however,  not  yet  ulcerated.  Physically,  he  was  in  very  bad  shape ; 
was  very  weak,  and  in  no  condition  to  undertake  even  a  short  journey.  I  advised 
him  to  return  to  his  home,  give  up  his  business  (that  of  banker),  and  live  in  the 
open  air,  and  on  no  account  to  attempt  his  trip  to  the  West,  as  he  might  never 
reach  his  destination  alive.  It  was  Seneca  who  said  that  it  is  a  part  of  the  cure 
to  wish  to  be  cured.  Well,  this  little  man  wished  to  be  cured,  and  cured  at  all 
hazards.  And  he  therefore  did  not  take  my  advice.  The  next  time  I  saw  him, 
two  years  later,  his  chest  cavity  had  become  obsolete,  the  laryngeal  infiltration 
had  disappeared,  and  the  ulceration  had  completely  healed.  He  had  gone  to 
Colorado,  pitched  his  tent  in  the  wilderness,  lived  in  the  open  air,  and,  as  far  as 
possible,  in  silence  and  in  solitude,  and  during  the  entire  absence  from  home  had 
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taken  no  medicine,  nor  had  he  even  laid  eyes  on  a  physician.  Again,  and  against 
my  advice,  he  returned  to  his  former  business.  In  six  months  ulceration  broke 
out  afresh  in  the  larynx.  This  time  I  told  hiiu  to  take  the  fastest  express  to  the 
West.  To  make  a  long  story  short,  I  saw  him  twenty-one  years  after  his  first  visit 
to  me.  He  was  perfectly  well,  and,  apart  from  the  scars  in  the  larynx,  no  one  would 
have  known  that  he  had  ever  been  hurt.  Remember,  this  was  not  a  case  which 
Iiappened  yesterday  or  the  day  before,  but  long  years  before  man  had  surrendered 
to  Nature  the  care  of  tuberculous  disease. 

Among  the  cases  of  general  and  laryngeal  tuberculosis  which 
presented  themselves  for  treatment  there  was  a  goodly  company  of 
the  variety  of  laryngeal  neoplasm,  which  I  liave  called  in  my 
classification  of  the  laryngo-tracheal  neoplasms  occurring  in  that 
disease,  papillomatous  excrescences,  vegetations  and  tumours,  and 
which  I  have  discussed  at  length  elsewhere.' 

As  this  form  of  tumour  is  yet  imperfectly  understood,  as  very 
little  is  still  known  concerning  its  histological  nature,  and  in  view 
of  the  fact  that  the  determination  of  its  essential  character  will  liave 
an  important  bearing  on  its  treatment,  I  will  again  venture  a  word 
concerning  it.  These  are  the  members  of  the  second  group,  and 
are  closely  allied  macroscopically  to  simple  laryngeal  palpillomata, 
for  which  they  are  easily  mistaken.  They  are  the  growths  which 
^very  student  learns  to  recognise  in  the  alphabet  of  his  special 
studies,  'i'hey  are  often  the  avant  courrier  of  laryngeal  and  pul- 
monary tuberculosis,  and  may  remain  for  along  time  as  the  solitary 
outward  and  visible  sign  of  that  disease.  Their  presence  in  the 
interarytenoid  fold  often  furnislies  strong  presumptive  evidence  of 
incipient  tuberculosis.  They  vary  greatly  in  size,  shape  and 
situation,  sometimes  projecting  from  under  the  anterior  commissure 
of  the  larynx  in  the  form  and  appearance  of  a  spray  of  coral,  at 
•others  filling  the  larynx  with  growths  macroscopically  indistinguish- 
able from  simple  papillomata,  which  are  sometimes  so  abundant  as 
to  cause  stenosis  and  necessitate  tracheotomy.  Their  mo.st  charac- 
teristic seat  is  the  posterior  laryngeal  wall,  where  they  appear  as 
warty  acuminate  or  leaf-like  outgrowths  of  a  pale  greyish  or 
pronounced  reddish  hue  :  or  banked  at  that  situation  in  a  solid 
mound,  either  smooth  in  contour  or  bristling  with  multiple 
acuminate  projections.  The  histology  of  this  class  of  tumour  has 
been  imperfectly  studied,  and  may  well  in  the  future  bear  a  more 
careful  scrutiny.  Stoerck,  who  first  called  attention  to  their 
presence  in  the  interarytenoid  fold  as  an  infallible  sign  of  incipient 
tuberculosis,  following  Rokitansky,  regarded  it  as  the  result  of  an 

'  Archives  of  Medicine,  New  York,  October  1,  1882,  and  an  unpublished  paper 
read  in  this  College  in  December,  1904. 
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indurated  proliferation  of  the  connective  tissue  wliicli  occurs  in  the 
course  of  chronic  tubercular  disease  of  tlie  mucous  membrane  in  the 
neighbourhood  of  the  arytenoid  cartilages.  Kundrat,  who  examined 
several  of  Stoerck's  cases,  pronounced  them  essentially  papillomata 
and  non-tubercular  in  origin.  I  know  of  no  other  special  observa- 
tion on  the  subject,  with  the  exception  of  the  microscopical 
appearances  of  a  case  of  my  own,  examined  for  me  by  Sydney 
CoTie,  then  pathologist  to  the  surgical  department  of  the  John.s 
Hopkins  Hospital,  many  years  ago  and  reported  to  the  oto-laryn- 
gological  section  of  this  College  in  December,  1904.  J  have  not 
time  to  go  into  a  detailed  account  of  the  anatomical  report.  Suffice 
it  to  say  that  in  the  sections  examined  the  picture  was  that  of  a 
tuberculosis  of  a  papilloma-papillomatous  tissue  infected  with 
tubercular  tissue.  Whether  or  not  the  growth  is  originally  tuber- 
cular or  becomes  so  secondarily  through  infection  is  a  point  to  be 
determined  by  further  observation.  Without  going  into  explana- 
tory detail,  the  study  of  the  sections  developed  facts  which  were 
not  only  of  histological  but  also  of  eminently  practical  importance. 
It  was  especially  interesting  from  a  diagnostic  point  of  view  in  the 
microscopic  differentiation  of  this  form  of  outgrowth  frorri  the 
papillary  variety  of  epithelioma,  particularly  when,  as  sometimes 
happens,  the  tubercle, bacillus  is  only  found  after  a  diligent  and 
prolonged  search.  It  also  went  to  show  that  incomplete  attempts 
at  removal  only  served  to  stimulate  the  local  growth  of  the 
neoplasm  and  increase  the  danger  of  reinfection.  It  will  be  the 
task  of  the  future  to  determine  whether  all  growths  of  this  nature 
found  in  a  tubercular  .subject  show  a  tubercular  structure,  or 
whether  there  are  some  that  adhere  to  the  strictly  papillomatous 
type.  Whether  benign  or  tubercular,  the  very  fact  that  this 
variety  of  tumour  often  heralds  the  approach  or  proclaims  the 
presence  of  tuberculosis  in  the  individual  only  emphasises  the 
importance  of  examining  with  cai'e  not  only  clinically,  but  micro- 
scopically, all  papillomata  taken  from  the  larynx  and  trachea. 
With  regard  to  their  mode  of  development,  it  is  quite  possible,  as 
Cone  has  suggested,  that  in  some  cases  at  least  they  may  have  an 
origin  analogous  to  the  papillomata  found  in  the  urethra  and 
vagina,  which  are  probably  produced  by  infection  by  the  tuber- 
culous discharge  from  the  bladder  and  uterus. 

This  variety  of  outgrowth  was  always  looked  upon  as  perfectly 
legitimate  surgical  prey.  I  have  often  removed  the  entire  tumour 
or  portions  of  it,  calmly  and  utterly  innocently  oblivious  of  the 
fact  that  I  was  in  so  doing  stimulating  its  local  growth  and  scat- 
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tering  the  disease  elsewhere,  thus  shortening  the  JDiiruey  of  tlie 
patient  to  the  grave.  Looking  back  tlirongh  that  night  of  meddle- 
some, though  innocent  surgical  transgression,  as  I  view  it  in  the 
long  experience  of  after  years,  and  fully  mindful  of  the  fact  that 
the  universal  sentiment  of  authority  counsels  immediate  surgical 
removal  of  all  growths  in  the  larynx  of  the  tubercular  subject,  I 
must  confess  that  even  now  I  approach  the  considei'ation  of  their 
treatment  with  great  trepidation  as  I  give  you  the  advice,  which 
I  gave  in  this  College,  but  before  another  society,  over  twelve 
years  ago.  The  mere  presence  of  a  tubercular  tumour  in  the  wind- 
pipe is  not  always  necessarily  an  indication  for  its  removal.  If  an 
operation  is  to  be  done,  it  should  be  done  for  good  and  sufficient 
reasons,  and  after  weighing  cai-efully  all  the  facta  in  each  indi- 
vidual case.  Tubercular  tumours  of  the  larynx,  as  far  as  we  at 
present  know,  pursue  a  slow  course,  show  little  tendency  to  early 
ulceration,  and  may  survive  with  unbroken  surface  the  process  in 
the  lung.  In  their  removal  by  ordinary  methods  the  possible 
dangers  of  autoinfection,  with  metastasis  and  reinfection  at  the 
seat  of  operation,  should  not  be  lost  sight  of.  That  these  dangers 
are  not  chimerical  is  apparent  from  some  of  the  recorded  litera- 
ture of  the  subject,  and  notably  in  the  case  of  Hennig,  in  which 
death  from  reinfection  took  place  thirty-seven  days  after  the 
operation.  In  my  own  cases,  two  were  found  posf-morteni,  two 
were  already  past  all  surgery,  while  tlie  fifth  remained  with 
unbroken  surface  for  ten  years,  and  was  not  touched  with 
instruments  of  any  kind.  Serious  interference  with  function 
should,  of  course,  constitute  ground  for  operation,  and  the  charac- 
ter of  the  latter  will  depend  on  the  nature  of  the  case.  Whatever 
method  of  pi'ocedure  is  adopted,  it  must  be  radical  and  include  not 
only  the  removal  of  the  growth  in  its  entirety,  but  also  a  liberal 
portion  of  the  surrounding  healthy  tissue.  A  closer  study  of 
tubercular  tumours  of  the  larynx  will  be  necessary  before  we  can 
formulate  a  definite  plan  of  surgical  treatment.  In  the  meantime, 
we  must  watch  and  wait. 

Out  of  all  the  joyous  hours  at  Golden  Square  that  still  linger 
affectionately  iu  my  heart  and  iu  my  recollection,  there  comes  to 
me  but  one  disturbing  and  discordant  memory — our  treatment  of 
cancer  of  the  larynx.  This  consisted,  I  shudder  in  the  telling,  in 
the  performance  of  tracheotomy,  and  the  subsequent  removal, 
piecemeal,  of  the  growth  through  the  natural  passages.  By  this 
process,  which  to-day  in  enlightened  surgical  communities  would 
be  considered  as  a  means  of    slow  murder,  the  growth  was  stimu- 
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lated  at  once  into  tnucli  greater  activity  ;  the  patient  naturally 
became  worse  and  worse,  and  was  sent  to  liis  long  home  much 
-earlier  than  if  he  had  been  left  severely  alone.  Of  course,  there 
was  never  a  thought  of  cure.  The  patient  was  passed  around 
from  surgeon  to  assistant,  and  from  assistant  to  student,  each  in 
liis  turn  removing  fragments  from  the  larynx.  One  of  the  visitors 
to  the  clinic  said,  on  one  occasion,  of  a  case  thus  maltreated, 
"  Look  at  the  poor  devil ;  he  has  been  plucked  at  by  every  expert 
■and  tyro  in  the  place  !  "  Naturally,  the  more  the  forceps  were 
used,  the  more  desperate  became  the  plight  of  the  patient.  These 
were  in  very  truth  the  days  of  "  frightfulness  "  in  the  management 
-of  this  disease.  As  I  have  often  said  since  then,  when  I  look  back 
through  the  years  in  which  I  have  seen  cancer  of  the  larynx  mal- 
treated, and  in  which  I  have  unconsciously  maltreated  it  myself,  I 
am  simply  appalled  at  the  retrospection.  With  the  accusing  voice 
of  those  days  of  sacrifice  and  slaughter  still  ringing  through  my 
mind,  and  in  full  view  of  the  chastening  experience  of  succeeding 
years,  I  trust  that  in  the  long  and  bitter  fight  that  has  raged 
around  the  treatment  of  cancer  of  the  upper  air-tract  during  the 
last  two  decades  I  have  at  least  in  part  atoned  for  the  sin  of  my 
youthful  experience,  although  I  have  been  held  up  as  a  still  greater 
transgressor  for  demanding  in  all  cases  of  larynx  cancer  the  most 
radical  measures,  and  for  keeping  hands  off  the  growth  until  the 
last.  Just  here  permit  me  to  correct  a  wrong  impression  that 
seems  to  have  been  created  in  the  minds  of  some  of  my  colleagues 
both  at  home  and  abroad  as  to  my  views  on  microscopic  evidence 
in  the  diagnosis  of  suspicious  looking  neoplasms  of  the  larynx. 
According  to  my  critics,  I  reject  completely  the  use  of  the  micro- 
scope in  the  diagnosis  of  malignant  growths  of  the  larynx,  and 
therefore  would  recommend  the  complete  operation  for  that  dis- 
ease in  the  presence  of  doubt  as  to  its  nature.  As  one  of  them 
puts  it,  I  "  kick  the  microscope  into  the  dust  heap."  No  one  but 
a  congenital  fool  would  refuse  in  doubtful  cases  the  aid  of  the 
microscope,  and  no  one  outside  of  an  asylum  would  advise  a 
radical  operation  (such  as  the  one  suggested  by  me)  without  a 
certainty  of  diagnosis.  There  are  some  things  that  go  without 
saying  and  which  ought  to  be  obvious  to  the  dullest  apprehension, 
and  I  cannot  think  that  anyone  who  knows  me  can  believe  me 
guilty  of  such  insanity.  My  original  remarks,  made  in  1900, 
which  have  called  forth  such  a  storm  of  abuse  and  misrepresenta- 
-tion,  dealt  in  general  principles  of  diagnosis,  and  no  attempt  at 
•elaboration  or  specification  was  made.     My  position,  as  then  stated, 
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is  simply  that  tlie  microscope  sliould  be  tlie  court  of  last  resort 

the  final  method  of  appeal.  Hands  off  the  growth  until  the  last. 
Then,  if  microscopic  examination  is  necessary,  let  patient  and 
surgeon  he  prepared  for  immediate  operation.  As  I  said  on  the 
occasion  already  referred  to,  "  before  resorting  to  thyrotomy  as  a 
diagnostic  means  in  general,  especially  if  a  portion  of  the  growth 
is  to  be  removed  for  examination,  it  should  be  clearly  understood 
beforehand  with  tlie  patient  that,  if  the  disease  should  prove  to  be 
cancerous,  the  surgeon  shall  be  at  liberty,  if  in  his  judgment  it 
seems  best,  to  proceed  at  once  to  operation."  I  took  this  stand  in 
order  to  check,  if  possible,  the  reckless  and  indiscriminate  removal 
by  laryngologists  of  suspected  tumours  of  the  larynx  for  micro- 
scopic examination,  and  from  what  I  hear  and  read  I  may  be 
pardoned  if  I  say  that  the  warning  has  not  been  given  in  vain. 

As  these  remarks  are  devoted  to  reminiscence  and  confession, 
and  not  to  controversy,  a  discussion  now  of  the  subject  would  be 
entirely  out  of  place.  As  I  leave  it,  let  me  turn  to  the  last  words- 
on  larynx  cancer  by  Butlin,  the  inspiration  and  leader  of  the 
English  school,  uttered  not  long  before  he  died. 

"  I  wish  I  had  begun  to  perform  it  (laryng^ectomy)  earlier.  I  am  sure  tliat 
several  of  the  oases  in  which  I  performed  thyrotomy  were  much  better  fitted  for 
laryngectomy,  and  I  cannot  help  thinking;  I  might  have  saved  one  or  two  of  the 
patients  in  whom  recurrence  took  place  if  J  had  then  removed  the  laryn.x.  I  think 
the  glands  ought  to  be  removed  in  every  case  in  which  there  is  extensive  carci- 
noma of  the  larynx,  even  if  it  be  intrinsic,  unless  the  disease  is  limited  to  the 
middle  zone  of  the  interior  of  the  larynx.  Even  in  these  cases  it  would  probably 
be  a  wise  precavition  to  remove  the  glands.  I  have  never  removed  the  glands  and 
the  larynx  at  one  sitting." 

Catarrhal  affections  of  the  larynx  were  treated  with  inhalation, 
insufflation,  and  topical  applications  were  made  to  that  organ  with 
the  (?amel-hair  brush,  the  use  of  compressed  air  being  then 
unknown  in  England.  Our  main  reliance  was  on  the  salts  of  zinc, 
the  chloride  and  the  sulphate  in  simple,  and  the  sulphate  of  copper 
in  sy])hilitic  laryngitis,  and  I  may  say  in  passing  that  there  are 
few,  if  any,  agents  that  surpass  in  efficacy  in  simple  inflammation 
of  the  larynx  these  preparations  of  zinc,  which  are  among  our 
oldest  and  most  trustworthy  servants  in  the  treatment  of  this 
class  of  affection.  Among  the  ward  formulte  in  Bellevue  Hospital 
was  one  which  we  greatly  relied  upon  in  the  treatment  of  venerenl 
warts,  and  which  consisted  of  a  solution  of  sulphate  of  zinc  in 
spirits  of  lavender.  When  this  was  applied  to  the  growths  they 
vanished  as  if  by  magic.  So  striking  was  the  astringent  effect 
that  when  I  started  in  practice  I  had  a  more  elegant  preparation. 
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of   the  /,inc  salt  made,  wlueh  I  have  been  using  successfully  ever 


siilce 


Comparatively  little  was  known  at  that  time  of  affections  ot 
the  thyroid  gland.  All  cases  were  alike  to  us-all  were  goitre. 
The  treatment  consisted  either  in  drawing  a  seton  through  the 
tumour  or  embedding  in  its  substance  a  dart  of  znic  shaped  like 
the  point  of  an  Indian  arrow  and  inserted  into  the  body  of  the 
o-rowth  through  a  liberal  opening  with  the  knife.  Pro  use  sup- 
puration was  thus  set  up,  which  after  a  lapse  of  more  or  less  une 
■  nid  after  much  inconvenience  and  suffering,  caused,  or  did  not 
cause  dimunition  in  size  or  virtual  disappearance  of  the  growth. 
A  photoo-raphie  albun.  was  kept  in  the  clinic  with  life-like  pictures, 
which  preserved  the  images  of  the  patients  in  the  various  stages 

-of  their  martyrdom.  ,  ,  .      ,        ^  n    i  .1,,+ 

Turnmo-  now  to  diseases  of  the  nose  (rhmology),  we  find  that, 
with  the  exception   of  polypus  and  oz.-ena,  it  was  practically   a 
closed  book      Even  with  deflection  of  the  septum  (can  you  think 
it  -f)    we  had   no  concern.     The   same  was  true   of   the  accessory 
sinuses      In   the   second   volume   of   Morell  Mackenzie's   classical 
work   published  as  late  as  1884,  in  the  section  on  nasal  diseases, 
the  subject  IS  not  even  mentioned.      Even  the  antrum  was  over- 
looked,   in    spite    of    the   fact  that   centuries    before,   Drake    and 
Cowper    and  the   two   Meibomii  (father  and   son),  had  lent  then- 
,ntlaence  to  the  necessity  of  the  investigation,  of  antral  diseases, 
Wrthe  surgical  methods  for  their  relief.     And  Palfyu,  ni  the 
.eventeenth  century,  had  called  attention  to  tronta    smus  suppu- 
lation,  and  proposed  the  trephine  for  its  cure.     AH  tl-t  I  knew 
Ibout   the    sinuses  was    contained  m   an  article   by   Sir  Wilham 
Hamilton  in  the  Medical  Tiv.es,  1845,  and  fan.iliar  to  me  in  my 
colleo-e  days  through  its  reproduction  m  an  appendix  to  hi^  we  1- 
laiown  work   on   Metaphysics.      In   this    curious    contribution  he 
sought  to  combat  the  dogmas  of  phrenology  by  showing  among 
othL  thino-s,  that  the  frontal  sinuses  were  the  natural  abodes  or 
1-dmg   places   of   many  different  kinds   of  worms   and  other   low 

*"""  The  motley  multitude  of  its  guests  might  almost  tempt  us  to 

regard  it  as  . 

'  The  cistern  for  all  creeping  things 

To  knot  ancj  gender  in.' "' 

Much    confusion    existed  in  those   days   of   the  sixteenth  and 

seventeenth  centuries  as  to  the  source  of  purulent  discharges  from 

he  nose,   some    considering    them   all   of    cerebral   origin,   others 
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decliiriiig  that  those  wliicli  were  not  atteiideil  with  fever,  Iieaihielie, 
or  pain  elsewhere,  and  from  which  the  pus  fiowecl  from  tlie  nostrils 
without  inconvenience  to  health,  as  in  a  suppurating- ear,  came 
from  what  was  known  then  as  the  pituitary  sinuses.  Nathaniel 
Highuiore,  who  wrote  at  that  time,  and  whose  name  has  been  pre- 
served from  oblivion  bv  his  graphic  account  of  the  antrum  maxillare, 
did  not  help  the  existing  confusion  much  when  he  declared  that 
the  ostium  maxillare,  which  he  described  and  depicted,  was  an 
immisary,  and  not  an  emissary,  foramen  of  that  cavity.  Hence 
those  who  followed  him  described  pain  in  the  teeth  and  caries  as 
due  to  a  "  humour  distilling  from  the  head  into  the  antrum  of  High- 
more,"  thus  getting  tlie  cart  well  in  front  of  the  horse.  Let  me 
remind  you  here  that  in  the  ancient  Greek  systems  of  medicine  all 
nasal  discliarges,  whetlier  catarrlial  or  suppurative,  were  supposed 
to  come  from  the  l)rain,  through  the  cribriform  plate,  ethmoidal 
and  sphenoidal  cells,  according  to  Hippocrates;  from  the  pituitary 
gland  and  ventricles,  according  to  Galen.  These  views  of  the 
Greek  physicians,  whose  notions  of  the  ietiology  of  disease  were 
curiously  influenced  by  the  prevailing  philosophical  doctrines  and 
vagaries  of  their  time,  were  followed  by  the  Arabian  school,  and 
were  imported  by  them  into  Europe,  and  prevailed  on  the  Continent 
as  late  as  the  seventeenth  century,  when  they  were  completely 
overthrown  by  the  colossal  labours  of  Conrad  Victor  Schneider, 
whose  wonderful  anatomical  picture  of  the  nasal  mucosa  ledHaller 
to  christen  it  the  Schneiderian  membrane.  It  is  true  that  Van 
Helmont  had  long  before  assailed  with  pitiless  .satire  the  "  grey- 
iiaired  dreams  of  the  Grecians";  that  Cardan  had  previously  shown 
that  the  discharge  came  sometimes  from  the  secreting  portions  of 
the  nasal  membrane,  and  that  Botal  had  entered  an  anatomical 
]irotest  against  the  hypotheses  of  the  ancients,  but  it  is  chiefly  due 
to  the  exhaustive  anatomical  researches  of  Schneider  that  their 
absurdity  was  de«nonstrated.  Schneider's  demonstrations  imparted 
a  great  impetus  to  the  study  of  the  anatomy  and  surgerv  of  the 
head.  Morga'gni  laughed  at  Highmore's  blunder,  but  conspicuous 
among  the  surgeon  anatomists  of  his  day  it  was  William  Cowper 
who  was  the  pioneer,  and  who  shed  most  light  on  its  differential 
<hagnosis  and  treatment,  and  made  sinus  suppuration  give  up  the 
secret  which  it  had  kept  so  long. 

But  in  sjoite  of  the  fact  that  the  subject  had  a  literature  running 
back  to  remote  or  even  ancient  times,  it  was  not  until  the  great 
grippe  epidemic  m  the  declining  days  of  the  century  that  hiis 
recently  passed  away  that  man  fii-st  awoke  to  the  full  realisation  of 


424  The  Journal  of  Laryngology,         [October,  1916. 

what  a  cur.«e  Iiis  sinuses  had  been  to  liiiii  (ami  he,  too,  all  uncon- 
scious of  the  fact)  througliout  all  the  centuries  that  liad  gone  before. 
At  that  time,  while  we  had  made  great  advances  in  technique, 
wdiile  the  dawn  of  a  new  era  in  this  class  of  affection  was  breaking, 
it  must  nevertheless  be  confessed  that  we  followed  very  closely  the 
teachings  of  our  masters  of  long  ago. 

In  1894,  at  the  Congress  of  American  Physicians  and  Surgeons, 
the  subject  of  accessory  sinss  disease  was  given  prominent  place, 
for  the  first  time  in  this  or  other  countries,  before  a  general  medical 
and  surgical  audience  of  the  entire  society.  Bosworth,  Bryan,  and 
I  were  assigned  to  the  task  of  opening  the  debate.  The  following 
year  the  first  international  discussion  of  the  subject  of  the  surgery 
of  the  sinuses  was  held  in  London  at  a  special  and  unusual  session 
of  the  British  Lai-yngological,  Rhinologieal  and  Otological  Associa- 
tion. Those  wlio  took' part  in  it  and  gave  their  views  and  experi- 
ences were  Bosworth,  Luc,  Delavan,  Moure,  Lennox  Browne,  Dal}% 
Mayo  Collier,  De  Roaldes,  Dundas  Grant,  Krause,  Bryan,  Bark, 
Sajous,  Mclutyre,  and  Stoker.  For  some  inscrutable  reason  I  was 
asked  to  open  the  debate.  The  remarks  of  those  who  followed  me 
were  most  instructive,  and  for  that  day  a  fairly  thorough  exposi- 
tion of  the  then  status  of  the  question.  I  mention  these  two  occa- 
sions, for  they  were  among  the  early  signals  for  the  onrush  of  the 
coming  events  in  this  special  department  of  snrger}',  which  had 
already  cast  their  shadows  before.  The  ball  had  started  to  roll, 
the  pot  had  commenced  to  boil  ;  the  worst  was  yet  to  come. 

No,  I  shall  not  disturb  the  tonsil  question.  God  forbid  !  I  am 
down  in  cold,  remorseless  type  in  many  places  on  that  subject, 
and  even  if  I  wished  to  run  away  from  my  convictions,  I  would 
have  no  avenue  of  escape.  I  only  want  to  say  that  those  far-off 
days  at  Golden  Square  were,  perhaps,  the  tonsils'  happiest  and  most 
halcvon  time;  fur  it  had  not  then  been  found  out  that  the  germs 
of  a  multitude  of  diseases  common  to  man  left  well-established, 
convenient  and  natural  avenues  of  entrance  into  the  body  to 
seek  their  destination  by  other  and  moi-e  devious  paths  through 
the  tonsil  substance;  nor  had  tliis  invading  host  of  pathogenic 
visitors,  some  well  known,  others  nameless  and  nondescript,  yet 
found  in  the  tonsil  crypts  and  in  the  tonsil  vessels  either  a  birth- 
place or  an  asylum.  They  fell ;  yes,  fell  as  leaves  in  Vallombrosa. 
Not  a  day  passed  that  did  not  take  its  bloody  toll  of  tonsils.  The 
cuillotine  was  nearly  every  day  much  the  busiest  instrument  on  the 
job.  In  all  that  long  roll  of  cases  I  fail  to  recall  a  single  serious 
accident   after  tonsillotomy,  except  now   and  then  severe  h;i?mor- 
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rliage ;  nor  have  I  even  seen  since  then  the  operation  done  with 
more  dexterity  and  thoroughness.  If  tlie  surgeons  of  those  days 
did  not  do  as  much  far-reaching  good  as  the  tonsillectomist  of  the 
present  time,  they  certainly  did  infinitely  less  harm. 

One  of  the  .strangest  things  in  the  early  development  of 
I'hinology  in  England  and  America  was  the  slow  and  belated 
perception  of  the  importance  and  significance  of  the  condition 
falsely  known  as  adenoids.  Although  over  ten  years  had  elapsed 
since  the  publication  of  Meyer's  work  on  the  subject,  and  although 
two  years  later  it  had  been  translated  into  English  in  the  Trans- 
urtians  of  the  Bledical  and  Chirnrgical  Society  of  London  (1870) 
very  little  attention  was  given  to  it  in  the  clinic.  Woakes  and  I 
operated  on  a  great  many  cases.  Woakes  wrote  a  paper  in  which 
he  maintained  the  capillary  nature  of  the  growths  against  the 
generally  accepted  belief  that  they  were  glandular  or  adenoid  in 
structure.  We  never  knew  our  mistake  until  French  had  to  tell 
us  that  they  were  neither  papillomatous  nor  adenoid,  but  lymphoid 
in  character.  Woakes  was  an  interesting  personality,  with  original, 
but  often  erroneous,  theories.  His  work  on  "Necrosing  Ethmoid- 
itis,"  while  pathologically  hopelessly  wrong,  served  to  first  rivet 
attention  on  the  study  of  ethmoiditis,  and  was  therefore  historically 
the  beginning  of  the  modern  literature  of  that  affection. 

In  looking  back  to  the  old  days  in  London,  allow  me  to 
recall  yet  another  experience,  which  to  me  at  least  has  a  certain 
historical  interest.  One  morning  I  received  a  visit  from  a  friend 
and  fellow-lodger  in  the  house  in  which  I  had,  as  the  English 
say,  "chambers."  He  was  a  phlegmatic  Dutchman,  a  born 
linguist  (spoke  seven  or  eight  foreign  languages  fluently),  a  globe- 
trotter, an  observer  of  a  most  inquiring  and  eager  mind.  He  had 
come  to  consult  me  about  a  coryza  which  invariably  and  only 
occurred  after  se.xual  indulgence.  I  told  him  that  he  must  be 
dreaming,  or  that  lie  must  catch  cold  during  the  sudden  cooling 
off  process,  following  the  heat  of  tempestuous  bodily  e.\ertion. 
Not  at  all.  He  did  not  get  unduly  e.xcited  at  the  time.  On  the 
contrary,  he  was  more  or  less  indifferent  to  coitus,  but  practised  it 
one  day  a  month  as  a  physiological  duty  (or  purge),  as  a  matter,  as 
it  were,  of  personal  hygiene.  It  was  part  of  his  philosophy. 
One  night  during  the  month  coitus,  the  following  morning  always 
coryza. 

The  situation  was  unique,  interesting,  absolutely  new  to  me  and 
others  to  whom  I  told  the  tale.  Shortly  after  this  experience  I 
stumbled  quite  by  accident  in   the  clinic   on  two  women  who  com- 
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plained  of  stoppage  of  the  nose,  sneezing,  and  watery  discharge, 
occurring  only  during  the  menstrual  period.  Not  to  delay  you 
.with  a  longer  recitation  of  the  cii'cumstances  in  the  ca.se,  without 
a  guide,  in  an  absolutely  unknown  territory,  coming  across  an 
observation  here  and  there  and  ever  on  the  alert  and  lookintr  for 
cases  bearing  on  the  subject  myself,  at  the  end  of  five  years  I  had 
accumulated  enough  material  from  which  to  generalise  and 
publish  my  conclusions,  which  I  did  in  the  ATnerican  Journal  of  the 
Medical  Sciences  for  April,  1884,  in  an  essay  which  was  the  first 
attempt  to  reduce  this  curious  relationship  to  a  scientific  basis. 
This,  then,  is  the  simple  story  of  the  almost  accidental  discovery 
of  a  then  unknown  physiological  relationship  which  to-day  has 
an  enormous  literature.  Two  years  ago  I  received  from  Germany 
a  work  by  the  younger  Seifert,  which  consisted  of  a  critical  review 
of  nearly  300  brochures,  theses  and  papers  on  the  subject,  and 
even  this  list  of  contributions  was  inconifilete. 

From  London  I  went  to  Munich,  where  I  became  an  assistant 
in  the  clinics  of  Zeimssen  and  Oertel.  Zeimssen  was  a  prolific 
writer,  but  is  chiefly  known  to  laryngologists  as  the  author  of  the 
articles  on  diseases  of  the  larynx  in  his  well-known  "  Encyclo- 
pedia of  Medicine."  Oertel  wrote  little  or  nothing  on  laryngology, 
but  his  articles  on  the  physics  of  laryngoscopy  were  the  most 
scientific  of  his  day.  Zeimssen,  a  tall,  distinguished,  patrician  type 
of  man  of  advanced  years;  Oertel,  a  little  hunchback  dwarf  of 
middle  age,  but  whose  face  was  intelligence  itself,  and  whose  eye 
was  as  piercing  as  the  Roentgen  ray.  Both  masters  of  internal 
medicine,  both  experts  in  laryngology. 

Although  a  comparatively  small  town,  the  wealth  of  clinical' 
material  in  Munich  was  enormous.  I  have  never  seen  in  a  ffiven 
period  of  time,  not  even  in  the  vast  clinics  of  London,  such  a 
number  of  laryngeal  growths,  nor  have  I  ever  seen  them  removed 
witli  greater  skill.  They  came  to  Oertel  from  all  parts  of  the 
Continent,  and  the  little  man,  even  in  the  most  difficult  cases, 
always  made  good.  For  the  student  the  atmosphere  was  ideal, 
the  combination  of  special  and  general  work  perfect.  At  one 
moment  we  were  giving  cold  baths  or  packs  to  typhoid  patients, 
in  the  next  removing  a  laryngeal  growth.  The  special  branch  of 
medicine  was  not  studied  apart,  but  kept  in  contact  and  closest 
touch  with  all  the  other  departments  of  medicine.  We  could  not 
get  away  from  any  one  part  of  general  medicine  even  if  we 
wished  to  do  so,  and  this  leads  me  to  say  that  the  proper  time 
to  lay  the  foundation   for  the  educated  specialist  is  in  early  life. 
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in  liis  early  studies,  if  possible  in  his  undergraduate  days,  for  it  is 
at  this  period  of  his  medical  training  that  he  is  in  the  best  posi- 
tion to  acquire  that  fundamental  knowledge,  and,  what  is  of  more 
importance,  that  breadth  of  mind  which  is  so  essential  to  his 
future  development.  At  this  receptive  period  of-  the  development 
of  his  mind  he  can  best  recognise  the  limitations  of  each  special 
branch  of  medicine,  and  can  best  be  taught  to  generalise  pro- 
foundly not  in  one,  but  in  all  departments  of  medical  thought. 
It  is  at  this  stage  of  his  career  that  it  is  impossible  for  him  to  cut 
loose  from  the  other  departments  of  medicine.  The  growth  of  his 
special  studies  goes  on  pari  passu  with  his  advance  in  other  lines 
of  work,  and  he  is  brought  in  daily  contact  with  disease  in  other 
organs  of  the  body.  He  learns  at  the  outset  that  no  department 
of  medicine  is  isolated  and  independent,  but  that  they  are  all 
mutually  dependent  and  co-ordinate.  And  if  he  is  made  of  the 
proper  stuff,  this  fundamental  lesson  and  illuminatingfirst  impression 
will  follow  him  in  his  special  work  iTi  after  life  as  an  inspiration 
and  a  guiding  star. 

Those  days  of  Munich  were  halcyon  daj^s.  I  thank  my  stars 
that  I  lived  and  learned  in  the  older  Germany,  before  that 
nation  had  altogether  ceased  to  be  the  dreamer  that  she  was 
when  she  entered  the  modern  world  ;  that  I  heard  her  music  and 
listened  to  her  songs  in  the  joyous,  peaceful  days  of  the  Lorelei, 
and  not  in  those  of  the  Hymn  of  Hate  ;  before  the  departure  from 
simplicity  and  simple  idealism  of  the  lovable  people  who  gave  the 
world  Santa  Claus. 

Later,  when  I  studied  in  Vienna,  I  found  a  different  atmosphere. 
Here  the  only  means  of  acquiring  special  knowledge  of  the  subject 
were  the  imperfect  courses  on  diseases  of  the  larynx  given  by  the 
professors  and  their  assistants.  There  was  no  special  course  in 
rhinology,  which  subject,  as  in  England,  was  left  entirely  alone. 
Stoerck  and  Schroetter  were  the  leaders  in  laryngology  at  that 
time.  The  former,  although  handicapped  somewhat  by  his  method 
of  examination,  the  so-called  Schu.sterkuge!,  and  a  tremblino- 
hand  in  manipulation  within  the  larynx,  always  delivered  the 
goods.  Hans  Chiari,  then  assistant  in  pathology,  now  professor  in 
Strassburg,  had  charge  of  the  department  of  pathology  in  the 
Rudolfspital.  He  had  five  young  men  to  help  him  in  the 
laboratory,  three  of  whom  were  Americans — Councilman,  now  of 
Harvard;  Beltield,  of  Chicago;  and  myself. 

It  was  one  of  my  duties  at  the  autopsies  to  look  after  the  condition  of  the 
laryn.\  and  trachea,  so  that  when  one  morning  the  body  of  a  man  who  had  died  of 
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cancer  of  the  stomach  was  brought  in  for  a  post-mortem,  I  was  handed  the  wind- 
pipe for  examination.  Secondary  cancerous  deposits  were  present  in  the  liver, 
kidney,  spleen,  and  other  organs.  The  lungs,  however,  contained  tubercular 
cavities ;  the  pharynx,  larynx,  and  trachea  were  free  from  inflammation  and 
ulceration.  The  bronchial  and  retrotracheal  glands  were  enlarged,  tumefied,  and 
caseous.  In  the  membranous  posterior  wall,  at  its  junction  with  the  cartilaginous 
framework  of  the  trachea,  abovit  li  c.c.  above  the  bifurcation,  was  a  well-defined 
circumscribed  tumour  about  the  size  of  a  small  bean,  its  long  axis  parallel  with 
that  of  the  trachea,  and  of  a  uniformly  even,  smooth  appearance.  It  was  covered 
by  the  mucous  membrane  of  the  trachea,  and  was  dense  in  consistence,  giving  to 
the  touch  the  sensation  of  a  hard  cancerous  nodule,  for  which,  indeed,  it  was 
mistaken.  A  similar  growth  was  found  in  the  pericardium.  The  microscope 
revealed  a  picture  for  which  I  was  not  prepared.  It  showed,  namely,  that  the 
tumour,  which  seemed  to  have  its  origin  in  the  submucous  connective  tissue, 
consisted  in  the  main  of  an  aggregation  of  distinct  tubercular  nodules,  set  in  a 
more  or  less  well-marked  vascular  network  of  connective  tissue.  The  majority  of 
the  tubercles  lay  in  the  deeper  portions  of  the  mucous  membrane  and  in  the 
submucous  tissue.  A  few  were  more  superficial,  lying  under  the  epithelium. 
They  exhibited  all  grades  of  degenerative  change  ;  in  some  caseation  was  so  far 
advanced  that  nothing  remained  but  the  cellular  wall.  Between  the  individual 
nodules  the  connective  tissue  was  liypertrophied,  and  the  seat  of  a  moderate 
amount  of  round-celled  infiltration,  whicli  had  invaded  the  glandular  follicles  in 
its  vicinity.  The  tissue  of  the  trachea  in  the  immediate  neighbourhood  of  the 
growth  presented  uo  remarkable  change.  The  nodule  in  the  pericardium  showed  the 
same  histological  structure  that  was  found  in  the  tracheal  neoplasm.  Shortly 
after  this  experience  I  came  across  a  similar  case,  in  which  the  tumour  was  con- 
fined in  a  most  unusual  way  to  the  vestibule  of  the  larynx.  The  subject  from 
whom  the  growth  was  taken  died  of  pvdmonary  tuberculosis.  The  whole  upper 
compartment  of  the  larynx,  including  the  epiglottis,  aryepiglottic  folds  and 
ventricular  bands,  presented  a  remarkable  appearance.  It  was  completely  covered 
by  little  mounds,  wliich  represented  small,  uniformly  smooth,  dense,  moderately 
hard  nodular  growths,  which  lay  beneath  the  mucous  membrane.  The  nodules 
were  about  the  size  of  a  split  pea,  each  merging  into  its  neighbours,  so  as  to  form 
one  continuous  growth.  The  process  ceased  abruptly  on  either  side  at  the  free 
border  of  the  ventricular  band.  There  was  no  trace  of  ulceration  in  pharynx, 
larynx,  or  trachea,  iMicroseopic  examination  of  numerous  sections  of  the  growth 
showed  it  to  be  of  the  same  nature  as  the  above-described  neoplasm  in  the 
trachea. 

These  two  cases  were  absolutely  unique.  Chiiiri  lunl  never  seen 
anything  like  it  before  ;  no  one  had  even  suspected  the  existence 
of  such  a  condition.  After  over  a  year's  search  through  litera- 
ture for  similar  cases,  I  published  my  own  in  the  Archives  of 
Medicine,  New  York,  for  October  1,  1882.  As  much  confusion 
still  exists  as  to  what  constitutes  a  true  tubercular  tumour  of  the 
windpipe,  I  may  be  pardoned  for  again  drawing  attention  to  the 
subject.  Since  the  publication  of  my  own,  cases  have  here  and 
there  found  their  way  into  medical  literature,  some  without  doubt 
examples  of  true  tubercular  tumour  as  defined  in  my  original 
article,  whilst  others — and   these  are  probablj'  in  the  majority  — 
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are  extremely  doubtful  in  nature;  and  must  be  thrown  into  the 
category  of  localised  infiltration  or  into  the  papillomatous  group, 
which  I  have  already  considered.  A  true  tubercular  tumour  is 
extremely  rare,  and  by  true  tubercular  tumour  I  mean  not  simply 
any  localised  swelling  containing  the  bacillus,  but  a  distinct, 
definite,  characteristic  tumour  formation  covered  by  broken  epi- 
thelium and  consisting  of  a  congeries  of  miliary  tubercles  set  in  a 
vascular  network  of  connective  tissue  and  exhibiting  all  grades  of 
tubercular  degeneration  to  cavity  formation.  I  have  seen  but 
three  cases  in  which  the  diagnosis  was  microscopically  established 
beyond  a  doubt,  and  two  in  which  no  histological  examination 
was  made.  As  far  as  my  limited  experience  goes,  the  tendency 
of  this  form  of  tumour,  as  well  as  the  papillomatous  variety,  is 
not  toward  ulceration  unless  tampered  with  by  incautious  attempts 
at  instrument^d  removal.  In  one  case,  in  which  the  patient  made 
a  gallant  fight  for  life  of  nearly  ten  years  and  finally  succumbed 
to  pulmonar}'  hasniorrhage,  the  growth — which  consisted  of  a 
small,  smooth,  lobular  tumour  in  the  interarytenoid  fold — during 
that  whole  period,  beyond  a  slight  increase  in  size,  remained 
practically  unchanged.  These  two  cases  are  of  historical  interest, 
inasmuch  as  they  are  the  first  cases  on  record  of  tumours  of  any 
kind  in  the  windpipe  shown  microscopically  to  be  tubercular. 
Tliey,  therefore,  represent  the  earliest  exact  knowledge  of  this 
form  of  tuberculosis,  and  are  the  first  tu  establish  the  separate 
existence  of  this  previously  unknown  phase  of  that  disease. 

As  in  London,  so  in  Munich  and  Vienna,  no  attention  was 
paid  to  the  nasal  passages  or  accessory  sinuses,  and  therefore  no 
courses  on  the  subject  were  given.  I  had  to  turn  my  steps  home- 
ward to  learn  something  about  the  diseases  of  these  organs. 
Here,  too,  I  entered  a  practically  untrodden  field.  The  subject 
holding  the  centre  of  the  stage  aud  overshadowing  every  other  at 
that  time  was  the  surgery  of  the  turbinated  bodies,  and  especially 
the  inferior,  in  the  treatment  of  the  hypertrophic  form  of  rhinitis, 
and  the  operation  engaging  most  attention  was  the  removal  with 
the  cold  wire  snare  of  tiie  posterior  hypertrophied  end  of  the 
inferior  body  for  the  relief  of  that  condition.  Although  these 
masses  were  probably  removed  again  and  again  with  the  wire, 
as  anyone  can  convince  himself  by  referring  to  the  standard 
surgical  works  of  the  last  two  centuries,  their  true  anatomical 
significance  and  relation  to  nasal  inflammation  was  not  properly 
appreciated  until  Bigelow  demonstrated  the  erectility  of  the 
tissues  concerned  in  their  development.     As  I  have  pointed  out 
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elsewhere,^  Bigelow  was  not  the  first  to  show  the  erectility  of  that 
structure,  but  to  him,  apart  from  independent  discovery,  belongs 
the  credit  not  only  of  giving  the  best  description  of  this  tissue, 
and  of  more  accurately  defining  its  minute  structure  and  extent 
of  distribution,  but  also  of  showing  that  the  so-called  muco- 
periosteum  of  the  posterior  part  of  the  septum  is  in  reality  an 
erectile  substance.  Bigelow  was  also  the  first  to  observe  the 
alternate  inflation  and  collapse  of  these  bodies,  which  he  compai'ed 
to  that  of  the  lungs  of  a  small  animal,  thereby  leading  the  way  to 
the  rational  interpretation  of  nasal  inflammation.  From  their 
resemblance  to  the  cavernous  bodies  of  the  penis  Bigelow  gave 
them  the  name  of  turbinated  corpora  cavernosa,  but  as  Henle 
.  and,  more  recently,  Zuckerkandl,  have  pointed  out,  they  may  be 
with  more  propriety  classed  among  the  contractile  as  contra- 
distinguished from  the  erectile  tissues. 

The  credit  of  urging  the  necessity  of  their  removal  by  the  cold 
wire  snare  belongs  to  Jarvis.  Prior  to  that  the  galvano  cautery 
had  been  used  in  this  country  and  Germany.  In  the  latter  country 
it  was  extensively  adopted,  and  it  is  a  noteworthy  fact  that  Zaufal, 
who  is  an  enthusiastic  advocate  of  the  cold  wire  snare  in  the 
removal  of  polypi,  recommends  the  cautery  for  turbinated  hyper- 
trophies. Jarvis  was  followed  by  Bosworth,  who  wrote  enthusi- 
astically upon  the  subject.  I  wrote  about  it,  everybody  wrote 
about  it,  and  everybody  operated.  One  of  my  colleagues  said 
that,  on  leaving  my  office  one  day,  he  trod  on  what  he  thought  was 
a  lot  of  peanut  shells,  but  on  picking  some  of  them  up  he  found 
that  they  were  turbinated  bones.  The  operation  in  the  course  of 
time  was  abandoned.  The  operators  went  to  the  other  extreme,  as 
in  the  case  of  all  surgical  crazes.  The  operation,  however,  within 
proper  limits,  did  much  good,  for  the  following  reasons  :  In  cases 
suitable  for  it,  it  fulfilled  in  a  simple  and  radical  manner  the  removal 
of  the  obstruction,  and  it  did  this  without  interfering  with  the 
normal  air  currents  in  their  curvilinear  course  through  the  middle 
meatus,  as  that  avenue  and  the  anterior  portions  of  the  passages 
remained  unchanged  in  their  anatomical  relation,  thus  preserving 
intact  normal  respiration  and  natural  filtration  of  the  air.  As  the 
hypertrophied  mass  meant  tissue  largely  deprived  of  function  from 
the  loss  of  glands  and  blood-vessels,  their  absence  involved  no 
sacrifice  of  physiological  usefulness,  while  their  removal  not  only 
facilitated  cleansing  of  the  posterior  nares,  but  also  diminished 
apparently  the  amount  of  tenacious  mucus  which  the}'  contributed 
'  Boston  Medical  and  Surgical  Journal,  January  1,  1885. 
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to  the  nasal  discharge.  It  also  seemed  to  relieve  the  collateral 
congestion  in  other  parts  of  the  cavernous  structure.  Finally,  in 
some  cases  it  caused  the  complications  of  so-called  reflex  character 
to  disappear,  especially  cough  and  asthmatic  breathing.  The  latter 
is  easily  understood  when  we  reflect  that  it  is  this  portion  of  the 
reflex  sensitive  area  of  the  nose  that  is  most  responsive  to  reflex 
producing  impressions,  notably  those  concerned  in  the  production 
of  cough  and  asthma.^ 

The  simple  removal  of  the  posterior  end,  leaving  the  rest  of  the 
structure  intact,  is  a  safer  and  much  more  rational  procedure  than 
the  wholesale  destruction  of  the  turbinated  bodies,  which  is  the 
routine  practice  so  common  at  the  present  day  of  those  who  forget 
that  the  aim  of  nasal  therapeutics  is  preservation  of  function,  and 
not  the  destruction  of  everything  in  sight.  Let  ine  repeat  in  this 
connection  what  I  have  said  upon  another  occasion  : 

No  one  questions  the  frequent  necessity  of  the  complete  or 
incomplete  sacrifice  of  the  middle  turbinate  bone,  notably  in  the 
case  of  accessory  sinus  suppuration  and  the  radical  cure  of  tumours 

'  The  effects  or  sensations  produced  by  irritation  of  tlie  nasal  mucosa,  whether 
by  mechanical,  simple  tactile  or  electric  contact,  chemical  or  thermic  agencies,  or 
by  a  pathological  process,  are  more  correctly  appreciated  and  located  in  the 
anterior  than  in  the  posterior  portions  of  the  nasal  passages.  The  more  we  recede 
into  the  deeper  regions,  the  nearer  we  approach  the  pharynx,  the  more  vague  and 
indeterminate  and  ine.xact  are  the  messages  which  stimuli  cari-y  to  the  central 
nervous  apparatus.  Thus,  for  example,  in  stimulation  of  the  lower  and  posterior 
portions  of  the  nasal  cavity  the  sensation  of  irritation  or  hurt  is,  in  many  cases, 
referred  not  to  the  nose  itself,  but  to  the  larynx,  and  in  some  instances  to  the 
bronchial  tubes,  producing  in  the  one  case  cougll  and  in  the  other  bronchial 
wheezing.  This  is  not  only  experimentally  but  clinically  true.  Now  in  calling 
attention  m  any  years  ago  to  a  special  sensitiveness  to  certain  reflex  producing 
impressions  in  the  nasal  mucous  membrane,  I  did  not,  nor  do  I  now,  as  has  been 
wrongly  inferred,  desire  to  maintain  that  patliological  reflexes  may  not  originate 
from  other  portions  of  the  nose,  for  wherever  there  is  a  sensitive  nerve  filament  it 
it  is  possible  to  provoke  a  reflex  movement. 

My  contention  is  simply  this :  that  the  area  indicated  in'  my  original  paper 
represents  by  far  the  most  sensitive  portion  of  the  nasal  cavities,  and  that  patho- 
logical reflex  phenomena  are  in  the  large  majority  of  cases  related  to  diseased  con- 
ditions of  some  portion  of  this  si-nsitive  area.  That  all  pathological  nasal  reflexes 
arise  from  irritation  of  this  particular  area  is  a  preposterous  proposition  which  I 
do  not  and  never  have  maintained.  Whether  a  special  sensitiveness  in  certain 
portions  of  the  nasal  mucous  membrane  exists  or  not,  the  agitation  of  the  question 
has  led  to  more  rational  methods  of  procedure  in  the  treatment  of  a  large  class  of 
nasal  affection  and  to  more  consei-vative  methods  in  intranasal  surgery.  Before 
the  Ideation  of  the  sensitive  area  or  areas,  the  nasal  tissues  were  destroyed  with 
an  almost  ruthless  recklessness  that  bade  fair  to  bring  intranasal  surgery  into  the 
worst  repute.  (For  an  elaborate  discussion  of  this  whole  subject,  see  article  by 
the  author  in  "Wood's  Reference  Handbook  of  the  Medical  Sciences,"  edited  by 
Buck,  Wm.  Wood  ilt  Co.,  New  York,  1887,  vol.  v,  pp.  222-242.) 
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of  the  nasal  and  accessor}'  cavities,  and,  in  occasioilal  cases,  as  a 
substitute  for  operation  on  tlie  septum.  But  to  make  it  responsible 
for  a  host  of  woes  unnumbered,  and  to  attack  it  surgically  from  a 
purely  theoretical  standpoint,  is  vicious  both  in  princi[)le  and 
practice.  Especially  preposterous  is  its  removal  for  the  alleged 
cure  of  the  disease  falsely  called  hay  fever.  In  dealing  with  this 
structure  it  should  always  be  remembered  that  its  anterior  end  is 
one  of  the  chief  buttresses  against  the  admission  of  foreign  matter 
to  the  air-passages,  the  principal  point  at  which  filtration  of  the 
external  air  takes  place.  It  should,  therefore,  not  be  assailed  on 
indifferent  and  insufficient  pretext,  or  sacrificed  on  the  altar  of 
fantastic  hypothesis. 

One  of  tlie  most  interesting,  if  at  the  same  time  one  of  the 
saddest,  chapters  in  the  books  of  rhinology  is  that  which  tells  the 
story  of  tlie  surgery  of  the  septum.  In  the  early  days  of  my 
special  practice  comparatively  little  liad  been  done  to  radically  and 
satisfactorily  remedy  abnormalities  of  that  structure  ;  observers 
busied  their  brains  with  the  burning  question  whether  tlie  deflected 
septum  is  turned  more  frequently  to  the  ^ht  than  to  the  left, 
never  concerning  their  faculties  with  the  remedial  aspect  of  the 
subject,  and  in  the  presence  of  that  overshadowing  conundrum  the. 
treatment  of  the  condition  was  lost,  while  many  followed  the 
ancient  advice  of  Marcus  Aureliiis  Severinus,  who  declared  that, 
inasmuch  as  the  distorted  system  was  doubtless  placed  in  that  posi- 
tion by  the  will  of  God,  it  would  be  eminently  sacrilegious  to  inter- 
fere with  such  conspicuous  manifestation  of  Divine  dispensation, 
and  therefore  it  should  be  left  severely  alone. 

The  measures  then  in  vogue  were  the  Blaudin  artificial  perfora- 
tion, a  mischievous  and  lazy  performance ;  the  Adams' operation, 
the  forcible  restoration  of  tlie  septum  to  the  middle  line  with 
forcepv,  a  very  unsatisfactorj'  ;ind  clumsy  undertaking  ;  stellate 
fracture,  connnonly  known  as  Steele's,  and  later  as  the  Asch  opera- 
tion, and  the  saw.  Let  me  stop  right  here  to  do  a  dead  man 
historical  justice.  The  principle  involved  in  the  stelhite  fracture 
originated  with  James  Bolton  of  Eichmond,  Virginia,  who  many 
years  before  described  his  method  of  procedure  in  the  Viryinia 
Medical  Monthly.  Bolton  first  employed  an  ordinary  pair  of 
button-hole  scissors,  with  which  he  made  the  stellate  incisions. 
Subsequently  an  instrument  was  made  for  him  by  Tiemann  of 
New  York,  and  from  this  developed  the  apparatus  used  at  the 
present  day. 

Later  the  introduction  of   the  surgical  drill,  first  driven  by  the 
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dental  engine  and  afterwards  b}-  electric  power,  marked  a  decided 
advance  in  surgical  procedure.  With  the  arrival  of  other  and 
newer  methods  this  e.xcellent  agent  fell  into  undeserved  neglect, 
in  spite  of  the  fact  that  a  variety  of  work,  and  delicate  work,  can 
lie  successfully  done  with  it  without  interruption  of  the  duties  of 
the  individual,  and  without  disagreeable  after-results. 

But  in  spite  of  these  improvements  in  the  surgery  of  tlie  septum 
tliere  were  cases  which  still  baffled  the  most  ingenious  methods. 
This  was  particularly  true  in  regard  to  irregularities  in  the  con- 
formation of  its  bony  framework,  as  in  certain  cases  of  deep-seated 
deflection  in  which  the  patient  would  not  submit  to  operation  or 
the  surgeon  hesitated  to  perform  it.  To  overcome  this  difficulty  I 
pi-' posed  in  1882,  at  the  annual  meeting  of  the  Virginia  State 
Society,  and  carried  out  in  the  spring  of  the  following  year,  1883, 
an  operation  which  consisted  essentially  in  the  removal  of  portions 
of  the  external  wall,  and  notably  the  inferior  turbinated  bone  of 
the  obstructed  side  (or  portion.^ thereof)  as  a  substitute,  in  suitable 
cases,  for  operation  unon  the  septum  itself.^ 

The  method  is  a^  ^ '^able  in  cases  in  which  sufficient  reason 
exists  for  not  operating  on  the  septum.  Its  principle  may  also  be 
extended  in  its  application  to  other  surgical  procedures  within  the 
nasal  passages.  Its  chief  value  is  in  certain  e.xceptional  cases  in 
which  other  methods  are  contra-indicated  or  can  be  carried  out 
only  with  difficulty. 

Since  my  original  article  was  published,  I  have  received  several 
communications  from  various  laryngologists  in  this  country,  notably 
from  the  late  Jarvis,  and  Roe,  of  New  York,  in  which  they  have 
stated  that  the  principle  hiid  not  only  given  them  great  satisfaction, 
but  had  also  extricated  them  on  moi  e  than  one  occasion  from  great 
difficulty  and  embarrassment. 

The  crying  need  in  operation  on  the  septum  is  greater  sim- 
plicity of  performance.  ^\'ith  a  comparatively  speaking  small 
armamentarium,  backed  by  a  quant iivi  sufficiut  of  good,  common, 
surgical  horse  sense,  the  surgery  of  the  septum  is  not  a  coinj^li- 
cated  problem,  but  one  which  can  be  worked  out  with  comparative 
simplicity  and  satisfaction. 

Such  was  the  state  of  the  cpiestioii  thirty-three  years  ago.  You 
know  it.s  subsequent  history.  1  will  not,  therefore,  carry  you  any 
farther  into  paths  which  are  perfectly  familiar  to  you,  and  will  leave 

'  "  On  Removal  ot  the  Inferior  Turbinated  Body  of  the  Obstructed  Side  as  a  Sub- 
stitute for  Operation  on  the  Deflected  Sseptum  in  Certain  Cases,"  New  England 
MetUeiil  Moiifhlij,  1884,  iv,  p.  249. 
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jou  now  with  this  brief  review  of  the  older  methods,  bidding  you 
remember  that  it  is  a  long,  long  way  from  button-hole  scissors  to 
the  complicated  technique  of  submucous  resection,  and  asking  you 
to  graciously  accept  this  little  bit  of  personal  experience  and  re- 
minder of  what  we  had  to  contend  with  in  the  earlier  days  from 
one  who  has  travelled  through  the  dust  and  heat  of  that  road. 

At  a  banquet  held  several  years  ago  by  the  American  Laryngo- 
logical  Association,  the  toastmaster,  Kelly  Simpson,  in  calling  on 
Bosworth  for  a  speech,  said  that  his  (Bosworth's)  saw  would  be 
still  on  deck  long  after  the  swivel  knife  had  been  forgotten. 
While  this  may  sound  to  some  as  the  irresponsible  language  of 
post-prandial  enthusiasm  and  exaggeration,  at  the  same  time  it 
may  well  come  to  pass  that  in  some  cases  we  will  return  to  some 
of  the  older  methods,  or  modifications  of  older  methods,  which, 
though  less  spectacular  than  most  of  those  performed  at  the  present 
day,  did  very  much  less  harm. 

The  elder  Disraeli,  in  the  preface  to  his  "  Amenities  of  Litera- 
ture," says  that  to  be  ignorant  of  all  antiquity  is  a  mutilation  of 
the  human  mind.  It  has  long  been  my  custom  when  seeking  some- 
thing new  to  go  to  the  ancients.  So  in  the  rush  of  modern  in- 
vention and  procedure  it  may  sometimes  be  wise  and  profitable  to 
pause,  retrace  our  steps,  and  pass  in  review  the  work  of  those  who 
have  gone  before.  We  of  this  generation  may  in  this  way  learn 
much  from  those  who,  in  the  grey  dawn  of  its  earlier  histoi-y, 
fought  the  battles  of  laryngology  to  make  its  calling  and  election 
sure  in  the  eyes  of  their  fellow-men. 

In  this  rambling,  disorderly,  crazy  quilt  talk  which  I  have  given 
tliis  little  family  gathering  here  assembled,  I  have  endeavoured 
in  an  informal  way  to  recall  some  of  that  past,  to  remind  j'ou  that 
all  things  did  not  go  very  well  then;  that  difficulty  after  ditficulty 
had  to  be  met  and  surmounted;  that  the  distrust  in  which  our 
calling  was  held  in  many  quarters  had  to  be  overcome,  and  that 
finally  the  laryngoscope  had  to  be  bi-ought  from  its  lowly  place  as 
a  simple  means  of  examination  to  occupy  its  now  recognised  lofty 
position  as  an  instrument  of  progress  and  power  in  medical  research, 
in  scientific  expansion  and  in  the  exploration  of  the  unknown. 
The  men  of  those  days  lived  in  a  time  of  crisis.  Laryngology  was 
on  triiil,  its  fate  was  hanging  in  the  balance.  An  obsession  or 
madness  such  as  some  that  have  since  swept,  through  the  specialty 
would  liave  turned  the  scales,  for  the  serpent  of  Esculapius 
had  not  then  been  driven  from  the  temple  by  the  Golden  Calf. 
Remember,  too,   that  in  that  day  the  earnest    seeker  after  truth 
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liad  to  reckon  not  only  with  liis  brother  in  regular  standing,  but 
also  with'  the  charlatan  and  the  professional  quack.  It  was  this 
latter  gentry's  quickening  opportunity  and  appointed  time;  for  in 
the  darkness  and  mystery  of  an  incompletely  explored  terrain 
they  found  their  Canaan,  and  in  that  promised  laud  their  fields  of 
gold.  Medical  qien  confounded  them  with  the  struggling  laryn- 
gologist,  whom  they  looked  upon  with  suspicion,  and  spoke  con- 
temptuously of  his  limited  sphere  of  work,  quite  forgetful  of  the 
fact  that  their  own  ignorance  of  the  subject  was  abysmal,  that 
their  sole  weapon  for  the  conquest  of  throat  disease  was  the 
probang,  and  thai  they  were  long  unwilling  to  let  even  that 
frail  sceptre  of  their  power,  or  impotence,  pass  to  other 
hands. 

I  have  tried  this  evening  to  live  only  in  the  past;  to  forget  the 
present  with  all  its  wealth  of -marvellous  achievement;  to  call  back 
a  part  of  the  practice  of  a  rugged  era.  some  of  which  deserves  to 
outsleep  Endymion  in  oblivion,  but  much  of  which  was  most  whole- 
some and  good ;  to  breath  again  the  purer  and  the  happier  atmo- 
sphere of  that  era,  and  to  snatch  from  it,  perhnps,  some  lost  ideal ; 
to  roam  once  more  through  pleasant  fields,  wild  and  uncultivated 
maybe,  but  which  loving  recollection  has  for  ever  kept  full  of 
fragrance,  even  though  the  budding  hope  of  laryngology  had  not 
then  come  to  flower. 

Addendum. 

The  equipment  of  the  medical  student  is  uot  complete  without  some  knowledge 
of  the  past  history  of  his  art  and  the  names,  the  personalities,  the  aspirations, 
the  ideals,  the  lives  and  deeds  of  those  who  made  it.  It  is  an  amputation  of  his  mind 
to  cut  it  off  from  the  wondrous  story  of  the  birth  and  growth  and  development  of 
medicine  and  its  compelling  progress  in  all  the  ages,  through  storm  and  sunshine, 
through  error  and  enlightenment,  through  failure  and  achievement.  .4nd  if  he 
goes  at  it  in  the  proper  way  its  study  will  not  be  labour,  but  will  bring  to  him 
the  most  satisfying  mental  relaxation  and  the  most  refreshing  consciousness  of 
culture  that  cannot  be  obtained  in  any  other  way.  In  the  short  sketches  which 
follow  I  have  given  a  few  brief  references  to  the  work  of  some  of  the  men  whom 
every  student  of  rhinology  should  know  something  about. 

Jean  Fernel,  or  Fernelius,  as  he  is  known  to  thi-  medical  historian,  was  born  in 
Picardie  (1-196),  but  later  moved  to  Paris,  where  he  acquired  a  large  practice  and 
became  body  physician  to  Heni-y  II,  then  King  of  France,  whose  sterile  wife,  the 
notorious  Catherine  de  Medici,  was  made  to  bear  offspring  through  his  skilful 
treatment,  a  service  which  so  pleased  the  monarch  that  whenever  he  left  home  he 
always  took  Fernelius  with  him.  On  one  of  these  excursions  the  physician's  wife 
was  taken  suddenly  ill  with  a  cold  and  died,  and  her  husband's  grief  was  such 
that  he  followed  her  soon  afterwards  to  the  grave.  Catherine  had  a  number  of 
children,  among  them  two  daughters  — Elizabeth,  who  married  Philip  II  of  Spain, 
and   .Margaret   of  Valois,  who   married  the   King  of  Navarre — and  a  son,  Henry, 
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who  ascended  the  throne  as  King  Henry  III.  It  is  interesting  in  tliis  connection  to 
recall  the  anecdote  of  the  latter  at  the  betrothal  feast  of  his  sister,  Margaret,  as  an 
historical  example  of  the  power  of  olfactory  impression  in  awakening  sexual 
desire.  On  that  occasion  he  dried  his  face,  by  accident,  with  a  garment,  moist 
with  her  perspiration,  belonging  to  Maria  of  Cleves.  This  so  excited  him  sexually 
that,  although  Maria  was  tlien  the  bride  of  the  Prince  of  Conde,  he  could  not 
restrain  his  passion,  and  made  her  miserable,  as  history  tells  us.  A  similar  story 
is  told  of  Henry  IV  and  the  beautiful  Gabriel,  who  later  became  his  mistress,  the 
King's  desire  being  aroused  when  at  a  ball  he  wiped  his  wet  brow  with  her 
handkerchief. 

Fernilius  was  a  prolific  writer,  but  among  his  services  to  medicine  he  should 
be  remembered  by  laryngologists  in  general  and  students  of  sinus  disease  in 
particular  as  the  keen  observer,  wlio  a  century  and  more  before  Schneider  wrote, 
witli  the  ancient  doctrines  of  the  Greeks  and  Arabians  still  unchallenged,  and 
40U  years  before  our  own  time,  drew,  unconsciously  perhaps,  a  subtle  distinction 
between  suppuration  from  the  "  pituitary  "  sinuses  or  thereabouts  and  the  purulent 
flux  which  was  supposed  to  come  from  the  cavity  of  the. cranium. 

Gabriel  Fallopius,  1523-1562,  famous  anatomist,  whose  name  survives  in  many 
parts  of  the  body,  notably  the  Fallopian  tubes,  the  brilliant  pupil  and  successor 
of  Vesalius,  should  be  familiar  to  laryngologists  for  having  introduced  the  cannula 
in  the  development  of  the  modem  snare  and  as  the  alleged  discover  of  the 
sphenoidal  sinus. 

Aranzi,  Arantio,  or  Julius  Caesar  Arantius,  a  celebrated  Italian  physician  and 
surgeon  of  the  sixteenth  century,  wrote  among  other  volumes  a  work  on  the 
human  foetus  and  tumours,  and  invented  a  forceps  for  the  removal  of  nasal  polypi. 
He  introduced  an  original  method  for  the  direct  examination  of  the  nasal  pas- 
sages. In  a  wooden  window  shutter,  opening  into  a  darkened  room,  he  cut  a  circular 
foramen,  through  which  the  direct  concentrated  rays  of  the  sun  were  allowed  to 
stream.  The  organ  to  be  examined  (nose,  ear)  was  thus  illumined  by  the  column 
of  sunlight.  If  the  sun  was  not  shining,  or  if  the  examination  took  place  after 
dark,  he  used  a  candle,  or,  better  still,  a  globe  of  crystal  filled  with  water  through 
which  the  light  was  made  to  pass,  thus  anticipating  the  so-called  "  Schusterkuge!  " 
method  of  examination  of  the  present  day  by  nearly  300  years. 

Nathaniel  Highmore,  an  English  anatomist,  born  in  1613,  the  author  of  books 
on  the  art  of  generation,  hysteria,  and  hypochondriasis,  is  chiefly  known  to 
medical  scholars  by  his  work  on  anatomy,  published  in  1651,  and  entitled 
"  Corporis  Huraani  Disquisitio  Anatomica,"  in  which  occurs  his  famous  description 
of  the  antrum  maxillare  illustrated  by  a  large  plate  with  three  or  four  figures,  in 
which  he  porti-ays  the  cavity  and  its  relation  to  the  surrounding  structures  and  to 
the  brain. 

The  two  Jleibomii — John  Henry  and  Henry,  his  son,  the  latter  born  in  163S 
and  known  to  anatomy  as  the  discoverer  of  Meibomian  follicles  in  the  eyelids — 
were  among  the  early  investigators  of  antrum  disease,  as  we  learn  from  the  work 
of  J.  G.  Giinz  ("Programma  Indicit  et  Observationem  Ad  Ozsenam  Maxillarem 
Ac  Dentium  Ulcus  Pertinentem  Proponit — Lipsiae,"  1753),  a  learned  exposition  of 
the  maxillary  antrum  surgery  of  his  day. 

James  Drake  (1667-1707),  an  English  anatomist  and  surgeon,  chiefly  remembered 
by  his  classical  work  on  anatomy,  entitled  "  Anthropologia  Anatomica,"  was  one 
of  the  first,  if  not  the  first,  to  call  attention  to  the  fact  that  the  sanies  of  oza^na 
(fcetid  and  purulent  discharges  from  the  nose)  came  not  infrequently  from  the 
pituitary  (accessory)  sinuses,  and  more  especially  from  the  antrum. 

William  Cowper,  an  Englisli  surgeon  anatomist,  born  in  1666,  has  the  credit  of 
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having  discovered  thu  urethral  glands,  il702),  which  to-day  bear  his  name, 
although  they  were  previously  found  and  described  by  Mery  (1684),  wrote  several 
well-known  works  on  the  muscular  system  and  a  treatise  on  anatomy,  entitled 
"  The  Anatomy  of  Humane  Bodies,"  published  in  1698,  which  he  illustrated  with 
105  original  plates,  to  which  he  added  nine  perfunctory  ones  of  his  own,  which  with 
a  serene  audacity  which  is  not  a  stranger  to  some  of  our  fellow-mortals  of  the 
present  day,  he  bodily  stole  from  the  classical  work  of  Hidloo  (1685),  a  celebrated 
Dutch  anatomist  and  contemporary.  Cowper's  service  to  laryngology  consisted  in 
bringing  the  main  anatomical  facts  of  sinus  (antral)  disease  to  light,  in  laying  open, 
as  it  were,  its  pathological  condition,  in  showing  how  it  could  be  distinguished 
from  other  affections,  how  easy  it  was  with  the  aid  of  anatomy  to  apply  remedies 
direct  to  the  cavities  themselves,  and  finally  how  readily  the  structures  could  be 
reached  surgically,  thus  making  a  giant  stride  from  the  practice  which,  we  learn 
from  Celsus,  came  down  from  a  remote  antiquity,  of  cutting  open  the  face,  even  in 
cases  of  superficially  situated  ozaena  and  purulent  discharge,  and  sewing  it  up  a 
.again. 
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"  The  Complications  following  upon  Intranasal  Operations,  and 
the  Influence  of  Nasal  Sinus  Infection  upon  the  Moral  and 
Legal  Responsibility  of  the  Patient." 

Cases  .and  Specimens. 

Gniuij  I. — Influence    of    Sinus    Infection    upon    Moral    and    Leyal 

Responsibility. 

Pansinusitis  with  Complications— Neurasthenia,  Appendicitis, 
Suicidal    Impulses,    Delusional    Insanity  ;    Operation ;    Complete 

Recovery. — W.    M ,    aged    twenty-nine.      This    case    is    chosen    as 

representative  of  several  of  the  more  important  complications  dii-ectly 
clue  to  infection  derived  from  sinus  di.sease. 

He  came  under  notice  in  1911  when  suffering  from  great  depre.ssion 
and  general  neurasthenia,  for  whieli  he  was  under  tre<itmeut.  He  had 
marked  loss  of  memory  for  recent  events  and  inability  to  concentrate  his 
mind.  He  was  a  bank  clerk,  but  had  been  obliged  to  throw  up  work. 
From  being  a  remarkably  cheery  man  and  fond  of  mixing  in  society,  he 
had  Ijeeome  morose  and  miserable. 

Briefly,  his  history  began  with  an  attack  of  influenza  ten  years 
previously  ;  two  years  later  he  had  appendicitis,  but  was  not  <.)perated 
on  till  1907,  after  further  attacks  had  occurred.  He  suffered  from 
insomnia  for  a  year  after  that,  and  was  sent  on  a  voyage  to  Madeira, 
returning  apparently  restored.  In  February,  1911,  he  bad  another 
influenzal   attack,    and   afterwards    suffered    frour  bad   headaches    and 
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iusomuia,  becoming  again  thin.  mi>eral)le,  and  depressed.  He  struggled 
with  his  work  till  he  was  sent  ou  a  voyage  to  SweJen  in  May,  1911,  but 
returned  with  memory  defective  and  inability  to  do  any  work.  He  also 
had  much  nasal  discharge,  but  no  marked  headaches.  He  confessed 
that  he  had  had  suicidal  impulses  on  his  voyage,  and  before  he  was 
treated  was  the  subject  of  delusions  that  he  was  devil-driven,  and  that 
it  would  be  a  sin  to  lie  operated  on. 

September,  1911  :  A  double  intranasal  antral  operation  was  per- 
formed, much  pus  being  found  in  the  antra.  Bacterial  culture  showed 
Staphylococcus  pijocjviies  aureus  only.  He  subsequently  suffered  from 
more  marked  iusomuia.  and  his  delusions  were  more  pronounced.  The 
frontal  sinuses  were  washed  o>it  with  some  difficulty,  daily  for  a  time. 
He  then  refused  food  and  believed  he  was  a  dead  man,  and  that  it  was 
wicked  to  allow  himself  to  have  any  further  operation,  and  two  male 
attendants  were  required  to  feed  him  forcibly.  He  was  quite  insane, 
and  as  it  was  a  choice  between  further  operation  and  a  lunatic  asylum, 
his  parents  chose  the  former.  But  he  steadfastly  resisted  any  operation, 
because  it  was  wicked  to  allow  time  and  trouble  to  be  wasted  ou  a  dead 
man. 

On  October  29  I  performed  my  radical  osteoplastic  tiap  o)3eration 
ou  both  frontal  sinuses,  which  were  exceedingly  large,  extending  to 
the  outer  orbital  angles,  and  running  far  backwards,  so  that  the  orbital 
roof  was  removed  to  enable  the  whole  of  the  polypoid  mucosa  to  be 
cleared.  It  proved  to  be  a  very  difficult  and  long  operation.  The 
wound  healed  well,  although  the  delirious  patient  tore  the  bandages  ofi 
and  resisted  lavage  for  many  days,  always  being  forcibly  fed. 

December  3 :  The  wounds  all  healed,  and  there  was  very  little 
discharge,  but  he  was  still  full  of  delusions  of  having  committed  un- 
pardonable sins,  and  even  then  often  refused  food  for  a  dead  man.  From 
that  time  he  gradually  recovered,  though  his  delusions  did  not  disappear 
for  some  months.  But  he  was  able  to  return  to  work,  and  did  so  well 
that  about  one  year  later  he  was  in  charge  of  a  branch  bank  and  has 
continued  to  do  well  ever  since,  becoming  as  bright,  cheery,  nud  strong 
as  ever.  The  deformity  from  the  frontal  sinus  operation  was  scarcely 
noticeable,  even  ou  close  iuspection. 

The  connection  between  the  insanity  and  sinus  disease  was  too  close 
to  have  been  other  than  interdependent,  and  I  am  strongly  of  opinion 
that  his  appendicitis  was  due  to  infection  derived  from  the  sinus  in  his 
first  influenzal  attack. 

Frontal  Sinus  and  Antral  Suppuration  ;  Thieving. — Mrs.  X , 

aged  forty-eight,  came  to  me  in  19u(i.  complaining  of  severe  pain  in  left 
supra-orbital  region,  round  the  left  eye,  and  in  left  parietal  region. 
She  had  a  severe  influenzal  attack  a  year  previously,  and,  on  recovering, 
the  severe  pains  began  in  the  frontal  region,  continuing  to  recur  ever 
since. 

When  I  saw  her  she  presented  the  usual  typical  signs  of  left  frontal 
and  antral  suppuration,  but  it  was  remarkable  that  the  pain  in  the  head 
and  eye  would  come  on  abruptly  like  neuralgia  at  10  a.m.  and  lasted  till 
1  p.m.  daily  with  almost  clock-like  regularity.  She  also  had  left 
sphenoidal  sinus  suppuration. 

November  5,  19u7  :  The  left  antrum  and  sphenoidal  sinus  freely 
opened  per-uasally,  and  the  frontal  sinus  washed  out.  The  frontal 
sinus  was  frequently  washed  out,  also  the  other  opened  sinuses.  She 
improved  greatly,  but  still  suffered  from  neuralgia  and  depression. 
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Shortly  after  this,  her  husband  was  greatly  disti'essed  because  a 
valuable  diainoud  riug  had  been  lost  by  a  friend  in  another  eountv,  and 
the  police  had  discoyered  that  the  ring  had  been  taken  by  his  wife  to 
a  jeweller  in  Bristol  to  have  the  stones  altered.  There  was  no  doubt 
that  she  had  taken  the  ring ;  the  evidence  was  conelusive,  but  the  friends 
refused  to  prosecute.  Now  the  patient — a  lady  in  good  social  position — 
did  not  know  tliat  I  had  heard  about  it,  but  some  weeks  later  in  the 
course  of  a  visit  she  herself  told  me  of  what  she  had  done  as  a  matter 
of  interest,  showing  how  absent-minded  she  was,  spying  she  had  gone  to 
the  room  at  her  friend's  house  and  picked  it  up  with  her  own  after 
washing  ;  that  she  thought  it  was  one  left  her  by  an  aunt,  and  not  liking 
the  stones  took  it  be  altered. 

September,  1908  :  The  frontal  sinus  suppuration  and  left  supra- 
orbital neuralgia  having  recurred  and  persisted,  I  performed  my  osteo- 
plastic flap  radical  frontal  sinus  operation  on  the  left  side.  She  made 
a  good  recovery,  and  was  so  pleased  with  the  absence  of  deformity  that 
she  had  a  photograph  done  for  her  friends  and  myself.  The  cure  has 
remained  permanent. 

Pansinusitis;    Thieving. — Y ,  aged   seventeen.      This   patient 

was  quite  recently  arrested  for  having  stolen  a  postal  order  while 
engaged  as  a  letter-sorter.  When  interviewed,  she  admitted  the  theft, 
but  she  had  displayed  egregious  stupidity  in  carrying  out  her  depre- 
dations. She  had  previously  borne  a  good  character,  which  was  testified 
to  by  a  medical  man  in  whose  emjjloy  she  had  been  for  some  vears : 
"  She  has  frequently  received  money  and  receipted  accounts  for  me  at 
my  surgery,  and  I  have  always  found  her  reliable  and  trustworthy." 
She  came  of  very  respectable  parentage. 

The  medical  history  of  the  case  was  briefly  as  follows  :  She  came 
under  my  notice  as  an  out-patient  at  the  Royal  Infirmary  in  1911,  and 
underwent  an  operation  for  antral  suppuration  in  June  of  that  year. 
In  July,  1913,  she  had  a  further  operation  on  the  ethmoidal  labyrinth, 
and  in  October  both  frontal  sinuses  were  opened  per-nasailv  owing  to 
persistent  discharge.  After  that  she  continued  to  complain  of  supra- 
orbital pain  and  a  considerable  amount  of  discharge.  She  was  under 
observation  from  time  to  time,  and  in  November,  1914,  a  septal  re- 
section was  performed.  She  had  discharge  from  the  left  ear  after 
scarlatina,  followed  by  diphtheria,  and  which  persisted  at  intervals 
for  seven  years.  She  had  a  left  radical  mastoid  operation  in  January, 
1915.  It  will  be  seen  that  she  was  an  inveterate  case  of  pansinusitis 
with  double  otitis  media.  I  had  no  opportunity  personally  of  judging 
as  to  her  moral  character,  but  there  was  sufficient  evidence  that  she  had 
been  exposed  to  such  pernicious  influence  as  might  result  from  infective 
conditions  of  the  sinuses. 

I  sent  an  epitome  of  her  medical  history  and  of  the  operatious 
performed  to  her  solicitor,  and  in  view  of  the  fact  that  she  had  pre- 
viously borne  a  good  character,  and  also  that  she  had  e.xhil.)ited  such 
lack  of  intelligence  in  the  method  of  carrying  out  her  thefts,  the  justices 
took  the  view  that  the  disease  had  some  influence  in  bringing  about  her 
downfall,  and  that  she  was  not  normal,  and  therefore  bound  her  over 
under  the  Probation  of  Offenders  Act. 

Cases  illustrating  the  Effects  of  Nasal  Accessory  Sinus  In- 
fection.— Nasal  accessory  sinus  disease  causes  baneful  effects  on  the 
nervous  system  which  show  themselves  in  headaches,  mental  depression. 


■iiO  The  Journal   of  Laryngology,         [October,  1916. 

slow  cerebratiou,  loss  of  memory,  irritaliilitv  of  temper,  moral  j^erversiou, 
and,  in  the  reporter's  ex|ierieuce,  in  this  order  of  frequeucv.  Almost 
every  case  of  accessory  sinus  disease  shows  one  or  more  of  these 
phenomena.  If  there  is  nasal  obstruction  associated  with  the  siuus 
disease,  the  eii'ect  on  the  nervous  system  is  likely  to  lie  worse.  The 
more  accessory  cavities  there  are  involved,  and  the  more  chrouic  the 
disease,  the  more  frequent  and  the  more  severe  nre  the  deleterious 
effects  on  the  higher  cerebral  functions  likely  to  be.  These  are  the 
opinions  arrived  at  fi-om  an  examination  oi  the  reports  of  20(J  cases 
of  nasal  accessory  sinus  disease  taken  at  random  from  the  reporter's 
practice.  The  cases  comprise:  Antral  disease  (single  or  double,  with 
or  without  associated  ethmoidal  au'l  sphenoidal  disease),  143;  frontal 
sinus  disease  (single  or  double),  7;  frontal  sinus  and  antral  disease 
(single  or  double  and  with  or  without  ethmoidal  and  sphenoi'lal  disease), 
21  ;  ethmoidal  and  sphenoidal  disease,  29.  These  cases  can  be  divided, 
according  to  the  jiresence,  in  a  more  or  less  marked  degree,  of  the 
nervous  phenomena  already  noted,  into  three  classes — viz. :  (1)  Those 
in  which  these  are  absent  or  present  to  only  a  slight  degree ;  (2)  those 
in  which  they  are  bad  ;  (3)  those  in  which  they  are  very  bad  indeed. 
Natui-ally,  such  a  division  is  necessarily  of  an  arbitrary  nature,  but  as 
far  as  a  standard  could  be  set  it  was  adhered  to  without  prejudice.  Tlie 
result  in  tabulated  form  is  as  follows  : 


Cases 

Class  1 

Class  2 

Class  3 

l-i3  antral 

.     90     . 

.     39     . 

.     14 

7  frontal 

5 

1     . 

1 

21  frontal  and  antral 

9     . 

.       8     . 

-  4 

29  ethmoidal  and  sphenoidal 

22 

.       6     . 

1 

Tlie  effect  of  operation  is,  in  most  cases,  most  satisfactory  from  the 
psychological  point  of  view,  but  it  is  necessary  to  be  guarded  in  prognosis 
in  dealing  with  patients  iu  whom  signs  of  mental  weakness  or  of  a 
markedly  neurotic  tendency  were  present  before  the  sinus  disease 
developed.  In  these  the  sinus  disease  is  likeh'  to  have  a  very  bad 
psychical  effect.  Three  cases  of  this  kind  are  found  in  Class  3,  two 
having  suffered  from  antral  and  fiontal  disease  and  one  from  antral. 
The  two  former  improved,  the  latter  did  not. 

Sinus  disease  in  young  subjects  retards  mental  development,  but  the 
cure  of  the  disease  leads  to  rapid  improvement  in  tliis  respect.  The 
following  case  has  special  features  : 

S.   P ,   male,  aged  twenty-two,  complained  of  nasal  obstruction 

and  nasal  disciiarge  of  long  standing.  He  also  complained  of  frontal 
headache,  great  depression,  loss  of  self-control,  and  it  was  learned  he 
was  a  moral  degenerate  and  an  alcoholic,  and  had  become  uutit  to  attend 
to  a  good  business  of  which  he  was  the  owner.  He  was  convinced  that 
his  nose  was  the  cause  of  his  mental  and  moral  instability.  He  had  a 
double  septal  deflection  pressing  on  both  middle  turbinates,  and  so 
occluding  both  infundibular  regions.  The  septum  was  treated  by  sub- 
mucous resection.  This  was  followed  by  some  improvement,  and  he  dis- 
appeared from  observation,  though  it  was  learnt  from  time  to  time  from 
his  doctor  that  there  was  still  much  room  for  improvement  in  his  mental 
condition  and  his  moral '  conduct.  Two  years  later  he  came  under 
observation  again.  He  still  complained  of  frontal  headache,  and  there 
was  pain  over  the  right  frontal  sinus.  Evidence  of  right  frt>ntal  sinus 
disease  was  found,  and  was  probably  of  long  duration.     The  sinus  was 
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operated  im  by  the  iutrauasal  route.  The  result,  mentally  aud  morally, 
was  most  satisfactory.  His  natural  mental  acuteuess  returned,  and  his 
habits  completely  changed — a  result  ascribed,  by  those  who  knew  him, 
to  the  operation. 

Mental    Depression   following   Sinus   Infection. — I   had  a  very 

intractable  case  of  suppuration  of  the  maxillary  antrum  and  probably 
of  ethmoidal  aud  frontal  sinus  suppuration.  After  a  considerable  time 
he  left  off  treatment.  A  few  months  later  I  heard  he  committed  suicide 
because  of  the  continual  trouble.  He  was  always  in  a  "  depressed  mental 
condition.'" 

Influence  of  Sinus  Infection  on  Responsibility — In  youth,  aged 
twenty-two,  with  suppurating  maxillary  antrum,  there  were  marked 
symptoms  of  melancholia  aud  fear  of  suicide.  Patient  rapidly 
recovered  after  i.iperation. 

The  Influence  of  Accessory   Sinus  Infection   upon  the  Mental 

Condition. — A.     W. ,     married    woman,    aged     twenty-eight  ;    two 

children,  youngest  aged  one  year.  Husband,  a  medical  man,  noticed 
that  for  about  eight  months  his  wife  had  become  moody,  irritable,  auil 
uninterested  in  all  that  she  formerly  loved.  Sometimes  hysterical  and 
indifferent  ti)  iier  children,  whom  she  formerly  loved  very  dearly.  Her 
husband,  apprehensive,  dare  not  leave  her  alone.  She  was  seen  by 
several  eminent  physicians,  and  intestinal  toxsemia  was  diagnosed  and 
treated,  but  without  result.  Tliere  was  indefinite  history  of  nasal  dis- 
charge. Sphenoidal  sinus  found  affected.  This  was  opened  freely.  In 
three  weeks  she  was  a  new  woman,  or  rather  "  her  old  self,"  bright  and 
cheerful.  Three  years  have  elapsed  and  no  recurrence.  No  family  history 
of  any  mental  trouble. 

Groiqi  II. — Complications  following  Intranasal  Operations. 
(A)  Septic. 

Osteomyelitis  following  Radical  Antral  Operations. — Some  years 
ago  I  performed  a  radical  antral  operatiim  (Caldwell-Luc)  on  a  young 
anaemic,  unhealthy  woman.  The  antrum  was  vigorously  curetted  with 
a  sharp  spoon.  She  left  the  hospital  at  the  end  of  a  week  aud  returned 
a  few  days  later  with  swelling  of  the  cheek  and  slight  fever.  She 
developed  septic  osteomyelitis  of  the  upper  jaw,  and  died  a  fortnight 
later  from  meningitis.  I  know  of  a  similar  case  which  was  under  the 
care  of  a  colleague  who  considered  the  osteomyelitis  to  be  due  to  the 
vigorous  curetting. 

Septic  Pneumonia  following  a  Nasal  Sinus  Suppuration  Opera- 
tion.— This  case  occurred  under  the  care  of  a  colleague,  aud,  in  his 
absence,  was  seen  by  me.  A  nurse,  aged  fifty,  had  chronic  suppuration 
of  the  right  antrum  of  a  few  years'  du  ration.  She  also  had  occasional 
attacks  of  bronchitis.  A  simple  intranasal  antral  operation  was  satis- 
factorily performed.  The  anaesthesia  was  a  little  deeper  than  necessary. 
Four  or  five  days  after  the  operation,  the  evening  temperature  rose  to 
about  ]01°F.  aud  fell  to  99'^  P.  in  the  morning.  Expectoration  increased 
and  became  purulent.  Three  to  four  weeks  after  the  operation  the 
patient  died  of  broncho-pneumonia. 

80 
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Post-mortem  :  Purnleut  broucho-pneumonia  witli  small  abscess  for- 
mation. 

The  antral  ojjeratiou  was  entirely  satisfactory,  and  tbere  was  no  gross 
nasal  disease 

Meningitis   following   Submucous   Resection. — Seri<eant  C- 


aged  twenty-seven.  March  4,  UUti:  Complained  of  "a  feeling  of  always 
having  a  cold  for  six  months  and  loss  of  smell."'  March  14,  1916 : 
Submucous  resection  performed  and  adenoids  removed.  March  18, 1916  : 
Nose  doing  well,  slight  sore  throat,  temperature  99°  F.  March  22,  1916  : 
Discharged  as  fit  from  hospital ;  nose  in  good  condition. 

His  wife  gives  the  following  liistory  of  the  period  he  spent  at  home : 
March  22,  1916:  "Arrived  home  appearing  well,  but  not  so  lively  as 
usual."  March  26,  1916 :  "  Went  to  bed  complaining  of  severe  head- 
.  ache  and  refused  food."  This  condition  continued  until  March  29,  when 
he  had  delusions,  and  a  doctor  was  called  in.  He  was  quieter  next  day. 
April  1,  1916  :  He  became  violent  and  complained  of  pain  in  the  back. 
Ajsril  2.  1916  :  He  was  admitted  to  hospital,  and  the  diagnosis  of 
meningitis  was  made.  His  cerebro-spinal  fluid  and  blood  were  exa- 
mined for  organisms,  and  streptococci  were  found.  The  cerebro-spinal 
fluid  contained  much  pus.  April  3,  1916  :  He  was  very  restless,  had 
active  delusions,  and  tried  to  seize  at  imaginary  objects.  He  was 
partly  unconscious,  but  could  be  roused  to  answer,  though  incoherently. 
April  4,  1916:  Died.  Post-mortem:  Pus  was  found  in  his  ethmoidal 
cells  and  sphenoidal  sinuses,  and  they  contained  streptococci. 

Septic  Osteomyelitis  of  Maxillae  and  Frontal  Bone  ;  Extradural 
Abscess  and  Meningitis. —  (1)  A  fireman,  aboiit  seven  years  ago.  Old- 
standing  case  of  poly})i  :  operation  on  left  antrum  followed  by  spreading 
infection,  many  aliscesses,  and  death  from  meningitis.  Post-mortem 
examination  showed  perfoi'ation  tlirough  roof  of  sphen<_)idal  sinus. 

(2)  Corporal  L ,  at  a  military  hospital  in  January,  1916.  Old- 
standing  case  of  polypi.  A  surgeon  removed  several  polypi;  then 
operated  on  the  left  antrum  intranasally  ;  later  performed  a  submucous 
resection  of  the  septum  ;  he  was  then  pi-evented  by  illness  from  further 
treating  the  case,  and  1  saw  the  man.  Swelling  of  left  face  and 
tenderness  ;  an  incision  exposed  necrosis  of  maxilla ;  subsequent  spread 
of  infection  and  several  extensive  operations  performed,  resulting  in 
removal  of  most  of  both  frontal  bones  and  exposure  of  a  very  large 
extradural  abscess  over  the  frontal  lobes ;  removal  of  the  lesser  wing  of 
the  sphenoid  on  the  left  side,  both  maxillae  and  ethmoids ;  opening 
of  both  sphenoidal  sinuses.  At  the  second  operation  the  vertical  plate 
of  the  ethmoid  was  found  necrosed  and  came  away  with  the  crista  galli. 
Death  eventually  took  place  from  meningitis,  but  not  for  three  to  four 
mouths  after  the  first  signs  of  the  spreading  osteomyelitis.  Indeed,  one 
felt  that  if  the  whole  of  the  frontal  and  ethmoids  and  maxillie  (upper 
parts)  had  been  removed  at  the  first  operation,  the  man  might  have  been 
saved. 

Complications  following  Intranasal  Operations. — (1)  Very  many 
hospital  throats  after  septum  ojierations. 

(2)  Cases  of  septicaemia  (mastoids,  pneumonia,  etc.)  after  sejrtum, 
curetting,  and  sinus  operations. 

(i)  Case  of  apical  pneumonia  after  antrum  operation  in  man.  Re- 
coverv.     No  tubercle  bacilli. 
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(ii)  Apical  piieuiooiiia  after  frontal  siuus  operation  iu  man.    Kecoverv. 

(iii)  Piieuniouia,  mastoid  and  lateral  sinus  infection  after  septum 
operation  in  girl.     Seen  in  consultation. 

(iv)  Mastoid  operation  in  man  after  septum  operation.  Seen  « in 
consultation.     Death. 

(v)  Two  cases  of  erysipelas  in  women,  one  after  maxillary  antrum 
operati(jii,  the  other  after  ethmoid  curetting.  Recovery.  Both  had  ery- 
sipelas formerly. 

(vi)  Two  cases  of  fatal  meningitis  in  adult  girls  after  ethmoid 
eurettiug.  In  both  cases  onset  about  fifth  day.  One  case  explained 
by  an  epidemic  of  pneumococcal  throat  in  ward  at  time,  and  by  house 
surgeon  having  also  a  "  throat."  In  second  case  patient  was  found  to 
have  been  sea-bathing  a  week  before  operation  and  to  have  an  acute 
rhinitis. 

(vii)  I  have  seen,  in  consultation,  patients,  after  septum  operation 
by  an  operator  with  atrophic  rhinitis,  suffer  from  septic  troubles. 

(viii)  Influenza  soon  after  operation  on  septum  has  been  very 
harmful.  In  one  case  the  mucous  membrane  sloughed  away,  leaving  "a 
large  perforation.  "  "  " 

Sinus  Disease  with  Tic  Douloureux  due  to  Implication  of  the 

Nasal  Nerve  in  the  Anterior  Fossa.— C.  M had  complained  of 

severe  pain  darting  up  through  the  right  canine  tooth  to  the  cheek  and 
to  the  top  of  the  head,  and  a  few  weeks  later  involving  all  three  branches 
of  the  fifth  nei-ve— viz.  supra-orbital,  branches  of  the  infra-orbital  and 
of  the  inferior  dental.  Tiie  violent  pain  recurred  several  times  a  day, 
and  speaking  and  laughing,  sometimes  touching  the  cheek  or  nose,  or 
blowing  the  nose,  brought  it  on.  Various  remedies  had  been  tried  with 
no  avail.  Ocular  causes  were  excluded.  Some  relief  was  obtained  by 
injection  of  alisolute  alcohol  in  the  region  of  the  foramen  rotundum,  but 
it  was  jiartial  and  teniporary.  Patient  said  she  had  no  nasal  discharge, 
excepting  "  soppiness."  which  corresponded  to  an  infected  right  ethmoidal 
labyrmth.  Tr.insillumination  of  the  antra  was  good.  An  attempt  was 
made  to  resect  the  right  superior  maxillary  nerve,  but  on  exposing  the 
nerve  at  the  exit  from  the  maxilla,  one  entered  the  antrum  through  the 
softened  bone  of  the  nerve  canal.  The  antrum  was  thereupon  explored 
by  the  suction  syringe  and  pus  withdrawn  ;  the  same  process  on  the 
left  side  withdrew  muco-pus.  Culture  showed  that  this  pus  was  due  to 
pure  Staphylococcus  albas  infection.  A  double  per-nasal  antral  opera- 
tion was  perf(u-med.  Eelief  was  considerable  but  incomplete.  .Subse- 
quently an  operation  was  performed  on  the  diseased  ethmoidal  cells  on 
both  sides,  by  cautiously  clipping  with  small  cutting  forceps.  Menin- 
gitis developed  and  the  patient  died  on  the  fourth  clay  after  operation. 
I  was  at  a  loss  to  understand  why  the  patient  developed  meningitis,  as 
the  operation  had  apparently  been  attended  by  no  difficulty  at  alL 

Post-mortem  examination  revealed  that  death  was  due  to  meningitis 
resulting  from  erosion  of  the  ethmoidal  cell  ou  the  right  side,  corre- 
sponding to  the  position  where  the  nasal  nerve  crosses  the  cribriform 
plate  in  this  part.  The  roof  in  this  cell  was  quite  eroded,  and  tbe  dura 
mater  was  adherent  around  the  opening.  On  the  opposite  side  the 
cribriform  plate  was  normal.  That  the  meningitis  originated  in  the 
region  of  the  eroded  cell,  and  that  it  was  not  due  to  the  operation,  seemed 
clearly  shown,  not  only  by  the  gross  appearances,  but  because  the  dura 
mater  was  so  intimately  adherent  all  round  the  erosion.  This  could  not 
have  taken  place  within  so  short  a  period  had  it  been  traumatic. 
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The  chief  points  of  interest  iu  the  case  are  :  Firstly,  that  the  tic 
iliiulonreiix  corresponded  to  tlie  right  side,  whereas  the  sinus  disease  was 
bilateral,  and  was  probably  due  to  involvement  of  the  nasal  branch  of 
the  fifth  nerve  while  crossing  the  diseased  cribriform  plate. 

I  have  never  heard  of  a  similar  condition  being  reported,  and  the 
possibility  of  such  a  trap  to  the  operator  was  unknown  to  me.  But  I 
am  convinced  that  in  old-standing  cases  of  ethmoiditis,  infection  of  the 
meninges  may  occur  through  lymphatic  and  vascular  communications 
ajjart  from  direct  injury  of  the  cribriform  plate  or  roof  of  the  ethmoid 
cells. 

( B)  Invdlving  Extranasal  Biyiom^. 

Squint  and  other  Eye  Symptoms— Diplopia,  "  Black  Eye." — 

(1)    Miss  D .      Curetting  of  ethmoid  for  suppuration. 

(2)  L.  A ,  male,   aged  thirty-seven.     Seen   m  March,   1914,  on 

account  of  asthma ;  the  right  eye  directed  upwards  and  outwards. 
Previous  operation  for  asthma  in  a  provincial  town  {?  removal  of  middle 
turbinal).  Operation  was  followed  by  extensive  "black  eye"  and 
squint. 

General  Diseases.  —  (1)  Case  of  scarlet  fever  following  Caldwell- 
Luc  operation  on  antrum. 

(2)  Case  of  gummatous  ulceration  of  septum  following  intranasal 
operation.  An  officer  on  whom  operation  had  been  performed — removal 
of  anterior  end  of  right  mid-turbinal  ;  this  was  followed  by  adhesion  of 
the  turbinal  to  septum,  accompanied  l.)y  frontal  headaches.  Operation 
of  submucous  resection  and  division  of  adhesions.  Some  weeks  after 
this  the  patient  developed  a  tvpieal  gummatous  ulcer  on  the  left  side  of 
the  septum.  Twelve  vears  previouslv  he  had  a  primary  sore  and  had 
been  given  mercury  for  three  nu>nths  only. 

Death  after  Removal  of  Nasal  Polypi. — A  man,  middle-aged; 
in  the  wards  about  iifteeu  years  ago.  I  snareil  an  ordinary-looking 
polypus,  and  exerted  a  moderate  amount  of  traction,  certainly  less 
than  I  have  often  used  since.  The  man  fell  back  dead  without  any 
sign.  The  pathol<:>gist  made  ii  past -mortem  examination  and  found  a  gap 
in  the  cribriform  plate,  but  could  not  tind  any  trace  of  a  traumatic 
fracture.     It  seemed  to  he  a  ease  of  congenital  absence  of  bone. 

Ocular  Complications  following  Sinus  Infection. — A  lady  with 
old-standing  nasal  suppiaution,  chiefly  ethmoidal.  I  curetted  the  latent 
ethmoidal  cells,  possibly  a  little  lOo  much,  yet  certainly  not  violently. 
Some  orbital  fat  was  noticed.  Later  there  were  adhesions  which  limited 
the  movements  of  the  eyeball  on  that  side. 

Osteoporosis  of  the  Ethmoid  in  Old  Age  and  its  Relation  to 
the  Removal  of  Polypi. — Tlie  ethmoid  bone  normally  undergoes  a 
process  of  rarification  or  cancellation  during  nearly  the  whole  of  life, 
but  reaches  a  very  advanced  stage  in  old  age,  rendering  it  extremely 
brittle  or  "biscuit-like."  It  assumes  a  morbid  degree  in  three  forms 
quite  apart  from  sinusal  disease  : 

(a)  Pneumatic  enlargement  of  the  middle  tiu'binal. 

(6)  Pneumatic  expansion  and  bulging  of  the  bulb. 

(c)   Uniform  osteoporosis  of  all  its  elements. 

It  is  the  thii-d  variety  which  is  of  special  interest,  particularly  in  old 
people  who  are  the  subjects  of  polypi,  since  there  is  no  gross  evidence  to 
arouse  suspicion  of  its  presence.     This,   however,   is  soon  seen  by  the 
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large  amount  of  bone  which  often  accompanies  the  polypus  when 
snared.  In  one  instance  the  cribriform  plate  was  identified,  the  patient, 
an  old  woman,  dying  soon  after  with  meningitis.  Evidence  of  this 
osteopoi-osis  has  been  plentifully  seen  in  "  out-patient "  material  and 
structures  removed pod-moftern. 

Specimens :     Nasal    polypi    removed    from    old    patients    with    bone 
attached.     Slides  showing  osteoporosis. 

(G)    Iiivolri iKf   Naitiil   Stnirtiire>:. 

Adhesions  between  Middle   Turbinal  and  Septum  leading  to 

Obstruction  and  Rhinorrhcea. — Mrs.  N .     Previous  operation  by 

a  surgeon  for  nasal  obstruction,  followed  by  attacks  of  sneezing  and 
rhinorrhcea  (symptoms  not  jirevioiisly  jiresent).  Division  of  adhesions 
cured  the  condition. 

Swelling   of   Mucous    Membrane,   causing    more    Obstruction 
than  before  Operation,  and  persisting  for  some  Weeks. — Typical 

example:    Fleet-Surgeon    S .      Patient    had    long-standing  deflection 

of  septum.     Alypin  and  hemisine  used  for  a  submucous  resection. 

Results  of  some  Operations  upon  the  Septum. — (1)  Asthma. 

(2)  Flap])ing    septum;    therefore   l)etter   results   from   putting  back 
pieces  of  cartilage  at  end  of  operation. 

(3)  Falling  m  of  tip  of  nose. 

(■t)  Perforation  of  septum — sibilant  breathing. 


PROCEEDINGS     OF     THE     AMERICAN      LARYNGO- 
LOGICAL     ASSOCIATION. 


Niiifiiira  Fulls,  Cuiiailu,  June  1,  2,  3,  1915. 


Papilloma  of  the  Larynx. 

(C'liiitiiuieii  from  p.  2ti5.) 

Dr.  Allen  B.  Thrasher  (Cincinnati)  :  I  have  not  seen  cases  of 
papilloma  of  the  larynx  very  often  in  adults,  because  these  intra- 
lavyugep.l  growths  assume  a  different  character  ;  in  children,  how^ever, 
they  are  very  frequently  encountered.  In  these  cases  one  should  never 
operate  without  telling  the  patient  that  the  operation  probalily  will 
have  to  be  repeated.  The  larynx  must  be  kept  clear  luitil  the  child  is 
fifteen  or  sixteen  years  of  age.  There  is  always  danger  of  recurrence 
while  the  larynx  is  small.  I  have  kept  a  tracheotomy  tube  in  for  four 
years  without  any  trouble.  It  was  removed  in  the  meantime,  of  course, 
but  not  left  out  entirely.  In  this  case  I  could  not  see  the  patient 
regularly.  This  patient  is  now  perfectly  well,  and  has  had  no  trouble 
since  he  was  sixteen  years  old.  He  wore  the  tube  constantly  from  his 
twelfth  to  his  sixteenth  year.  I  have  found  tracheotomy  more  easily 
performed  the  second  tiuie  than  the  first.  I  am  doubtful  about  the 
advisability  of  massage.  It  seems  to  me  that  it  would  iuci-ease  the  blood 
fiow  to  the  larynx,  and  this  increased  blood  supply  would  be  apt  to ' 
stimulate  growth.  I  have  had  no  experience  in  this  regard,  but  it  does 
not  appeal  to  me  as  being  a  scientific  procedure.     I  believe  the  fact  that 
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Dr.  Hubbard  lias  not  had  iroul)le  with  his  eases  is  due  to  accident. 
I  would  be  afraid  to  try  it  iu  cases  of  papilloma.  In  other  cases  it  may 
facilitate  the  return  of  the  voice.  In  cases  of  papilloma  of  the  larynx, 
as  iu  cases  of  warts  elsewhere,  I  have  used  nitrate  of  silver.  The 
mucous  membrane  of  the  larynx  is  much  more  easily  destroyed  than  that 
of  other  ]jarts,  but  nitrate  of  silver  will  not  destroy  it. 

Dr.  John  F.  Barnhill  :  It  has  seemed  to  me,  judging  from  mv 
own  experience,  to  be  impossible,  under  certain  circumstances,  to  get 
all  tlie  growth  out,  including  the  base  of  the  mucous  membrane. 
Dr.  Lynch's  method  is  largely  in  the  open,  and  that  is  why  it  will 
prove  successful.  In  all  cases  iu  which  I  have  absolutely  cured  this 
class  of  disease,  I  have  opened  the  larynx  thoroughly  and  have  seen 
that  I  actually  removed  all  of  the  growth.  Laryngo-fissure  is  not 
satisfactory  in  all  cases.  To  open  the  larynx,  to  see  what  is  there,  and 
to  thoroughly  remove  it  under  antiseptic  precautions,  is-a  plain  surgical 
procedure,  and,  with  proper  closure  of  the  wound,  is,  it  seems  to  me,  the 
best  method. 

Dr.  Harmon  Smith  ;  A  few  days  ago  I  had  the  opportunity  of 
seeing  Dr.  Lynch  operate  on  a  papilloma  of  the  larynx  in  a  boy  fifteen 
years  of  age.  The  larynx  had  been  thoroughly  cleared  out  by  another 
laryugologist.  The  growth  recurred.  For  a  number  of  years  the 
patient  wore  a  tracheotomy  tube,  with  no  particular  effect  on  the  growth. 
He  finally  fell  into  my  hands,  and  I  used  fulguration.  Then  another 
used  radium.  The  growth  would  disappear  partially  and  then  recur. 
There  had  remained  a  fibro-papillomatous  mass  in  the  anterior  com- 
missure, in  the  sub-glottic  space.  Dr.  Lynch  operated,  curetting  out 
this  fibro-papillomatous  mass  thoroughly.  He  could  hold  the  cords 
aside  and  look  underneath.  I  think  Dr.  Lynch  has  devised  a  surgical 
procedure  for  these  cases.  Dr.  Yankauer  has  invented  a  method  by 
which  fulguration  may  be  used  and  oxygen  sent  iu  in  a  current ;  but 
there  is  not  the  deep  liurning  that  is  necessary  for  the  removal  of  these 
deep  growths.  Fulguration  will  certainly  take  off  the  skin,  but  that  is 
not  suflficient.  There  is  a  difference  in  the  infectivity  of  these  laryngeal 
warts.  In  studying  a  series  of  cases  of  warts  in  childi'eu  I  myself  got 
warts  on  my  hand.  There  is  a  great  difference  between  the  multiple 
laryngeal  warts  in  children  and  those  in  adults.  In  adults  it  is  much 
easier  to  get  rid  of  them.  Radium,  iu  two  or  three  apjilieatioiis,  will 
remove  them  in  adults,  but  not  iu  children.  We  do  not  know  tlie  true 
pathology  of  these  papilloniata.  If  we  destroy  the  mucous  membrane 
at  the  base  and  remove  the  blood,  we  may  be  reasonably  sure  that  the 
growth  will  not  recur. 

Dr.  Lewis  A.  Coffin  :  In  the  clinic  I  feel  hopeless  when  I  see  a  lot 
of  children  with  papilloma  of  the  larynx.  We  have  records,  however, 
of  cases  in  children  of  removal  by  radium  with  no  recurrence.  A  case 
was  successfully  treated  by  Dr.  Abbe.  Another  case  was  that  of  a 
woman,  forty-three  to  forty-five  years  of  age,  a  singer,  who  was  treated 
by  two  applications  of  radium,  lasting  from  one-half  to  three-quarters  of 
an  hour,  with  the  disappearance  of  every  vestige  of  the  growth.  Thery 
has  been  no  recurrence  for  more  than  three  years.  I  have  now  under  me 
care  a  man  from  whose  larynx  I  removed  growths  by  the  direct  method. 
I  treated  him  with  applications  of  monochloracetic  acid,  but  the  larynx 
filled  up  coiupletel}'.  One  year  ago,  when  he  phonated,  the  larynx  was 
entirely  filled  with  the  growths  on  the  arytsenoids  and  in  the  anterior 
commissure.  Dr.  Abbe  sent  me  100  uigrm.  of  radium  in  a  tube ; 
this   was    applied    to   the    growths,  and  iu  forty-eight  hours  they  were 
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entirely  goue.  After  the  removal  of  the  growth  ou  the  epiglottis  and  the 
one  on  the  arytsenoid  had  grown  smaller,  I  could  see  the  large  growth  on 
the  anterior  commissure.  Another  application  of  radium  was  made 
to  this  for  an  hour.  Five  days  ago,  when  I  saw  the  man,  I  found 
the  growths  had  simply  withered  up.  There  is  still  a  small  growth 
on  the  arytajuoid,  and  a  ridge  on  the  epiglottis. 

Dr.  Emil  Mayer  :  I  would  like  to  hear  the  views  of  the  members 
regarding  the  aetiologic  factors  concerned  in  these  growths.  I  have  had 
two  cases  in  adults  working  in  tunnels  and  breathing  compressed  air. 
It  seems  rational  that  such  a  thing  might  occur.  Removal  by  the 
indirect  method  has  also  resulted  in  the  complete  disappearance  of  the 
growths.  If  tracheotomy  is  employed,  the  tulje  must  be  worn  for  quite 
a  number  of  years.  I  have  had  a  case  which  is  illuminating  in  this  connec- 
tion, and  which  shows  that  there  is  danger  after  tracheotomy.  A  little 
child  had  so  large  a  papilloma  in  the  larynx  that  tracheotomy  was  neces- 
saiy.  While  I  was  cleaning  the  tube  and  putting  it  back  again  the  child 
nearly  passed  away.  After  that  I  had  two  tubes,  and  as  soon  as  one  was 
out  the  other  was  put  in,  and  in  that  way  managed  very  well.  The  child 
lived  quite  a  distance  from  me.  One  day  while  at  play  the  child  grasped 
the  tape  attached  to  the  tracheotomy  tube  and  pulled  it  out,  gave  one 
cough,  and,  before  help  could  come,  died. 

Dr.  D.  Crosby  Greene,  jun. :  Recurrence  followed  in  a  case  in  which 
I  operated,  and  the  patient  went  to  another  laryngologist,  who  removed 
the  growth  by  thyrotomy  under  direct  vision.  Six  months  later  I 
saw  the  patient  again,  and  the  larynx  was  entirely  filled  with  papillo- 
matous tissue.  Dr.  Lyuch's  method  will  not  be  sufficient  unless  the 
immunity  of  the  patient  has  been  established.  Within  the  past  six 
months  I  have  seen  a  ease  in  which  the  patient  presented  warts  on  the 
skin  simultaneously  with  papillomata  of  the  larynx.  Removal  of  the 
papillomata  in  the  larynx  was  followed,  within  a  short  time,  by  dis- 
appearance of  the  warts  on  the  skin. 

Dr.  Heney  L.  Swain  ;  Many  years  ago  I  had  under  my  care  two 
cases  of  papilloma  of  the  larynx,  one  in  a  boy,  the  other  in  a  woman 
thirty  or  more  years  of  age.  The  boy  was  intractable,  and  passed  out  of 
my  hands.  Nine  years  afterward  he  coughed  up  the  remains  of  liis 
papilloma.  I  have  seen  him  within  the  last  two  years,  and  he  has  no 
growth  at  all.  If  he  had  stayed  with  me  his  single  papilloma  would 
probably  have  become  multiple.  The  woman  was  treated  in  various 
ways.  I  cauterised  with  pure  nitrate  of  silver  and  with  electricity ;  I 
curetted,  and  rubbed  in  lactic  acid,  and  despite  all  this  the  papilloma 
returned.  Some  time  ago  Dr.  Sperry  called  me  in  to  see  a  patient,  thinking 
laryngotomy  was  necessary.  I  found  my  old  patient,  the  woman,  with 
several  papillomata.  She  had  coughed  off  one  growth,  but  the  others 
had  remained  the  same  for  some  years.  There  was  never  any  obstruction 
in  her  case.  Whether  they  will  become  malignant  of  course  I  do  not 
know.  In  another  case  I  have  used  alcohol  sprayed  on  the  surface  of  the 
papilloma,  and  have  certainly  prevented  the  necessity  of  instrumentation. 
I  have  done  nothing  else  iu  this  case,  and  the  larynx  is  now  entirely  free. 
The  growths  have  reappeared  four  different  times ;  but  for  ten  years  I 
done  nothing  but  spray  the  surface  with  alcohol.  This  case  is  subject  to 
the  criticism  that  the  growths  might  have  disappeared  if  left  alone ;  but 
I  hardly  think  that  true,  as  they  disappeared  so  quickly  under  the  treat- 
ment.    At  one  time  there  were  five  distinct  papillomata  in  this  case. 

Dr.  William  E.  Casselberry  :  In  the  glamour  of  the  new  we  are 
apt  to   forget  the  merits  of  the  old.     No  one  has  mentioned  the  old 
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galvano-cautery.  At  the  last  congress  in  Washington  I  presented  a 
cautery  which  I  devised,  and  which  I  have  been  using  ever  since.  I 
cannot  understand  whv  fulguration  possesses  any  advantage  over  the 
galvano-cavitery.  After  removal  of  the  gro'svt.h  witli  the  forceps,  by  either 
the  direct  or  the  indirect  method — and  I  have  sometimes  used  lioth  in 
the  same  patient — and  after  curetting  (and  I  have  never  been  able  to 
curette  satisfactorilv  in  my  own  mind,  always  feeling  that  I  liave  left 
shreds),  the  cauterisation  of  the  base  with  the  gavano-cauterv  is  desirable. 
It  is  the  easiest  and  most  convenient  method. 

Dr.  Harris  P.  Mosher  :  Did  I  understand  Dr.  Hubbard  to  say  that 
the  tracheotomy  tube  worn  for  any  length  of  time  interferes  with  the 
return  of  the  voice  ?  I  have  not  found  that  to  be  the  case.  This 
particular  part  of  his  theory,  while  very  pretty,  is  not  borne  out  by  the 
facts. 

Dr.  James  E.  Logan  :  I  have  had  the  very  best  results  after  curette- 
meut.  Within  the  past  two  years  I  have  had  two  cases  of  special  interest. 
In  one  ease  there  was  a  suspicion  of  carcinoma.  I  removed  the  growth  a 
number  of  times,  large  pieces  of  what  appeared  to  be  fibrous  tissue  being 
taken  out,  and  followed  this  with  eurettemeut.  There  has  been  no  return. 
Another  case  was  that  of  a  woman,  sixty  years  of  age,  the  mother  of  nine 
cliildren.  A  few  years  ago  she  had  every  evidence  of  carcinoma.  After 
removing  as  much  as  I  could  of  the  growth,  I  used  the  galvano-cautery 
to  remove  the  rest.  To-day  she  has  as  good  voice  as  ever.  In  another 
patient,  forty  years  of  age,  I  have  prevented  recurrence  for  seven  years 
by  the  use  of  the  galvano-cautery.  Fulguration  cannot  be  localised  as 
can  cauterisation  with  the  electrodes,  suggested  by  Dr.  Casselberry. 

Dr.  Egbert  Clyde  Lynch  :  My  experience  with  papilloma  of  the 
larynx  covers  sixteen  cases.  I  will  gite  briefly  the  histories  of  two  or 
three,  which  will  illustrate  the  results  obtained  with  the  method  which 
I  have  devised.  The  first  case  was  referred  to  me  by  Dr.  Jackson,  by 
whom  the  patient,  a  woman,  had  been  treated  for  two  years.  He  had 
operated  every  mouth  or  six  weeks  for  recurrence  of  j^apilloma  of  the  larynx. 
The  patient  then  removed  to  my  neighbourhood.  I  attempted  to  operate, 
as  Dr.  Jackson  had  done,  with  his  forceps  and  otlier  instruments.  The 
method  in  my  hands  was  entirely  unsuccessful.  At  that  time  I  began 
to  use  the  suspension  apparatus.  The  patient  was  anaesthetised,  and 
I  carefully  dissected  out  every  portion  of  the  growth  which  could  be 
seen,  both  above  and  below  the  vocal  cords  and  ai-ound  the  epiglottis. 
I  cleared  the  area  entirely.  I  suspected  that  I  would  have  a  good  deal 
of  post-operative  oedema,  and  kept  the  patient  in  hospital  for  several 
weeks.  Healing  was  perfect.  That  was  a  little  more  than  two  yeai-s 
ago,  and  there  has  been  absolutely  no  recurrence  since  that  operation. 
The  second  case  was  that  of  a  little  boy,  reported  last  year.  The 
patient  came  into  the  hospital  very  much  cyanosed,  and  the  fright  of 
coming  into  the  clinic  practically  stopped  his  respiration.  Tracheotomy 
was  performed  and  the  tube  left  in  place.  I  thought  that  would  be 
suiScient  to  clear  up  the  papilloma,  but  it  had  no  effect.  I  operated 
nine  times  by  tlie  direct  method,  clearing  out  each  time  as  much  of  the 
growth  as  I  could  see.  Each  time  the  papilloma  recurred.  Then  I 
attempted  thyrotomy.  With  the  tube  in  place  I  opened  the  thyroid. 
The  child  was  two  years  old,  and  this  w-as  very  ditficult.  I  was  not 
successful  in  cleaning  out  the  larynx  entirely,  and  in  the  course 
of  three  weeks  it  was  again  filled  with  papilloma.  I  left  the  child 
alone  for  six  months,  with  the  tracheotomy  tube  in  place.  In  the 
meantime  I  was  ti-ying  to   learn    some   new   method  for  dealing  with 
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such  cases.  Finally  I  suspended  liim,  aud  dissected  out  the  growths 
as  far  down  as  the  end  of  the  tracheotomy  tube.  That  was  two  years 
ago,  aud  I  saw  the  patient  just  before  I  left  home.  There  was  no 
recurrence.  I  took  out  the  tube  twenty-four  hours  after  doing  this 
dissection.  It  was  the  first  time  in  two  years  that  the  child  had  been 
without  it.  He  had  some  voice  at  the  end  of  tweuty-four  hours,  and 
in  two  weeks  his  voice  was  as  good  as  ever.  The  third  case  was  that 
of  a  negro  woman.  I  dissected  out  the  papilloma  in  the  same  way,  and 
she  returned  home.  She  was  veiy  religious,  had  attacks  of  "  hysteria," 
wheu  she  shouted  and  sang,  as  the  negroes  do  in  their  meetings,  and 
at  the  end  of  six  months  she  came  back  with  papilloma  of  the  larynx. 
All  my  operative  work  in  this  case  had  been  devoted  to  the  region 
above  the  vocal  cords.  I  thought  this  the  first  ease  in  whieli  I  would 
have  to  report  recurrence  after  operating  with  suspension.  In  looking 
over  mv  records,  however,  I  found  that  our  previous  efforts  had  been 
confined  to  the  region  above  the  cords,  whereas  the  present  papilloma 
was  below  the  cords.  This  was  dissected  out,  and  there  has  been  no 
recurrence.  It  is  impossible  to  remove  papillomata  completely  by  any 
method  of  puncliing  or  pinching  or  biting,  using  the  forceps  in  one 
hand  and  some  other  instrument  in  the  other.  It  is  for  this  reason, 
I  think,  that  we  have  so  mucli  recurrence.  In  the  sixteen  cases  in 
which  I  have  operated  by  dissection  with  suspension  there  has  been  no 
recurrence  up  to  the  present  time. 

Dr.  Hubbard  (closing  the  discussion;  :  I  think  Dr.  Lynch  has 
devised  the  most  surgical  and  precise  method  of  dealing  with  these 
growths.  All,  however,  have  not  the  apparatus  for  this  particular  work, 
and  so  there  is  a  field  for  the  older  procedures.  I  have  found  it  a  very 
useful  procedure  to  put  interrupted  stitches  in  the  tracheal  ring.  One 
must  have  a  free  field,  snipping  off,  if  necessary,  all  the  isthmus  which 
obscured  the  view.  I  usually  take  up  the  trachea  and  put  in  silkworm 
gut,  about  one-third  back,  through  tlie  ring  in  a  child.  In  other  words, 
I  want  it  as  firm  as  possible.  The  suture  is  placed  between  the  cellular 
tissue  and  the  tracheal  ring,  one  stitch  on  either  side,  drawn  together,  and 
the  ends  left  long.  The  ends  are  brought  out  on  the  ueck  aud  fixed  with 
adhesive  plaster.  One  can  then  pull  on  these  and  draw  the  trachea  and 
the  larynx  forward,  getting  a  glimpse  of  the  lower  end  of  the  larynx. 
Otherwise  the  curetting  is  done  blindly.  Thorough  curettage  of  the 
larynx  eau  be  accomplished  by  this  method  with  curettes  of  various  sizes 
and  angles.  If  the  papillomata  are  "  ripe  "  thcv  can  be  gotten  out  at  the 
base ;  those  that  are  in  a  state  of  active  growth  cannot  be  entirely 
removed.  I  always  inspect  the  growth  from  above  prior  to  curettemeut. 
In  using  the  trichloracetic  acid  I  simply  moisten  a  small  swab,  smear 
with  the  crystals,  and  go  over  the  surface  with  this.  The  tube  is 
fenestrated,  it  is  inserted  in  the  larynx,  and  is  left  there.  I  want  to  call 
attention  again  to  massage  as  a  factor  in  producing  the  condition  which 
brings  about  the  I'estoration  of  the  normal  processes  of  the  larvnx.  Any 
simple  method  like  massage  is  superior  to  the  absolute  rest  of  the  larynx 
induced  by  the  prolonged  wearing  of  the  tracheotomy  tulie.^ 

Some  Statistic  Observations  on  Oto-Laryngologic  Diseases 
among  Negroes,  based   on  Fifteen  Hundred  Cases. — Dunbar  Roy 

(Atlanta). — It  is  surprising  how  few  negroes  present  themselves  /or 
nasal  diseases.     Out  of  the  total  1,500,  only  341  came  for  nasal  com- 

'  For  further  information  on  "  Suspension  Laryngoscopy  for  Laryngeal 
P.ipilloma  "  see  Journ.  of  Lartngol.,  Ehinol.,  and  Otol..  vol.  xxix,  1914,  p.  71. 
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plaints.  Spurs  and  deviations  are  very  rare.  Tlie  writer  has  never  seen 
a  deviated  septum  in  a  full-blooded  negro.  In  the  writer's  opinion,  this 
is  due  to  two  causes.  In  the  development  of  the  nia.xillarv  bones  you 
never  see  a  contracted  and  high-arched  palate  among  negroes.  This 
tends  to  substantiate  Moslier's  argument  as  to  the  importance  of  the 
premaxillary  ridge  in  the  causation  of  septum  deviations. 

(2)  Traumatism  as  a  causal  factor  is  rare,  because  of  the  protruding 
brow  and  soft  resilient  cartilages  externally.  Acute  inflammation  of  the 
accessory  sinuses  was  exceedingly  rare,  due,  in  the  writer's  opinion,  to 
the  free  ventilation  in  the  nasal  cavities.  Only  chronic  necrosing 
etlmioiditis  with  polypi  occurred  more  frequently  than  other  chronic 
sinus  diseases.  Hay  fever  occurred  in  only  two  cases,  and  did  not  differ 
in  symptoms  from  that  seen  in  the  white  race.  Atrophic  rhinitis  was 
seen  in  one  case  only,  which  would  seem  to  disprove  that  theory  making 
large  nasal  passages  a  predisposing  cause  for  this  condition.  No  case  of 
chronic  maxillary  abscess  was  seen.  It  is  a  well-known  fact  that  few 
negroes  have  bad  teeth.  Syphilitic  lesions  were  frequent,  as  also  purulent 
rhinitis  in  the  youug,  which  readily  yielded  to  antisyphilitic  treatment  of 
the  old  n'-giiiit — i  e.,  mercury  and  iodide  of  potassium. 

(8)  Pharyux,  epipharynx,  and  larynx.  There  were  106  cases  involv- 
ing these  parts,  by  tar  the  largest  percentage.  Diphtheria  is  exceedingly 
rare  in  spite  of  the  poor  hygienic  surroundings  of  man}'  of  these  people. 
Laryngeal  tul:>erculosis  occurred  only  twenty-three  times.  Lar\  ngeal  and 
pharyngeal  syphilis,  270.  Adenoids  and  enlarged  faucial  tonsils  occurred 
296  times,  which  refutes  tlie  statement  made  several  years  ago  that 
adenoids  are  very  infrequent  among  the  negroes. 

Di\  Chables  W.  Richakdson  :  In  the  main  uiy  observatiou  is  in 
accord  with  Dr.  Roy's;  but  this  is  not  the  case  with  regard  to  tlie 
apparent  immunity  of  the  negro  from  diphtheria.  For  a  number  of 
years  I  had  charge  of  the  diphtheria  ward  in  the  Government  Hospital 
in  Washington,  which  was.  in  fact,  the  municipal  diphtheria  ward. 
Tliere  were  practically  no  negroes  in  it.  I  do  not  remember  a  case  of 
laryngeal  diphtheria  in  any  of  the  wards.  I  never  intubated  a  negro 
child  in  my  whole  experience.  My  experience  is  not  in  accord  with  Dr. 
Roy's  with  regard  to  the  presence  of  adenoids  and  enlarged  faucial  tonsils 
in  negro  children.  I  think  some  of  the  worst  cases  of  adenoids  I  have 
ever  seen  and  operated  on  have  been  in  negro  children.  Some  years  ago 
I  was  inclined  to  believe  that  negi'oes  do  not  have  this  condition ;  but 
latterly,  probably  in  consequence  of  school  inspection,  they  come  into  the 
clinics  in  great  numbers.  Syphilis  amoug  negroes  is  quite  general  in 
Washington  as  well  as  in  Atlanta. 

True  Myxoma  of  the  Naso-pharynx :  Report  of  Two  Cases. — 
Yirginius  Dabney  (Washington). ^Extreme  rarity  of  true  myxoma 
anywhere  in  the  body,  but  especially  in  the  naso-pharynx,  leads  to  report 
of  two  cases.  Some  pathologists  reject  entirely  the  term,  believing  no 
such  pure  tumour  exists.  However,  sections  show  absolute  absence  of 
any  fibrous  elements.  Case  1  :  Tumour  seen  on  drawing  forward  soft 
palate.  Under  ether,  large  adenoid  curette  fitted  over  growth  which  was 
removed  from  attachment  to  the  basilar  process.  No  recurrence  after  ten 
months.  Case  2  :  Two  growths  found  at  operation.  Only  one  could  be 
seen  at  examination,  smaller  attached  to  Imsilar  process,  larger  to 
posterior  ethmoid.  Both  were  divulsed  with  large  adenoid  forceps. 
Patient  had  had  similar  growth  removed  eleven  years  before.  Photo- 
graphs of  growths  and  of  microscopic  sections  were  given. 
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Di-.  Harmon  Smith  ;  This  must  be  the  exception  which  proves  the 
rule.  It  has  been  deiiuitelv  stated  by  many  histologists  aud  pathologists 
that  true  myxomata  do  uot  occur  iu  this  region.  In  the  majority  of 
instances  myxoma  has  sprung  from  the  ethmoid  or  somewhere  else. 
Mixed  fibroma  aud  myxoma,  on  the  other  hand,  arise  iu  the  naso-pharynx. 
So  far  as  I  know,  there  has  been  no  other  case  reported  of  true  myxoma 
springing  from  this  region. 

Dr.  James  E.  Logan  :  I  would  like  to  ask  the  nationality  of  these 
patients,  especially  the  one  with  the  very  large  growth.  It  ofteu  happens 
that  these  growths  appear  in  individuals  of  certain  nationalities.  Those 
of  Scandinavian  birth  are  more  apt  to  have  them  than  any  other  class  of 
patients.  I  have  had  two  pathologists  at  variance  on  two  cases,  one 
operated  by  myself  and  the  other  by  Dr.  Fenger.  One  pathologist  said 
there  was  every  evidence  of  myxoma,  the  other  that  it  was  fibroid  or 
myxofibroma.  The  tumour  iu  one  case — a  boy  of  Swedish  nationality — 
was  attached  to  the  basilar  process. 

Dr.  Dabney  (closing  the  discussion)  :  One  patient  was  German,  the 
other  American.  What  Dr.  Smith  says  about  the  origin  of  these  growths 
is  the  excuse  for  this  report.  They  are  supposed  never  to  occur.  I  had 
the  specimens  <?.xamined  by  very  skilled  pathologists  in  Washington,  at 
Howard  University,  and  also  at  the  Government  School.  They  are  true 
myxoma.  I  have  looked  up  the  literature,  and  there  are  no  other  eases 
reported  of  true  myxoma  of  the  rhino-]iharynx. 

The  Surgical  Anatomy  of  the  So-called  Capsule  of  the  Faucial 
Tonsil.— G.  Hudson  Makuen. — The  so-called  capsule  of  the  faucial 
tonsil  is  not  a  capsule  at  all,  in  a  strict  sense  of  the  term,  aud  it  consists, 
in  part  at  least,  of  that  poi'tiou  of  the  intra-pharyngeal  aponeurosis  in  a 
recess  of  whicli  the  tonsil  attaches  itself  during  tlie  course  of  its  develop- 
ment. The  intra-pharyngeal  aponeurosis  is  a  broad  mBml.)raue,  having  its 
attachment  above  to  the  base  of  the  skull,  and,  extending  downward, 
it  not  only  separates  the  tonsil  and  the  palatal  pillars  from  the  superior 
constrictor  muscle  and  other  important  tissues  in  the  cervical  region  ;  but 
folds  of  this  membrane  protrude  themselves  between  the  tonsil  and  the 
pillars  of  the  palate,  and  the  anterior  fold,  when  it  protrudes  itself  well 
iu  front  and  below  the  tonsil,  constitutes  what  is  known  as  the  plica 
triangularis  or  plica  tonsillaris.  In  the  coiu'se  of  its  development  in 
embryo  and  during  infancy,  the  tonsil  appears  to  appropriate  a  portion  of 
the  connective  and  musculo-fibrous  tissue  with  which  it  is  in  juxta- 
position, aud  finally,  in  adult  life,  it  becomes  tirmlv  attached  to  this 
membrane  to  which  has  been  given  the  name  intra-pharvngeal  aponeurosis, 
aud  a  portion  of  which  seems  to  constitute  the  so-called  capsule  of  the 
tonsil.  As  usually  performed,  therefore,  a  complete  extracapsular  tonsil- 
lectomy must  leave  a  window  resection  of  the  intra-j)haryngeal  aponeurosis, 
uot  only  exposing  the  palatal  pillars  and  the  superior  constrictor  muscle, 
but  opening  up  avenues  of  infection  in  the  deeper  regions  of  the  neck.  A 
more  desirable  operation,  which  may  be  called  an  intracapsular  tonsil- 
lectomy, or,  better  still,  an  mtercapsular  tonsillectomy,  is  one  in  which 
the  tonsil  is  removed  with  only  the  thin  innermost  layer  of  the  capsule, 
the  major  portion  of  it  being  left  in  the  pharynx  as  a  complete  lining  for 
the  fossa,  where  it  serves  as  a  strong  wall  of  defence  against  infection  in 
this  region.  This  intra-  or  intercapsular  tonsillectomy  may  usually  be 
done  easily  and  accurately  with  an  ordinary  snare  in  connection  with  the 
Sluder  tonsillotome,  and  sharp-cutting  instruments  are  uot  required 
except  iu  those  rare  instances  where  pathologic  adhesions  have  formed 
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between  tlie  tonsil  and  the  mucous  membrane  covering  the  adjacent 
pillars. 

Dr.  E.  William  Casselbebrt  (Chicago)  :  I  am  very  glad  to  have 
heard  this  definition  of  terms.  I  have  been  doing  the  same  operation  that 
Dr.  Makuen  has  been  doing,  but  whereas  he  called  it  the  intracapsular 
method,  I  have  been  calling  it  the  extracapsular  method.  I  still  object 
to  his  term  intracapsular  for  either  his  wav  or  mine.  lutercapsular 
would  be  a  better  term  than  intracapsular,  it  seems  to  me.  Whether  the 
capsule  develops  from  the  aponeurosis  or  from  the  tonsil  itself  matters 
not.  I  would  not,  in  either  event,  forget  the  word  capsule,  for  surely,  as 
we  see  it,  it  is  a  capsule  of  the  tonsil.  The  tonsil  is  enveloped  in  a 
smooth  membrane  which  can  be  separated  from  the  major  portion  of  the 
aponeurosis.  The  smooth  dissection  of  the  capsule  from  the  major 
portion  of  the  aponeurosis  is,  I  believe,  the  best  operation.  It  results  in 
no  distortion  of  the  pharynx.  In  the  majority  of  instances  it  is 
unnecessary  to  cut  much  of  the  plica  or  mucous  covering  of  the  pillar 
itself.  Cutting  the  covering  of  the  pillar  is  one  of  the  things  which 
results  in  infection  and  distortion.  I,  too,  have  been  struck  by  the 
difference  in  the  thickness  of  the  capsule.  Sometimes,  when  I  have 
exposed  a  piece  of  muscle,  I  have  thought  I  have  gone  too  far,  and  when 
I  have  tried  to  get  only  a  thin  portion,  I  have  got  a  thicker  portion. 

De.  J.  GoEDON  Wilson  :  If  the  surgical  anatomy  of  the  tonsil  is 
different  from  the  anatomy,  I  miss  Dr.  Makuen's  point.  I  cannot  under- 
stand how  he  can  tell  the  part  of  the  covering  of  the  tonsil  which  comes 
from  the  aponeurosis  of  the  muscle  a  part  of  the  capsule  of  the  tonsil. 
Poire  illustrated  that  in  his  text-book.  That  part  is  not  capsule  of  the 
tonsil.  The  capsule  of  the  tonsil  normally  is  very  thin,  as  may  be  seen 
when  it  is  sectioned.  It  is  separated  from  the  other  tonsillar  tissue  by  a 
thin  layer  of  areolar  tissue.  Toldt's  anatomy  gives  the  best  description 
of  this.  The  crypts  go  right  down  to  this  connective-tissue  sheath.  As 
age  increases  this  sheath  thickens  ;  it  is  also  thickened  by  inflammation. 

Dr.  GrEORUE  E.  Shambaugh  :  I  cannot  follow  Dr.  Makuen  in  tracing 
the  thickness  of  the  capsule  of  the  tonsil.  As  I  understand  it,  this 
thickness  increases  with  age,  and  the  tonsil  Iiecomes  more  and  more 
adherent  with  age,  according  to  Dr.  Makuen's  idea.  In  my  experience, 
this  is  not  the  case.  I  have  taken  out  the  tonsil  in  people  of  seventy,  in 
whom  it  is  as  loosely  adherent  as  in  infancy.  If  there  is  adherence  it  is 
because  there  has  been  a  great  deal  of  inflammation,  and  not  because  of 
the  physiological  character  of  the  tissue. 

Dr.  Heney  L  Swain  :  I  have  obtained  a  good  deal  better  idea  of  what 
the  capsule  really  means  by  studying  the  lingual  tonsil  than  l)y  studying 
the  capsule  of  the  faucial  tonsil,  especially  l)y  studying  the  follicles, 
which  heap  themselves  up  around  the  tonsil.  The  follicles,  accumulating 
around  the  tonsil,  make  a  complete  limiting  membrane.  If  this  is  taken 
out  it  forms  an  impression  or  mould  in  which  the  tonsil  lies.  The  larger 
the  tonsil  the  thinner  the  capsule,  and  the  smaller  the  tonsil  the  thicker 
the  capsule.  If  the  tonsil  is  dissected  out  in  the  cadaver,  it  is  found  that 
tliere  is,  in  a  child,  a  very  slight  line  of  demarcation  where  the  covering 
membrane  of  the  tonsil  ends  and  the  posterior  pharyngeal  wall  membrane 
begins.  Young  children  have  very  little  line  of  demarcation  between  the 
connective-tissue  on  which  the  tonsil  rests  and  the  posterior  layer  of 
aponeurosis. 

Dr.  John  F.  Barnhill  :  Dr.  Makuen  spoke  of  splitting  the  capsule. 
I  could  not  understand  that  at  the  time,  but  having  studied  the  tonsils 
which  I  saved,  I  can  now  see   how  one  might  speak  of  splitting  the 
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capsule,  oi',  rather  the  tissues  anjuud  it  whicli  are  removed  witli  the 
tonsil.  I  have  brought  alont;  a  large  number  of  these  tonsils,  whicli 
demonstrate,  I  think,  that  there  is  an  external  capsule  which  is  connected 
with  the  deep  tissues  of  the  neck,  and  another  which  has  nothing  at  all 
to  do  with  tliis.  One  of  the  tonsils  in  this  collection,  bv  the  way,  shows  a 
portion  of  the  styloid  process. 

Dr.  Lewis  A.  Coffin  :  My  conception  of  the  tonsil  with  its  capsule 
is  about  that  of  a  tangerine  with  its  peel.  The  outside  skin  of  the 
tangerine  can  be  easily  removed,  without  the  fibrous  covering  just  over 
the  jnilpv  part  of  the  tangerine,  which  is  connected  with  the  inter- 
fibrillar  tissue  of  the  fruit.  This  fibrous  covering,  to  my  mind,  is  the 
capsule  of  the  fruit,  and  not  the  outside  rind.  So  it  is  with  the 
tonsil.  If  there  is  repeated  inflammation,  there  will  be  thickening  of 
the  outer  capsule. 

Dr.  Greenfield  Sluder  :  I  have  listened  especially  for  one  point 
which  has  not  I'eeu  cleared  up  in  the  discussion.  I  have  been  very 
much  interested  in  this  subject  fiir  three  or  four  years,  and  feel  very 
much  gratified  that  Dr.  Makuen  should  have  used  the  principle  of  picking 
up  the  tonsil,  to  which  I  called  attention  before  the  laryngological 
section  of  the  American  Medical  Association  in  1910.  The  technique  was 
not  original  with  me  :  it  is  the  technique  of  Physick,  published  in  1827. 
It  has  been  strengthened,  but  not  changed.  The  point  to  which  I 
referred,  which  has  not  been  made  clear,  is  the  capsule  splitting 
process.  Is  there  a  delimiting  membrane  which  bears  the  crypts  at 
one  end  r  Is  there  a  fibrous  delimiting  membrane  which  covers  the 
posterior  constrictor  and  pillars,  or  is  the  crypt  open  on  its  lateral 
aspect,  or  is  it  closed  by  the  envelope  ?  (Dr.  Makuen  answered  that 
it  is  closed  by  a  verv  thin  membrane.)  If  that  were  uniformly  the  case, 
this  technique  would  be  the  ideal  method  of  tonsillectomy  ;  if  it  be  not 
the  ease,  the  turning  of  the  blade  across  does  not  remove  the  last  cell 
of  lymphoid  tissue.  If  it  does  not  remove  the  last  cell  of  lymphoid 
tissue,  it  is  not  a  success,  because  the  activity  of  this  lymphoid  tissue 
will  bring  about  a  recurrence  of  the  condition  for  which  the  operation 
was  performed.  Lymphoid  tissue  will  grow  up  into  the  wound  from 
the  lingual  tonsil,  developing  all  the  clinical  symptoms  which  the  case 
presented  originally.     I  have  seen  that  happen. 

Dr.  Makuen  (closing  the  discussion)  :  Dr.  Casselberry  has  referred 
to  terms  and  definitions  of  terms.  I  used  the  term  intracapsular  tonsil- 
lectomy chiefly  because  no  distinction  has  been  made  between  what 
Dr.  Wilson  has  called  the  true  capsule — and  which  we  all  recognise  as 
the  true  capsule — namely,  the  thin  membrane,  and  the  posterior  aponeu- 
rosis to  which  the  tonsil  becomes  so  closely  attached.  The  English 
and  French  schools  of  anatomists  did  not  distinguish  between  these 
two  structui-es.  I  use  the  term  intracapsular  tonsillectomy  because 
no  distinction  has  been  made  between  the  true  capsule  and  this  mem- 
bi'ane  to  which  it  is  so  closely  attached  at  times  that  it  seems  to  be 
a  part  of  the  capsule  itself.  I  have  found  that  after  mutilation  of  the 
tonsils  this  section  of  intra-pharyngeal  aponeurosis  is  taken  out  with 
the  tonsil,  and  it  has  been  called  extracapsular  tonsillectomy,  where 
all  the  capsule  has  been  removed.  I  object  to  a  sharp  instrument 
because  it  is  so  easy  to  go  through  this  membrane.  When  you  cut 
through  this  intra-pharyngeal  aponeurosis  and  get  the  finger  down  into 
the  loose  tissue  between  that  and  the  muscle,  you  simply  have  to  tear 
things  out.  That  is  why  the  finger  dissection  so  rapidly  went  into 
disrepute.     The  finger  nail  made  tears  in  the  muscle  which  caused  great 
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contraction.  We  also  do  the  same  operation  and  try  to  get  the  same 
results,  but  the  fact  remains  that  we  do  get  deformities  in  many 
instances.  Someone  in  New  York  reported  100  dissections  with 
80  per  cent,  of  deformities  of  the  palate.  We  do  not  all  do  the  beautiful 
operations  wliich  some  do,  and  unless  we  are  very  careful  w-e  will  get 
these  unfortunate  results.  That  is  wliy  I  have  suggested  the  technique 
■detailed  in  this  paper. 


.^b.stract.s. 


PHARYNX. 

Gile,  Ben  C. — The  Indictment  of  the  Tonsil. — ■■  Annals  uf  Otology."  etc., 
.\xiv,  p.  74:7. 
An  interesting  paper  showing  how  the  tonsil  may  be  the  foiis  ef  origo 
of  acute  nephritis,  rheumatism,  arthritis,  goitre,  tuberculosis,  deafness, 
and  various  neuroses,  such  as  cesophageal  spasm,  recurrent  cough,  spasm 
of  the  glottis,  lingual  neuralgia,  and  blepharospasm.  That  chorea  and 
epidemic  cerebro-spiual  meningitis  may  also  be  traced  to  a  tonsillar 
focus  of  infection  is  not  mentioned,  tiut,  as  the  author  remarks,  the 
charges  in  the  indictment  might  be  multiplied.  Madeod  Yearsley. 

CErtel,  T.  E.— Eye  Adenoids  and  their  Relation   to  Throat  Adenoids. 
The  Authors  Modification  of  the  Adenotonsilleetomy  Operation. 

'■  Annals  of  Otology,"  etc.,  xxiv,  p.  763. 
The  author  concludes  that :  (1)  Eye  adenoids  (follicular  conjunc- 
tivitis) indicate  the  existence  of  throat  adenoids.  (2)  Hasty  and  rough 
surgery  in  the  throat  is  productive  of  irreparable  damage.  (3)  Adenec- 
tomv  should  be  performed,  as  far  as  jjossible,  under  direct  observation. 
(4)  The  roller  forceps  for  difEuse  pharyngeal  adenoids  is  of  value, 
because  it  removes  them  with  a  minimum  amount  of  damage  to  the 
mucous  membrane.  ( 5)  The  silver  clij)  is  the  best  general  method  of 
contiolling  tonsillar  bleeding.  Madeod  Yearsley. 

Burns,  L.  J.— The  Use  of  Quinine  and  Urea  Hydrochloride  as  a  Local 
Anaesthetic   in   One   Hundred   and   Forty-eight   Cases   of    Ton- 
sillectomy.    '■  Auuals  of  Otology,"  etc.,  xxiv,  p.  841. 
The  author  considers  ttiat  the  value  of  this  mixture  as  an  anaesthetic 

is    established    for   the    following    reasons :     (I)     Eapidity    of    action. 

(2)  Absolute  non-toxicity  in  even  as  strong  solutions  as   10  per  cent. 

(3)  Always  producing  sufficient  anesthesia  to  complete  operation  with- 
out the  necessity  of  stopping  to  make  further  application  or  injection. 

(4)  Marked  diminution  of  after-pain  and  discomfort.  (5)  Supei'ior 
advantages  over  cocaine  and  its  derivatives,  due  to  its  nonsystemic 
action.  (6)  Absolute  absence  of  troublesome  primary  or  secondary 
haemorrhage  ;  this  being  (me  of  the  frequent  and  dangerous  drawbacks 
of  tonsillectomy  under  local  anaesthetic.  (7)  Readiness  with  which  the 
solution  may  be  steriliseil,  frequently  repeated  high  temperature  pro- 
ducing no  chemical  or  physiological  change.  Madeod   Yearsley. 
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NOSE. 

Roy,  J.  N. — Ozsena  and  the  Different  Races  of  the  World.     "  Annales 

<les  Mid.  de  I'Oriellf,  dii  Larvnx,  du  Nez,  et  Ju  Pharvux,"  vol.  xl. 
no.  8. 

In  this  article  the  author  rel.ites  his  experiences  on  the  beariuL; 
which  enoloijy  has  to  ozaeua.  During  the  past  ten  years  he  has,  through 
a  series  of  tours,  been  brought  int(j  contact  with  the  principal  races  of 
the  globe.  He  divides  the  races  concerned  into  three  groups — white, 
black,  and  yellow.  The  Malays  nnd  Redskins  are  really  descendants  of 
Mongols;  the  pigment  of  tlieir  skin,  form  of  eyelids,  development  of 
malar  bones,  flattening  of  the  base  of  the  nose,  and  thick  hair  all  support 
tbis  view.  Moreover  some  Indian  tribes  of  South  America  have 
linguistic  expressions  much  resembling  portions  of  the  Japanese  language, 
and  tliere  are  ruins  in  Mexico  with  inscriptions,  wliich  are  vestiges 
of  Buddhist  temples.  With  regard  to  the  white  race,  the  author 
only  relates  what  he  has  observed  wLen  it  has  been  blended  witli  one 
of  the  other  two.  During  a  voyage  around  the  Dark  Continent,  about 
5000  Negroes  in  twenty-five  different  cclonies  were  examined.  In 
several  parts  the  author  penetrated  the  interior  at  a  great  distance  from 
the  coast,  and  was  enabled  to  scrutinise  100  tribes.  After  careful 
research  amongst  the  natives  of  Africa  no  ozaeua  was  discovered. 
Especial  care  was  devoted  to  the  examination  in  mixed  races,  e.  g. 
Mulattos,  the  Mauri  of  Mauretania,  Berbers  of  Arabic  origin,  Peulhs, 
Foulahs,  descendants  of  the  Fellahs  of  Egypt,  Hottentots,  Bhshmen 
with  Mongol  blood,  Danakils,  Somalis  aucl  Gallas  with  Arab  inter- 
mixture, and  lastly,  the  Abyssiuians  who  have  come  into  contact  with 
the  Egyptians  at  periods  of  their  historj-.  Atrophic  rhinitis  was  absent 
in  all  these  races. 

Negroes  examined  in  Oceania  and  the  Antilles  Archipelago  were  also 
exempt.  In  Brazil,  where  the  Idack  element  makes  up  three-quarters  of 
the  population,  in  Central  America  and  the  United  States,  cases  were 
found  l)oth  in  subjects  of  pure  race  as  well  as  Mulattos  and  Zambis  (the 
result  of  the  intermixture  of  negro  and  redskin).  Dr.  Chardwick, 
Rio  Janiero,  and  Dr.  Jones,  Newport  News,  Virginia,  colleagues  of  the 
author,  have  treated  blacks  affected  with  ozaena,  and  in  their  experience 
the  disease  is  less  frequent  in  Negroes  and  Mulattos  than  in  the  white 
and  yellow  races  ;  in  this  the  author  concurs.  The  mucosa  of  the  Negro 
is  exceedingly  resistant  to  infection.  Races  of  yellow  Asiatic  blood  are 
especially  predisposed  to  atrophic  rhinitis  :  the  author  observed  it  not 
only  in  Chinese  and  .Tapauese,  but  also  in  Indo-Chinese  with  Mongolian 
intermixtiu-e,  in  Escjuiniaux,  Laps,  Pinlauders,  Malays,  Philippiuos, 
Hovas,  and  Redskins.  The  author  believes  with  Bosworth  that  ozrena 
is  not  preceded  by  hypertrophic  rhinitis.  He  has  made  researches 
amongst  the  Chinese,  lioth  in  their  own  country  and  living  in  a  cold 
climate  like  Canada  in  winter,  and  has  found  that  climatic  conditions  do 
not  influence  the  frequency  of  the  affection.  Mongols  in  general  have 
a  great  tendency  to  atrophic  rhinitis  of  the  anterior  third  of  the  inferior 
turbinated  body,  but  unattended  l)y  symptoms;  this  is  especially  marked 
if  they  inhabit  a  warm  country,  and  in  a  cold  climate  hypertrophic 
rhinitis  is  occasionally  met  with.  American  Indians  are  very  prone  to 
this  form  of  atrophy.  In  any  case  the  increased  size  of  the  inferior 
turbinated  body  does  not  appear  to  influence  ozaena,  the  frequencv  of 
which  varies  directly  with  the  contamination  of  the  environment. 
Moreover  African  Negroes  frequently  suffer  from  hypertropic  rhinitis  if 
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subjected  to  a  cold  and  moist  climate,  aud  iu  tliem  atrophic  rhinitis  does 
uot  exist.  The  author  was  struck  with  the  number  of  septal  deflections 
in  the  yellow  race,  especially  amontjst  the  Indians,  40  per  cent,  of  whom 
were  affected.  The  mixed  breeds  are  also  more  prone  to  tliis  malformation 
than  the  whites.  In  Mongols  eompeusatory  hypertrophic  rliinitis  was 
scarcely  ever  jiresent  in  the  larger  nasal  fossa,  but  rather  the  presence  of 
muco-puruleut  matter  and  crusts  without  foetor  were  noticed.  In  this 
race  true  ozEena  is  not  accompanied  by  the  foetor  met  with  in  whites  and 
negroes,  aud  this  the  author  ascribes  to  physiological  increase  of  the 
nasal  secretions  common  to  this  type  of  man,  which  lessens  the  tendency 
to  inspissatiou  of  discharges  and  acts  in  a  salutary  way  against  bacteria 
and  other  toxins.  Deflection  of  the  septum  in  Mongols,  associated  with 
the  foi-mation  of  non-ozeeuatons  discharge  in  a  large  fossa,  is  an  argument 
against  Zaufal's  theory,  which  ascribes  the  ozaena  to  undue  patency  of 
of  the  nasal  fossee:  besides,  negroes  of  Africa,  who  possess  extremely  roomy 
fossae,  do  not  suffer  from  the  disease  As  to  the  theoi'ies  of  Siebenmann, 
Zarniko,  Cholewa,  and  Griinwald  the  author  does  not  insist  on  any 
dissent ;  he  contents  himself  by  again  repeating  that  there  is  no 
atrophic  rhinitis  amongst  the  natives  of  the  Daik  Continent.  The 
infectious  theory  of  ozaena  seems  to  the  author  to  alone  meet  all 
exigencies.  He  believes  the  specific  agent  to  be  the  cocco-bacillus  of 
Perez  (Buenos  Aires).  This  bacillus  introdviced  into  the  veins  of  an 
animal  induces  atrophic  rhinitis  with  the  characteristic  fcetor.  Other 
microbes  in  the  nasal  discharges  onlv  play  a  secondary  rale.  After 
having  examined  a  multitude  of  Indians  in  both  Americas,  belonging  to 
tweuty-seven  separate  tribes,  the  author  found  that  the  freciuency  of  the 
disease  varied  with  the  surroundings.  Rare  on  the  higher  plateaux, 
where  the  natives  live  sparsely  in  the  open  air,  it  was,  on  the  contrary, 
much  more  common  iu  the  villages,  where  they  live  huddled  together 
and  breathe  a  contaminated  atmosphere.  In  the  latter  6  per  cent,  were 
affected,  and  the  women  leading  an  indoor  life  were  more  often  affected 
than  the  men.  The  same  facts  were  observed  in  Malaysia,  China,  and 
Japan.  The  redskins  and  .mixed  breeds  are  equally  prone  to  ozwna  ; 
nevertheless  the  yellow-  race  seems  more  predisposed  to  this  disease  than 
the  white.  The  reason,  the  author  thinks,  is  due,  not  only  to  uneleanli- 
ness  of  certain  branches  of  Mongols,  but  also  to  the  asymmetry  of  their 
nasal  fossae — conditions  which  favour  the  production  of  a  suitable  soil 
for  the  culture  of  Perez'  bacillus.  The  author  arrives  at  tlie  following 
conclusions  :  That  ozajna  is  an  infectious  disease  which  is  met  with  iu  all 
races.  Nevertheless  the  incidence  of  affection  is  less  in  the  case  of  the 
blacks  than  the  whites,  aud  falls  w-ith  greatest  frecjuency  on  the  yellow 
races.  The  very  large  number  of  septal  deviations  in  the  latter,  coupled 
with  an  almost  constant  state  of  uucleauliness  and  nasal  irritation,  prepare 
these  mucous ^lembranes  for  microbic  growth.  H.  Clayton  Fox. 


OESOPHAGUS. 

Lyon.  B.  B.  V.  (Philadelphia). — A  Consideration  of  Cardiospasm,  with 
Report  of  a  Case.  "  Amer.  Journ.  Med.  Sci.,"  March,  1910. 
The  commonest  causes  of  cardiosi>asm  are,  in  the  first  place,  a 
functional  condition  constituting  a  local  neurosis  or  a  local  manifestation 
of  a  general  iieurosis,  the  so-called  primary  cardiospasm,  and,  in  the 
second  place,  primary  oesophagitis.     When  cardiospasm  and  cesophagitis 
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are  both  present,  it  may  be  very  difficult  to  decide  which  is  priai:iry  aud 
which  secuudary.  Among  other  causes  are  couLfeuital  disposition,  piimary 
atony,  and  kiuking  at  the  hiatus  oesophagi. 

The  first  symptom  is  usually  a  sensation  of  dull  aching  pain  behind 
the  lower  end  of  the  sternum.  As  compensatory  hypertrophy  of  the 
musculature  of  the  lower  portion  of  the  CESophagus  develops,  in  order 
to  overcome  the  increasing  obstruction,  a  second  symptom  appears, 
namely,  regurgitation  of  food  shortly  after  ingestion.  Later,  when  the 
muscles  yield  to  the  strain,  dilatation  occurs,  and  the  almost  constant 
presence  of  decomposing  food  gives  rise  to  secondary  cesophagitis.  A 
continual  sense  of  burning  pressure  behind  the  sternum  is  complained 
of,  and  only  small  quantities  of  food  can  be  taken  at  a  time,  so  that 
there  is  a  rapid  loss  of  weight,  aud  the  patient  may  develop  profound 
cachexia,  and  tinally  die  of  starvation. 

The  diagnosis  is  made  by  means  of  the  X  rays,  the  passage  of 
bougies  of  the  Plummer  type  in  which  the  olive  tip  is  threaded  over  a 
swallowed  string,  and  by  means  of  oesophageal  lavage,  the  degree  of 
dilatation  being  estimated  from  the  amount  of  the  injected  fluid  which 
can  be  recovered  from  the  oesophagus.  Lavage  also  gives  important 
informatiim  as  to  the  presence  of  oesophagitis,  aud  the  author  describes 
in  detail,  with  micj-ophotographs,  the  oesophageal  sediments  obtained 
by  the  method  already  described  by  him  in  the  September  number  of 
the  same  Journal. 

In  the  treatment  of  the  earlier  cases,  antisjiasmodics  such  as  bella- 
donna aud  atropin  pushed  to  the  limit  of  tolerance,  together  with  general 
hygienic  measures,  may  suffice.  If  they  do  not,  dihitation  by  means  of 
the  instruments  suggested  by  Plummer  or  Bassler  may  be  required. 
Q!]sopliagitis,  when  present,  must  be  treated  by  lavage  with  germicidal 
solutions,  such  as  potassium  permanganate,  silver  nitrate,  argyrol,  etc., 
until  the  bacteria  have  disappeared  from  the  inflammatory  desquamation, 
when  normal  saline  solution  may  be  substituted.  Autogenous  vaccines 
also  facilitate  recovery.  The  intra-oesophageal  use  of  the  sinusoidal  or 
faradic  current  may  be  reijuired  to  overcome  atony  and  dilatation.  In 
very  late  cases,  with  extreme  starvation,  it  is  best  to  do  a  gastrostomy 
before  proceeding  to  other  treatment. 

In  advanced  cases,  particularly  those  with  much  cesophagitis,  the 
tre.itment  may  need  to  extend  over  long  periods  ;  but,  if  pmperly  dealt 
with,  the  pitients  eventually  make  good  recoveries. 

A  full  account  is  given  of  a  severe  case  which  was  studied  and 
successfully  treated  by  the  author.  Thomas  Guthrie. 


EAR. 

Perkins,    Chas.   L. — The   Chorda   Tympani   Nerve   in  Otology.     "  The 

Laryngoscope,"  1915,  p.  3-I1. 
Perkins  has  collected  the  following  cases:  (1)  During  a  radical 
mastoid  operation  there  were  repeated  facial  contractions  due  to  irrita- 
tion transmitted  through  the  chorda.  (2 )  Fraction  on  chorda  at  operation 
caused  facial  par.ilysis.  (3j  Facial  paralysis  just  after  operation — Was 
this  due  to  division  of  nerve  at  tip  or  some  lesion  higher  up  'f  Perkins 
holds  that  the  chorda  is  really  an  external  branch  of  the  facial.  To  test 
the  sense  of  taste  he  uses  (a)  syrup  (sweet),  (h)  25  per  cent,  solution  of 
tartaric  acid  (acid),  (r)  25  per  cent,  solution  of  conunon  salt  (saline), and 
(rf)  saturated  solution  of  quinine  sulphate  (bitter).     The  solutions  are 
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applied  with  a  cottou  applicatoi-.  The  patient  is  supplied  with  a  chart 
showing  the  words  sweet,  sour,  salt_y,  bitter,  and  is  directed  to  poiut  to 
the  seiisation  experienced.  He  must  not  speak,  as  this  spreads  the  solu- 
tion over  other  parts  than  the  anterior  two-thirds  of  the  tongue.  Between 
each  test  the  mouth  is  washed  out  and  the  taste  allowed  to  pass  away. 
Children  under  ten  years  cannot  be  accurately  tested. 

Cases  after  the  radical  opei-ation  show  complete  loss  of  taste  in  the 
chorda  area  on  tlie  operated  side,  and  in  about  one-third  of  the  cases 
there  was  loss  of  taste  on  the  posterior  third  of  the  tongue,  soft  palate, 
or  fauces.  This  is  supposed  to  be  due  to  involvement  of  the  tympanic 
plexus.  In  chronic  suppurative  otitis  media,  ageusia  from  involvement 
of  the  chorda  is  present  in  more  than  50  per  cent.  In  acute  cases  before 
paracentesis  Perkins  found  perversion  or  loss  of  taste  in  20  per  cent,  of 
cases.  After  myringotomy  the  cases  showed  no  change.  Perkins  believes 
that  the  chorda  is  not  severed  during  paracentesis. 

la  cases  of  nuclear  facial  paralysis  taste  is  not  affected,  and  there  is 
no  paresis  of  the  scalp  and  forehead  muscles,  because  the  nerve  supply  to 
the  latter  is  from  the  nucleus  of  the  third.  If  the  lesion  is  in  the 
Fallopian  canal,  there  is  ageusia,  even  if  the  nerve  be  involved  at  the 
stylomastoid  foramen.  Pathological  conditions  peripheral  to  the  above 
foramen  give  absence  of  ageusia.  This  group  includes  cases  of  so-called 
Bell's  palsy,  due  to  draughts,  rheumatism,  etc.  All  agree  that  the  taste 
path  for  the  anterior  two-thirds  of  the  tongue  is  through  tlie  cluu'da 
tympani  and  facial  to  the  geniculate  ganglion,  but  opinions  differs  as  to 
its  path  from  this  point  to  the  central  connection.  The  most  direct  path 
from  the  geniculate  ganglion  would  be  l\v  way  of  the  pars  intermedia  of 
Wrisbei'g  to  the  glosso-pharyngeal  nucleus.  Against  this  view  are  the 
following :  (1)  Facial  paralysis  from  basal  lesions  without  ageusia. 
(2)  Lesions  affecting  the  fifth  nerve  at  or  near  the  Gasserian  ganglion 
are  acconi]>anied  l)y  chordal  ageusia.  (3  and  4)  Experimental  work  on 
dogs  and  operative  removal  of  Gasserian  ganglion.  (6)  A  patient  with 
chordal  ageusia  was  found,  po)<i -mart fin,  to  have  exostosis  of  Vidian  canal 
and  degeneration  of  great  superficial  petrosal.  [The  abstractor  can  add 
anotlier  proof.  Case  of  facial  paralysis  due  to  neuritis  in  tin-  internal 
meatus :  There  was  no  chordal  ageusia  on  the  affected  side.  The  late 
Dr.  Alexander  Bruce  wrote  as  follows :  "  Tlie  absence  of  middle  ear 
disease  and  the  retention  of  the  sense  of  taste,  and  the  associated  deaf- 
ness, giddiness,  and  facial  paralysis,  indicated  that  the  lesion  was 
probably  situated  between  the  side  of  tlie  pons  and  the  bottom  of  the 
internal  auditory  meatus"  (Journal  of  Laryngology,  Ehinologt, 
AND  Otology,  August,  1910).]  The  chordal  taste  fibres  probably  go 
from  the  geniculate  ganglion  through  the  great  superficial  petrosal  and 
vidian  nerves  to  Meckel's  ganglion,  and  thence  in  the  second  division  of 
tlie  fifth  to  the  brain,  and  perhaps  a  part  also  through  the  small  super- 
ficial petrosal  to  the  otic  ganglion,  and  thence  in  the  third  division  of  the 
fifth.  The  work  [oi  Gowers,  Horsley,  and  Ballauce  confirms  tliis  indirect 
path.  /.  'S'.  Fraser. 

Beck,  Joseph  C. — X-ray  Diagnosis  in  Otosclerosis.  "  Larvngoscope," 
I'.tl.S.  p.  164. 
Beck  has  examined  twenty-seven  cases  of  otosclerosis  by  the  Eimtgen 
rays — stereo-radiograms  of  both  temporal  bones  being  taken  in  each  case. 
In  addition  he  photographed  normal  cases,  as  well  as  cases  of  nerve  deaf- 
ness and  of  chronic  catarrhal  and  suppurative  otitis  media.  Beck  finds 
that  in  marked  progressive  cases  of  otosclerosis  the  dark  areas  (in  the 
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negative)  iu  the  region  of  the  promontory  are  markedly  enlart^ed.  This 
indicates  a  deficieucv  iu  lime  salts.  In  one  case  of  active  syphilitic 
laliyrinthitis,  Beck  found  a  large  area  of  rarefaction,  probably  due  to 
syphilitic  osteo-porosis.  These  areas  of  rarefaction  were  not  found  in 
the  chronic  catarrhal  cases.  Beck  believes  that  otosclerosis  is  similar  to 
the  osteo-malaeia  found  in  other  bones,  and  holds  that  it  is  due  to  a 
disturbance  (hypo-action)  of  internal  secretion,  especially  of  the  adrenals 
and  pituitary.  He  treats  his  cases  with  adrenalin  and  pituitrin,  and 
seems  to  be  pleased  with  the  result.  /.  S.  Eraser. 

MISCELLANEOUS. 

Bowman,  Frederick  B. — Ulceromembranous  Stomatitis  and  Gingivitis 
among  Troops :  its  Cause  and  Treatment.  "■  Proceedings  of 
Koval   tiocietv    of    Medicine,    Medical    .Section,"   Fel>ruary,   1916, 

p.  ii3. 

The  author  states  that  the  number  of  cases  of  severe  ulcerative 
conditions  of  the  throat  and  mouth  seen  at  Moore  B.irracks  Pathological 
Lal)oratory  would  seem  to  warrant  a  report  on  their  cause  and  treatment. 
He  summarises  his  report  in  the  fi)llowing  way  : 

A  very  severe  form  of  communicable  mouth  and  throat  infection  is 
common  among  the  Canadian  troops  in  England,  and  from  reports  is  also 
widespread  among  the  British  troops  in  France. 

Clinically,  eases  of  this  nature  are  diagnosed  as  syphilis,  mercurial 
stomatitis,  diphtheria,  pyorrhtea  alveolaris,  etc.,  according  to  the  form 
assumed.  Apparently  they  are  due  to  Vincent's  organism  (spirochaette 
and  fusiform  bacilli).  Although  amoebae,  streptococci,  etc.,  are  also  found 
present,  it  is  only  when  Vincent's  organisms  have  disappeared  that  the 
condition  undergoes  cure. 

When  the  gums  are  attacked  the  disease  is  more  acute  than  ordinary 
pyorrhoea,  and  in  some  instances  the  gums  and  mouth  appear  much  the 
same  as  in  scurvy. 

Tlie  throat  condition  sometimes  cannot  be  diagnosed  clinically  from 
syphilis,  and  in  all  susj>icious  cases  a  Wassermann  reaction  should  be 
done  before  a  definite  diagnosis  is  made  or  treatment  is  begun.  The 
therapeutic  test  is  valueless,  as  one  full  dose  of  salvarsan  will  usually 
clear  up  a  liadly  ulcerated  throat  due  to  Vincent's  organism. 

The  disease  may  be  coincident  with  any  other  throat  infection.  It  is 
sometimes  chronic  and  may  persist  for  months.  A  striking  feature 
consists  in  the  accompanying  great  depression  and  even  vague  constitu- 
tional disturbances  which  utterly  unfit  the  man  as  a  fighting  unit. 

The  infection  iu  the  gums  is  very  persistent,  but  may  be  ameliorated 
and  is  usually  cured  by  the  use  of  a  simple  prescription  composed  of 
arsenic  and  ipecacuanha  solutions.  The  throat,  even  when  deeply 
ulcerated,  may  be  healed  iu  a  short  time  with  the  same  solution. 

Archer  Ryhiiid. 


OBITUARY. 

Dr.  Jules  Broeckaert. 

The  premature  death,  in  the  forty-ninth  year  of  his  age,  of  Dr.  Jules 
Broeckaert,  of  Ghent,  in  London  on  July  17,  1916,  deprives  Laryngology 
of  one  of  ils  most  industrious  and  enthusiastic  scientific  workers. 
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It  was  iu  1895  that  Dr.  Broeelvaort's  uauie  became  known  to  laryng'o- 
logists.  His  very  first  contribution  to  the  literature  of  the  specialty 
showed  that  a  serious  new-comer  had  arisen.  He  repeated  Krause's 
experiments  on  the  laryngeal  cortical  centres,  and  coufirnied  the  fact  that 
after  their  extirpation  the  laryngeal  nerves  and  muscles  remain  intact 
("  Recherches  expcrinientales  sur  le  centre  cortical  du  larynx,"  licuue  de 
Liiryngoluijit;  No.  16,  August  1,  1895). 

From  this  time  onward  his  name  aj>peared  more  and  more  frequently 
in  the  annals  of  laryngological  and  also  of  otological  literature,  and  it  is 
no  exaggeration  to  say  that  between  1900  and  1914  very  few  laryngo- 
logists  have  contributed  so  many  original  papers  to  the  treasury  of 
specialist  knowledge  as  tlie  late  Dr.  Broeckaert.  They  altogether  amount, 
Madame  Broeckaert  kindly  informs  me,  to  115  contributions. 

What  always  struck  me  most  forcibly  iu  his  efforts  was,  first,  the 
manifoldedness  of  his  interests,  and  secondly,  the  complete  mastery  over 
tlie  methods  of  research  by  which  he  prosecuted  his  labours. 

With  regard  to  the  first  of  these  points  it  would  be  ditficult  to  name 
a  topic  on  which  his  facile  pen  had  not  enriched  our  knowledge  Every- 
thing in  the  domain  of  our  specialty  appeared  equally  familiar  to  him, 
and  wdienever  he  wrote  about  a  rhiuological,  jiharyngological,  or  laryngo- 
logical subject  or  about  phenomena  linking  our  specialty  to  general 
medicine  or  surgery,  one  could  be  sure  to  find  something  original  in  his 
experiences  and  suggestions. 

Concerning  the  technical  equipment  which  he  brought  to  bear  on  his 
studies,  his  command  of  every  method  of  investigation  was  truly  admirable 
— clinical,  pathological,  histological,  microscopic,  experimental  lines  of 
research  seemed  equally  under  his  control,  and,  as  he  was  additionally 
gifted  with  the  power  of  clearly  expressing  his  thoughts,  it  was  always  a 
pleasure  to  read  his  contributions,  even  when  one  did  not  see  eye  to  eje 
with  him. 

From  among  the  multitude  of  his  scientific  interests,  however, 
Broeckaert  returned  time  after  time  to  two  subjects,  wjiich  had  become 
particularly  dear  to  his  heart.  These  were  :  Injections  of  hard  jiaraffin 
for  correction  of  nasal  deformities,  and  the  question  of  the  anatomy, 
physiology,  and  pathology  of  the  laiyngeal  nerves. 

Shortly  after  the  introduction  oi  the  paraflin  treatment  he  warmly 
took  to  it,  and  speedily  became  a  fervid  advocate  of  the  hard  paraffin 
method.  He  designed  improvements  in  the  manner  of  its  application  as 
well  as  safeguards  against  complications,  and  invented  suitable  instru- 
ments for  the  performance  of  the  operation.  As  recently  as  1913  he 
assured  the  Belgian  Society  of  Surgery,  on  the  basis  of  twelve  years' 
expei'ience,  that  these  injections  represented  by  far  the  best  means  of 
dealing  with  most  forms  of  nasal  deformities,  and  that  their  results  were 
the  more  brilliant,  since  they  w:ere  of  a  permanent  character.  His  writings 
and  demonstrations  before  various  medical  societies  probably  contributed 
n^ore  than  anything  else  to  popularise  the  method,  and  until  the  end  of 
his  days  he  was  justly  looked  upon  as  a  leading  authority  on  this  subject. 

He  was  less  happy  with  regard  to  his  second  pet-subject :  the  inner- 
vation of  the  larynx.  If  mere  industry  could  have  produced  significant 
results,  he  surely  would  have  achieved  them.  Ever  since  his  repetition 
of  Krause's  cortical  experiments  lie  devoted  himself  with  unflagging  zeal 
to  the  study  of  this  question  in  all  its  branches.  In  the  years  1902  and 
1903  he  wrote,  after  numerous  experimental  and  microscopic  researches  of 
his  own,  a  paper  on  the  normal  and  pathological  anatomy  and  physiology 
of  the  recurrent  laryngeal  nerve  ("  Etude  sur  le  nerf  recurrent  larynge  ; 
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son  aiiatoiiiie  ct  plivsiologie  uoiinale.'^  et  patholngiiiues.'  La  Pcosc  oto- 
larynij<il(j(jiqiu'  Beige,  No.  11,  1902,  and  Nos.  1-5,  1903),  iu  which  he 
also  studied  tlie  rule  of  the  synipathetic  nerve  in  the  innervation  of  the 
larjnx.  Six  years  later  this  euorniovisly  industrious  study  was  followed 
liy  a  monognijih  :  "  Les  Paralysies  Recurrentielles  "  (Bruxelles,  Hayez, 
1909),  iu  whieh  tlie  author  reported  the  literary  results  gained  on  that 
question  during  the  jiast  six  years,  together  with  renewed  investigations 
of  liis  own.  It  would  not  be  proper  for  me  on  this  occasion  to  enter  at 
length  upon  the  author's  contentions.     Suffice  to  say  that,  whilst  (juiclcly 


Du.  Bkoeckaebt. 


forming  and  shortly  afterwards  relinquishing  one  hypothesis  of  his  own 
after  the  other  concerning  the  explanation  of  the  median  position  of  the 
vocal  cord  in  incomplete  paralysis  of  the  recurrent  laryngeal  nerve, 
Broeckaert  steadfastly  adhered  to  the  one  conviction  that  —  whatever 
might  he  the  exj>lanation  of  that  position — Semon's  view,  viz.,  that  the 
abductor  fibres  of  the  recurrent  laryngeal  nerve  were  more  vulnerable  in 
progressive  organic  lesions  than  the  adductor-fibres,  must  be  wrong.  It 
was  no  use  discussing  the  matter  with  him  ;  his  conviction  had  become  a 
dogma,  and  he  did  not  budge  from  it.  All  the  same,  one  could  never 
deny  respect  to  so  obviously  honest  a  conviction,  expressed,  moreover, 
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always  in  strictly  scientific  language  and  free  fi-om  all  personalities. 
Our  f rieudship,  certainly,  never  suffered  from  this  divergence  of  opinions. 
'  Jules  August  Broeckaert  was  born  at  Ghent  on  April  7,  1807.  He 
passed  his  final  medical  examination  "  maxima  cum  laude  "  on  June  22, 
1892,  at  the  University  of  Ghent,  and  soon  liecanie  one  of  the  mainstays 
of  the  Belgian  Oto-Rhino-Laryugological  Society,  before  which  he  read 
many  papers  and  gave  demonstrations.  At  one  time  he  was  its  President, 
and  he  was  also  a  Vice-President  of  the  Belgian  Societv  of  Surgeons. 
He  was  Editor  of  the  special  journal  Le  Larynx,  and  corresponding 
member  of  many  foreign  Laryngological  Societies  and  Sections,  amongst 
them  the  Laryngological  Section  of  the  London  Royal  Society  of  Medicine 
and  the  Laryngological  Societies  of  Prance,  Italy,  Holland,  Paris,  and 
Berlin.  On  various .  occasions  he  acted  as  delegate  of  the  Belgian 
Government  at  International  Medical  Congresses,  which  he  used  to 
attend  very  regularly,  and  at  which  he  was  repeatedly  invited  to  introduce 
general  discussions.  He  was  also  the  Belgian  delegate  at  the  Inter- 
national Committee  for  the  Organisation  of  the  International  Medical 
Congresses. 

Shortly  after  the  beginning  of  the  German  invasion  of  Belgium  he 
took  refuge  with  his  family  in  London.  There  he  acted  first  as  physician 
at  the  War-Refugees'  Camp  at  Earl's  Court,  and  later  at  St.  Anne's 
Home.  He  also  was  Professor  at  the  Ti'aining  College  for  Belgian 
Nurses. 

In  July,  1915,  he  went  with  his  family  to  Holland  but  did  not  find  a 
suitable  opening  there  and  returned  to  London  early  this  year.  His 
hope  to  attain  a  position  in  his  own  line  was  not  realised,  and  he  had  to 
practise  as  a  general  practitioner  and  accoucheur  amongst  those  of  his 
own  countrymen  who  had  made  London  their  abode.  Although  successful 
beyond  his  own  hopes,  the  strain  of  working  up  lines  of  piactice  totally 
different  from  his  own  very  seriously  told  upon  him,  and  he  bitterly 
complained  to  me  of  overworlv  wlien  we  lunched  together  only  ten  days 
before  his  untimely  end.  He  had,  at  that  time,  made  up  his  mind  to 
settle,  for  the  present,  in  Paris,  where  he  hoped  to  find  specialist  work. 
Shortly  after  our  meeting,  however,  liis  health  began  rapidly  to  fail;  he 
could  take  no  nourishment,  and  after  a  week's  struggle  went  to  bed  early 
on  July  It).  Apoplexy  with  right-sided  hemiplegia  supervened  the  same 
day ;  he  lost  consciousness  and  died  early  next  morning — as  clearly  as 
possible  a  victim  of  tliis  terrible  war  ! 

Broeckaert's  pers<maliiy  was  charming  ;  always  an  amiable  smile  on 
his  face,  always  inclined  to  look  at  things  from  the  bright  side,  always 
full  of  love  for  his  wife  and  children,  with  whom  everyone  will  most 
deeply  sympathise.  He  has  done  good  work  for  our  specialty,  and  all 
who  have  known  him  will  cherish  his  memory.  Felix  Semon. 


Thomas  James  Walker,  M.D.,  F.R.C.S.,  J. P. 
(Peterborough.) 

MANTi  of -our  confr'creg  both  at  home  and  aljroad  whose  memories  can 
carry  them  back  to  the  early  days  of  laryngology  will  learn  with  deep 
regret  of  the  death  of  one  of  the  pioneers  of  their  art  in  the  person  of 
Dr.  T.  J.  Walker  of  Peterborough. 

'  Born  in' 1836,  T.  J.  Walker  was  the  son  of  a  doctor,  a  Dumfriesshire 
man,  who  had  settled  in  Peterborough.  After  a  imiversity  career  of 
much  promise  and  brilliancy  the  younger  "W^alker  joined  his  father  in 


October,  1916.1  Rhiiiology,  and  Otology.  4(33 

practice  iu  1860,  and  remained  in  Peterborout,di  until  the  dav  of  his 
death  on  July  19,  1916. 

A  ijeneral  surgeon,  or  perhaps  it  would  be  more  correct  to  say  a 
general  practitioner,  Walker  was  nevertheless  a  man  whose  energy  and 
wide  interests  bore  him  far  beyond  the  usual  limitations  set,  generally  by 
themselves  be  it  said,  upon  the  general  practitioners'  jirofessioual  activities- 
In  larvngologv  his  claim  to  distinction  lies  in  the  facts  that  he  was  one 
of  the  first  men  in  England  to  remove  a  growth  from  the  larynx  through 
the  UKiutli,  the  case  being  reported  in  the  Lanret  of  November  9,  1861, 
and  that  he  wrote  a  series  of  articles  iu  the  Brifisii  Mi'dinil  Jo/irnal  as 
early  as  1863,  upon  the  Laryngoscope  and  its  Clinical  Application.  So 
high  was  his  esteem  among  British  laryngologists  thai  in  the  Inter- 
national Congress  of  Medicine  in  London  iu  1881  he  was  associated  with 
Sir  Felix  Semou  and  Dr.  de  Havilland  Hall  as  Secretary  to  the  Sub- 
section of  Diseases  of  the  Throat.  He  also  received  the  distinction  of  being 
appointed  a  Vice-President  of  the  Laryngologieal  Society  of  London. 

Since  those  days,  however,  the  engrossing  claims  upon  bis  time  and 
attention  made  by  a  darge  aud  increasing  practice  rather  induced  a 
slackening  of  his  interest  iu  the  more  modern  developments  of  our 
specialty.  But  he  never  lost  touch  with  it  and  iu  1913,  when  he  was 
invited  to  deliver  the  introductory  address  of  the  Session  at  the  Central 
London  Throat  aud  Ear  Hospital,  it  was  felt  that  no  one  had  a  better 
right  than  he  had  to  appear  iu  that  position  as  one  of  the  historical 
figures  of  British  laryngology. 

On  that  occasion  the  old  story  was  recalled  and  repeated  of  how- 
Walker  "wiped  the  eye"  of  a  well-known  London  laryngologist  who 
was  imacquainted  with  Walker's  prowess  in  laryngeal  surgery.  A  patient 
of  Walker's  came  to  town  to  consult  the  London  man  abovit  hoarseness. 
A  laryngeal  growth  was  discovered  and  the  patient  was  returned  to 
Walker  with  a  note  e.xplaining  the  nature  of  the  disease  and  the  0]iera- 
tion  necessary  for  its  cure,  and  appointing  a  certain  diiy  for  him  to  attend 
to  have  the  growth  removed.  The  day  arrived  and  with  it  the  pittient, 
but  as  he  took  his  seat  in  the  chair  he  brought  out  of  his  pocket  a  small 
liottle  and  handed  it  to  the  great  man.  In  it  was  the  growth.  Walker 
having  wit  Lout  any  eo\nment  removed  it  himself  to  save  the  other  the 
trouble. 

Walker's  interests  and  activities  were  extraordinarily  diverse.  In 
addition  to  extensive  medical,  public,  political  and  Masonic  worksv  he 
found  time  to  cultivate  archaeology  and  to  become  an  authority  in  that 
science.  And  his  latest  researches  took  him  into  the  almost  untouched 
eoruer  of  history  that  has  to  do  with  the  French  prisoners  in;  England 
during  the  Revolutionary  and  Napoleonic  Wars,  the  work  done  by  hiui 
being  embodied  in  a  book  on  the  subject  published  iu  1913. 


REVIEWS. 

Roenfgennfjrnjihic  Diagnonis  of  Dental  Infection  in  Systemic  Diseases.  By 
Sinclair  Johset,  A.M.,  M.D.,  Consultiug  Surgeon,  St.  Bartholo- 
mew's Clinic,  New  York.  Pp.  70.  Paul  B.  Hoeber  X-  Co. 
Price  81.50. 

Had  Dr.  Jousey's  description  and  arrangement  been  as  clear  as  his 
pictures  this  would  have  been  a  notable  book.  As  it  is,  however,  it  is  a 
mere  pamphlet  only  touching  the  fringe  of  a  great  subject. 
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The  utility  of  this  recent  development  of  X-ray  work  is  Pe'-li^P^  ^J?* 
vet  sufficilntiy  appreciated  by  oto-laryngologists,  and  th.s  sma  book, 
fuLft  foTel^lnd  mcompllte.  ,nay  still  be  of  some  --ce^^^h^m  as 
au  introduction  to  an  important  subject.  Dan  McKenzie. 

Threat  and  Ear  TroMes.     By  Mac.eod  Y^'J^^^'^'^li  J^fj^'^  '  "'*^' ^"^ 
illustrations.     Loudon  :  Methuen  el- Co.     Puce  Is. 

Good  common  sense  is  the  leading  note  in  this  little  book,  one  of 
Mr  Yearslev  dev,,tes  his  attention  to  such  matters  as      the  imponance 

against  quacks  and  quackery. 
-  An  excellent  example  this  of  the  popidar  health-book.^^^  McKenzie. 


CORRESPONDENCE. 

To  the  Editor  o/'Thk  Jouenal  of  Laryngology,  Rhinooology,  akd 

Otology. 
Sir  -I   am   umch   indebted  to  Mr.  Macleod  Yearslev  for  his  kind 

T  T!Lai  hell,  tluNkiu.'  that  on  this  occasion  he  is  rather  putting  the 
"  ',    r      ?L  1    r  e      Let  him  first  prove  that  defective  nasal  drainage 
•:;  2::^    ch.ia  -udSe-ir  deafnLs  and  then  expbin  the  relat^i 

If  thev  reallv  stand  to  each  other  m  the  position  of  ^^^^^^^^^^^f'f' 
all  that  wouhl  1-  required  is  the  publication  of  a  series  of  carefu  >- 
:ited  c?ses  in  which\io  other  treatment  than  removal  of  nasal  obstruc- 

nte?  mrr;r::;:t:S::ert^^arguments  which  migM  be 
elaborated  f"m  su,,.h  facts,  as  for  instance  the  rare  occurrence  of  deafness 
in  cases  of  nasal  polypus,  etc.  ^  ^^^^  fa,ithfully, 

P.  McBride. 
September  \lth,  1916. 


BOOKS   RECEIVED. 

Traulaclions  of  the  American  Laiyngological  Association,     1915. 
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CiSE  OF  Chkonic  Mii)i>le-Eau  Suppurxtion  and  Cholesteatoma  combined  with  Ostitis 
Vasculosa   (Oroscr.EROsis)  OF  THE  Labtrinth  Capsule.     (Figs.  1  to  10  inclusive.) 
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To  Ili.i'steate  Mk.  J;  S.  Fuasek's  and  Mh.  E.  Mt'ius  Akticle  on  the  Patholoqt  of 

OrOSCLEBO-SIS. 
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PART  IV. 
THE    PATHOLOGY    OF    OTOSCLEROSIS.! 

By  J.  S.  Eraser, 
Assistant  Surgeon,  Ear  and  Throat  Department,  Royal  Infirmary,  Edinburgh ; 

AND  [ 

R.  MniR, 

Demonstrator  of  Patholoo^ical  Metliods,  University  of  Edinburgh ;  Fellow  of  the 
Pathological  Society  of  Great  Britain. 

This  communication  consists  of  two  parts  :  (I)  In  the  first,  one  of 
us  (J.  S.  F.)  will  briefly  recapitulate  the  main  theories  in  regard 
to  the  Pathology  of  Otosclerosis,  and  describe  the  results  of  the 
microscopic  examination  of  the  middle  and  inner  ear  from  a  case 
of  "  ostitis  vasculosa  "  associated  with  chronic  middle-ear  suppura- 
tion and  cholesteatoma.  (II)  In  the  second  part,  one  of  us 
(R.  M.)  will  give  an  account  of  the  changes  found  in  otosclerosis  as 
they  appear  to  a  general  pathologist. 

PART  I.     (J.  S.  F.) 
At  the  present  time  it  appears  to  be  impossible  to  state  with 
confidence  that  the  condition  variously  known  as  "  otosclerosis,'* 

'  The  work  was  carried  out  in  the  laboratory  of  the  Royal  College  of  Physicians 
and  in  the  Pathology  Department  of  the  University  of  Edinburgh. 
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"  dry  middle-ear  catarrh,"  "spongification  of  the  labyrinth  cap- 
sule," "ostitis  vasculosa  petrosa,"  "ostitis  stapedio-vestibularis," 
■"  petrous  osteodystrophy,"  etc.,  is  a  pathological  and  clinical  entity. 
It  may  be  that  the  condition  we  know  as  "otosclerosis"  is  made 
up  of  two  or  more  pathological  conditions  in  somewhat  the  same 
way  that  "  oedema "  may  result  from  affections  of  the  heart,  kid- 
neys, nerves,  or  from  inflammatory  processes.  All  we  know  is 
that,  apart  from  suppurative  otitis  media  and  adhesive  processes 
in  the  tympanum,  there  are  many  cases  of  chronic  progressive 
deafness  (usually  accompanied  by  tinnitus)  in  which  functional 
examination  of  the  auditory  apparatus  gives  us  the  results  we 
associate  with  a  lesion  of  the  sound-conducting  mechanism — i,  e. 
raised  lower  tone  limit,  lengthened  bone-conduction,  and  negative 
Eiune  test.  Microscopic  examination  of  such  specimens  as  have 
been  available  have  shown  certain  changes  in  the  labyrinth  capsule, 
especially  in  the  anterior  bony  margin  of  the  oval  window.  In  the 
early  stages  of  the  disease  we  find  here  vascular  spongy  bone  con- 
taining numerous  spaces  which  show  a  central  blood-vessel  sur- 
rounded by  some  connective  tissue.  Osteoclasts  are  not  found  at 
this  stage.  Later  on  the  diseased  area  becomes  sclerosed  by 
deposit  of  new  bone  in  the  walls  of  the  spaces.  The  process  usually 
extends  to  the  stapedio-vestibular  joint  and  results  in  bony  fixation 
of  the  stapes.  In  the  early  stages  the  nerve  structures  are  normal 
as  a  rule,  but  in  the  later  there  is  usually  a  considerable  degree  of 
atrophy  affecting  Corti's  organ,  the  stria  vascularis,  the  spiral 
sranslion,  and  the  cochlear  nerve. 

Theories  at  to  the  Pathology  of  Otosclerosis. 

There  appear  to  be  only  four  possible  ways  in  which  the  affec- 
tion may  arise  :  It  may  be  congenital ;  it  may  follow  inflammatory 
changes  in  the  middle  ear  ;  it  may  be  due  to  infection  through  the 
blood ;  it  may  be  caused  by  abnormal  conditions  in  the  nerve 
supply  of  the  parts  affected. 

(1)  According  to  the  first  theory,  otosclerosis  is  a  congenital 
.anomaly  of  the  process  of  growth  in  the  petrous  temporal  bone, 
due  to  the  presence  of  certain  determinants  in  the  patient's  blood. 
This  anomaly  only  becomes  manifest  after  puberty.  Under  normal 
conditions  the  growth  of  the  membranous  labj-rinth  and  its  bony 
'Capsule  ceases  soon  after  birth,  though  islands  of  cartilage  may 
occur  in  the  labyrinth  capsule  in  the  region  of  the  anterior  margin 
of  the  oval  window  (Figs.  19  and  20).  According  to  the  first 
theory  grow.th  continues  in  this  cartilage  bone  and  later  spreads  to 
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the  footplate  of  the  stapes,  finally  resulting  in  ankylosis.  Those 
who  hold  this  view  lay  great  stress  on  the  hereditary  transmission 
of  the  disease,  though  they  admit  that  the  immediate  cause  of 
otosclerosis  may  be  provided  by  puberty,  by  the  puerperium,  or 
-disease  of  the  tympanic  mucosa.  Further,  Siebenmann,-  who 
supports  this  theory,  points  out  the  similarity  of  the  changes  seen 
an  otosclerosis  to  those  which  occur  in  a  rib  in  cases  of  empyema. 
(In  such  cases  the  process  must  surely  invade  the  rib  from  the 
periosteum  ?) 

(2)  Otosclerosis  is  regarded  by  some  as  a  chronic  inflammatory 
process  spreading  from  the  mucoperiosteum  of  the  middle  ear  and 
following  attacks  of  catarrhal  or  suppurative  otitis  media.  The 
inflammatory  condition  is  supposed  to  linger  about  the  niche  of  the 
oval  window  and  to  invade  the  bone  from  the  deep  layer  of  the 
mucosa.  Such  an  invasion  may  be  favoured  by  the  anastomosis 
which  occurs  at  this  spot  between  the  tympanic  vessels  and  those 
of  the  bony  labyrinth  capsule.  Further,  as  Walker  and  I  have 
pointed  out,  the  joints  in  the  middle  ear  are  the  only  articulations 
in  the  body  covered  by  mucous  membrane,  and  therefore  liable  to 
infection  from  the  surface. 

This  view  of  the  pathology  of  otosclerosis  does  not  by  any 
means  exclude  the  hereditary  transmission  of  a  tendency  to  the 
-disease.  '  It  may  well  be  that  in  certain  families  the  mucosa  of  the 
middle  ear  and  the  bony  capsule  of  the  labyrinth  are  congenitally 
weak,  and  therefore  unable  to  resist  infection  from  the  surface. 
In  the  same  way  there  seems  to  be  evidence  that  in  certain  families 
■cases  of  suppurative  otitis  media  are  specially  liable  to  develop 
labyrinthine  or  intracranial  complications.  In  cases  of  middle-ear 
suppuration  several  observers  have  noted  changes  in  the  bony 
capsule  of  the  labyrinth  similar  to  those  seen  in  the  early  stages  of 
otosclerosis — i.  e.  stage  of  ostitis  vasculosa  or  spongifieation. 

Against  the  theory  that  otosclerosis  is  an  inflammatory  condi- 
tion following  otitis  media  we  must  place  the  facts  that— (a)  in 
most  cases  the  mucosa  of  the  middle  ear  is  normal  (it  is  well  known 
however,  that  otitis  media  may  pass  off  and  leave  little  or  no  trace)  ; 
(fo)  plasma  cells  are  absent  (I  am  not  sufficiently  skilled  in  pathology 
to  deal  with  this  point,  but  it  has  been  stated  that  plasma  cells  are 
not  invariably  present  in  inflammatory  conditions)  ;  (c)  areas  of 
osteoporosis  are  found  in  spots  far  distant  from  the  mucosa  of  the 
middle  ear  (this  will  be  dealt  with  later). 

(3)   A  third  group  of  otologists  look  on  otosclerosis  as  a  primary 
■disease   of  the   bone,  the   infection  coming  by  way  of  the  blood- 
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stream,  as  in  osteomalacia,  rheumatism,  etc.  Ferreri  regards 
otosclerosis  as  closely  allied  to  osteomalacia,  and  finds  that  almost 
all  patients  suffering  fi'om  the  latter  disease  are  also  the  subjects 
of  otosclerosis.  A  variant  of  this  view  is  held  by  A.  A.  Gray,  who 
has  put  forward  the  theory  that  otosclerosis  is  an  aseptic  necrosis 
of  certain  areas  in  the  labyrinth  capsule — apparently  as  a  result  of 
aseptic  infarction.  Gray  believes  that  similar  areas  occur  in  other 
bones  of  the  skeleton.  It  would  certain]}'  be  of  great  interest  to 
examine  other  bones,  though  it  would  not  be  so  easy  in  tliem  to 
identify  areas  of  ostitis  vasculosa  as  it  is  in  the  dense  labyrinth 
capsule.  A  grave  objection  to  the  theory  that  otosclerosis  is  a 
puerperal  infection  is  the  fact  that  it  is  very  common  in  young 
unmarried  women,  while  the  cases  so  commonly  met  with  in 
men  must,  of  course,  be  explained  in  anothet  way.  If,  for  a 
moment,  we  consider  theories  (2)  and  (3)  together,  we  may 
compare  them  with  those  put  forward  regarding  the  connection 
between  tonsillitis  and  rheumatism.  Formerly  it  was  held  that 
attacks  of  tonsillitis  were  of  "  rheumatic  origin  " — i.  e.  that  the 
tonsil  was  presumably  infected  through  the  blood-stream.  More 
recently  opinion  has  turned  round,  so  that  it  is  now  held  that 
rheumatism  is  of  "tonsillar  origin" — that  is  to  say,  that  the 
blood-stream  becomes  infected  from  the  tonsils.  In  my  opinion 
the  number  of  cases  of  otosclerosis  which  are  looked  on  as 
secondary  to  otitis  media  is  likely  in  the  future  to  grow  larger, 
while  the  number  of  the  so-called  iirimary  cases  [is  likely  to 
decrease. 

(4)  Lastly,  otosclerosis  is  regarded  by  a  small  groujD  of  observers 
as  due  to  a  trophic  disturbance — i.  e.  as  a  degenerative  atrophic 
process.  According  to  this  theory  the  changes  (sometimes)  found 
in  the  ganglia  and  nerves  are  primary,  while  those  in  the  labyrinth 
capsule  are  secondary.  In  this  connection  it  may  be  noted  that 
certain  cases,  which  clinically  appeared  to  be  examples  of  nerve 
deafness,  on  microscopic  examination  showed  spongification  of  the 
labyrinth  capsule  with  (Siebenmann)  or  without  (Bruehl)  ankylosis 
of  the  stapes.  This  type  of  otosclerosis  associated!  with  nerve 
deafness — the  so-called  "atypical  otosclerosis" — is  markedly 
hereditary.  Again  spongification  of  the  bone  in  front  of  the  oval 
window  has  been  observed  in  an  old  woman  aged  eighty-two  (Wolff), 
and  in  two  other  cases  in  old  people  (Mayer).  On  the  other  hand, 
advanced  cases  of  otosclerosis  have  been  microscopically  examined^ 
in  which  no  degenerative  changes  were  found  in  the  nerve- 
structures. 
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Nature  of  the  Changes  in  the  Bone  in  Otosclerosis. 

According  to  Siebenmann  the  changes  are  as  follows  :  (1) 
Vascular  and  fibrous  marrow  penetrates  the  normal  Haversian 
canals  and  dilates  them.  (2)  Next  there  is  lacunar  resorption  by 
giant  cells  of  the  cartilage  bone  of  the  labyrinth  capsule,  resulting 
in  the  formation  of  large  spaces  containing  blood-vessels  and 
numerous  cells.  (3)  New  deeply  staining  bone  is  deposited  in  the 
■walls  of  these  large  spaces  (the  bone  takes  on  the  basic  hajmatoxylin 
stain).  (4)  The  new  bone  becomes  dense  and  gradually  loses  its 
affinity  for  the  basic  stain. 

Manasse  describes  the  changes  thus  :  (1)  Granulation  and  osteoid 
tissue  are  formed  in  the  pre-existing  spaces  in  the  bone.  This  is 
the  primary  active  process.  The  original  bone  of  the  labyrinth 
capsule  disappears  without  absorption  by  giant  cells.  (2)  The 
spongy  new  bone  is  destroyed  by  canaliculisation  and  lacunar 
resorption  by  osteoclasts;  new  marrow  spaces  are  thus  produced. 
(3)  Bone  is  again  formed  by  osteoblasts  in  the  new  marrow  spaces ; 
this  bone  becomes  more  and  more  compact  by  diminution  in  size 
of  the  marrow  spaces.  In  this  way  new  lamellar  systems  are 
formed,  but  the  new  compact  bone  is  sharply  marked  off  from  the 
normal  bone  of  the  labyrinth  capsule. 

All  writers  on  the  pathology  of  otosclerosis  take  it  for  granted 
that  the  more  deeply  staining  bone  seen  in  the  walls  of  the  vascular 
spaces  in  the  early  stage  of  the  disease  is  new-formed  bone.  In 
my  experience,  however,  new-formed  bone  is  usually  pale  and  stains 
■well  with  eosin,  but  not  with  basic  stains.  Such  new  bone  may  be 
seen  in  the  walls  of  the  mastoid  air  cells  from  cases  of  subacute 
mastoiditis.  Accordingly,  it  seems  probable  that  the  bone  which 
stains  deeply  with  hannalum  or  heematoxylin  is  not  new  bone  at  all, 
but  merely  the  old  bone  of  the  region,  the  staining  reaction  of 
which  has  been  altered  by  the  change  it  has  undergone  owing  to 
the  vascular  dilatation  and  the  consequent  increased  supply  of 
lymph.  If  we  grant  that  in  the  stage  of  osteoporosis  some 
irritant,  inflammatory,  or  toxic  condition  be  present,  it  will  be 
obvious  that  in  order  to  combat  this  condition  the  part  needs  an 
increased  blood  supply.  The  vessels  of  the  Haversian  spaces 
therefore  dilate,  the  marrow  proliferates,  and  the  spaces  become 
enlarged.  It  is  not  necessary  that  the  bone  should  be  removed  by 
osteoclasts.  Bone  yields  before  long-continued  pressure  exerted 
by  structures  much  softer  than  itself — e.  g.  the  enlarged  mastoid 
antrum  and  tympanic  attic  in  cases  of  cholesteatoma,  in  the  walls 
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of  which  I  have  never  observed  osteoclasts.  Later  on,  when  the 
local  chronic  inflammatory  or  toxic  process  has. been  overcome,  the 
vascular  supply  diminishes  and  the  bone  again  becomes  sclerotic 
and  loses  its  affinity  for  basic  stains. 

In  support  of  the  second  (2)  view  as  to  the  pathology  of 
otosclerosis — namely,  that  it  is  a  chronic  inflamtnatoi'y  process 
invading  the  labyrinth  capsule  from  the  deep  layer  of  the  mucosa^ 
in  tlie  region  of  the  anterior  margin  of  the  oval  window — I  bring 
forward  the  following  case,  the  clinical  notes  of  which  are,  unfor- 
tunatelj',  very  meagre  : 

J.  H ,  male,  aged  nineteen,  had  suffered  from  chronic  middle-ear  suppura- 
tion of  unknown  origin  for  many  years.  The  jjatient  was  a  foundling,  and  nothing^ 
is  known  as  to  his  parentage ;  he  was  a  very  dull  boy  and  backward  in  every  way, 
according  to  the  account  of  his  guardian.  He  was  in  and  out  of  the  poorhouse  on 
several  occasions,  before  his  last  admission  on  May  11,  1911.  Death  occurred  on 
May  15,  and  at  the  autopsy  a  large  temporo-sphenoidal  abscess  was  discovered. 
As  the  patient  had  not  been  seen  by  an  otologist,  and  as  no  functional  examination 
had  been  carried  out,  it  was  not  at  first  thought  to  be  worth  while  to  examine  the 
ear  microscopically.  A  vertical  saw-cut  was  therefore  made  through  the  temporal 
bone  from  the  external  to  the  internal  meatus  in  order  to  demonstrate  cholestea- 
toma in  the  tympanic  cavity  and  attic.  As  the  specimen  did  not  show  this  very 
well,  it  was  determined  to  examine  the  ear  microscopically  in  order  to  observe  the 
condition  of  the  labyrinth  (cholesteatoma  deafness  ?).  In  view  of  the  fact  that 
the  labyrinth  capsule  showed  extensive  areas  of  ostitis  vasculosa,  it  may  readily 
be  imagined  that  I  was  not  too  pleased  with  myself  for  having  destroyed  with  the 
saw  the  regions  of  the  oval  and  round  windows.  It  is  further  unlucky  that- 
the  plane  of  the  saw-cut  is  not  a  favourable  one  for  microscopic  examination  of  the 
labyrinth.  The  results  of  the  examination  may  be  summarised  as  follows  :  The 
Eustachian  tube  shows  normal  epithelium,  but  the  submucous  tissue  is  thickened 
and  shows  cystic  spaces  (Fig.  4).  Tlie  tympanic  cavity,  aditus  and  antrum 
are  lined  by  cholesteatoma  (Figs.  3  and  6).  The  bony  walls  of  the  attic  and 
antrum  show  large  spaces  containing  connective  tissue  and  blood-vessels,  but  no- 
giant  cells  (ostitis  vasculosa?)  (Kig.  6).  On  the  inner  wall  of  the  tympanum,  in 
the  anterior  margin  of  the  oval  window,  there  is  an  area  of  ostitis  vasculosa  in  the 
labyrinth  capsule  (Pig.  1).  If  we  start  at  this  point  we  can  trace  the  spread  of 
the  disease  in  the  wall  of  the  labyrinth  between  the  periosteal  and  cartilage  bone 
round  to  the  region  of  the  internal  auditory  meatus,  and  also  over  the  apex  of  the 
coclilea  to  the  anterior  part  of  the  bony  capsule  of  this  structure  (Figs.  2  to  5). 
At  the  apical  coil  of  the  cochlea  the  spongification  reaches  the  peril3'mph  space 
(Fig.  3).  Fiu'ther  back  on  the  inner  wall  of  the  aditus  and  antrum,  in  the  region 
where  the  vessels  of  the  fossa  subarcuata  begin,  the  bone  shows  large  spaces  con- 
taining blood-vessels  and  connective  tissue  (Fig.  6).  The  marrow  surrounding  the 
labyrinth  capsule  apj^ears  at  all  parts  to  be  very  fibrous  (Figs.  3  and  -1).  Beyond 
this  the  marrow  is  fatty,  but  cellular  marrow  is  entirely  absent. 

In  the  case  of  specimens  obtained  from  the  human  sub."ject  it  is  never  wise  ta 
be  dogmatic  in  regard  to  changes  in  the  delicate  nerve  structures  of  the  labyrinth,, 
even  in  cases  (such  as  the  present)  where  the  temporal  bone  was  obtained  within 
twenty-four  hours  of  death  and  at  once  placed  in  fixative.  AVith  this  proviso  it 
may  be  stated  that  C'orti's  organ  appears  to  be  atrophied  in  all  coils ;  only  the  out- 
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FiG.  6,  Section  445  (  x  8  diam.)- — Vertical  section  through  the  posterior  part 
of  the  labyrintli  in  the  region  of  the  semicircular  canal.  1,  Superior 
canal.  2,  Area  of  ostitis  vaseulosa?  passing  in  towards  fossa  subarcuata 
3,  Floor  of  middle  fossa.  4,  Cholesteatoma  in  antrum.  5,  Externai  canal 
(i,  Posterior  canal  towards  the  ampullary  end.  The  canal  here  contains  bone 
dust  (artefact).  7,  Saccus  endolymphaticus.  8,  Crus  commune.  9,  Posterior 
cranial  fossa.  Note  change  in  tlie  bone  (ostitis  vaseulosa)  passing  inwards 
from  the  cholesteatoma  matrix  on  inner  wall  of  antrum.  In  tliis  situation  tlie 
veins  from  the  inner  wall  of  the  antrum  pass  through  the  fossa  subarcuata  to 
the  posterior  cranial  fossa  to  join  tlie  inferior  petrosal  sinus.  The  condition 
seen  in  the  photomicrograph  is,  however,  not  found  under  normal  conditions. 


To  Illu.str.vte  Mr.  J.  S.   FR,\'5ns's  and  Mk.  R.  Muir's  article  on  the  Pathology 

or  Otosclerosis. 
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Pig.  7.— Showini;  lymph  or  marrow  si^ace  in  the  labyrinth  capsule,  between  the  cartilage 
bone  (riglit)  and  the  lamellar  bone  (left)  (a  jn'obatile  path  of  infection),      x  (>0  iliam. 


Fn).  8.  -  Showing  area  of  spongifieation  in  the  cochlear  capsule.  This  area  is  sharply 
defined  and  lies  between  the  cartilage  bono  (below  and  to  the  right)  and  tlie  lamellar  bone 
(above  and  to  the  left).      x   60  diam. 

To  Illustrate  Mk.  J.   S.   Fraseb's  and  Mr.  R.  Muib's  article  on  the  Pathology 

OF  Otosclerosis. 
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lino  of  this  structure  is  visible.  The  cells  of  the  spiral  ganglion  also  appear  to  be 
shrunken,  and  their  place  is  taken  by  connective  tissue.  The  vestibule,  along  with 
the  ampuUary  ends  of  the  canals,  were  destroyed  by  the  saw-out. 

I  have  found  changes,  somewhat  similar  to  those  seen  in  the  labyrinth  capsule 
of  this  ease,  in  the  malleus  and  incvis  obtained  from  cases  of  chronic  middle-ear 
suppuration  in  which  the  ossicles  were  diseased  (Figs.  12  and  14). 

In  order  to  explain  how  tlie  clironic  infective  condition,  'whieh 
invades  the  labyrinth  capsule  from  the  region  of  the  promontory, 
can  reach  the  internal  auditory  meatus  it  is  necessary  to  recall  a 
few  facts  regarding  the  development  of  the  ear.  About  the  third 
month  of  foetal  life  we  find  the  otic  vesicle,  now  differentiated  into 
cochlea,  saccule,  utricle,  and  canals,  surrounded  by  a  capsule  of 
cartilage  of  mesoblastic  origin  (Fig.  15).  At  this  stage  the  peri- 
lymph space  is  still  filled  with  foetal  connective  tissue.  Further, 
the  hollow  bud  of  mucosa  from  the  naso-pharynx  which  lines  the 
Eustachian  tube,  and  is  later  on  to  line  the  tympanum,  aditus, 
antrum,  and  mastoid  cells,  has  as  yet  only  reached  the  anterior  and 
lower  part  of  the  tympanic  cavity.  Later  on,  the  cartilage  capsule 
of  the  inner  ear  mentioned  aV)ove  becomes  converted  into  dense, 
uon-vascular  bone  (Fig.  19).  This  bone  throughout  life  contains 
numerous  spaces  (interglobular  spaces)  which  hold  cartilage  cells 
even  in  old  people. 

In  the  child  and  adult  the  membranous  labyrinth  is  surrounded 
by  three  distinct  layers  of  bone  (Fig.  20)  :  (1)  Just  outside  the 
endosteum,  which  lines  the  labyrinth,  there  is  a  very  dense  layer 
of  compact  bone  formed  by  the  outer  (osteogenic)  surface  of  the 
endosteum  (Fig.  21,  No.  6)  ;  this  layer  is,  later  on,  intimately 
fused  with  (2)  the  dense  bone  derived  from  the  cartilaginous- 
capsule  of  the  labyrinth  i-ef erred  to  above  (Fig.  21,  No.  7)  ;  (3) 
surrounding  this  cartilage  bone,  but  distinct  from  it,  we  have  the 
lamellar  bone  with  its  cellular,  fatty,  or  fibrous  marrow  (Fig.  21, 
No.  3).  This  lamellar  bone,  where  it  lies  ne.xt  to  the  middle  ear,  is 
formed  by  the  deep  layer  of  the  tj'mpanic  mucosa  and,  where  it 
lies  next  to  the  cavity  of  the  skull,  bj'  the  osteogenic  layer  of  the 
dura  mater  (Figs.  17,  18  and  19). 

Although  I  have  not  noticed  it  iu  the  communications  of  other 
observers  I  have  found  that,  in  the  fcetus,  there  is  a  well-marked 
space — probably  a  lymph  or  marrow  space — between  (2)  the  carti- 
lage bone  and  (3)  the  lamellar  bone  (Fig.  17,  Nos.  8  and  9).  In 
young  children  this  space  is,  as  a  rule,  clearly  visible  though  not 
continuous,  but  iu  later  life  it  is  not  so  well  seen,  though  traces  of 
it  may  still  be  found,  especially  in  the  capsule  of  the  cochlea.     In 
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any  case  a  "  potential "  space  is  always  present,  just  as  between 
two  pieces  of  wood  which  have  been  glued  together. 

It  is  my  belief  that  a  chronic  infective  process,  such  as  a 
pyogenic  osteomyelitis,  a  syphilitic  or  tubercular  osteomyelitis,  or 
the  condition  known  as  ostitis  vasculosa,  may  invade  the  muco- 
periosteum  of  the  iiiner  tympanic  wall,  infect  the  marrow  spaces 
of  the  lamellar  bone,  and  finally  invade  the  lymph  or  iiiarrow  space 
.described  above.  When  once  this  has  been  opened  up  the  chronic 
infective  process  may  spread  round  the  cochlea  between  the  lamellar 
and  cartilage  bone,  and  even  progress  as  far  as  the  internal  audi- 
tory meatus.  This  theory  meets  the  objection  raised  by  Politzer 
— that  otosclerosis  cannot  be  secondary  to  an  infection  of  the 
tympanic  mucosa,  because  the  otosclerotic  change  has  been  found 
in  the  region  of  the  internal  meatus,  where  there  is  no  mucous 
membrane  connected  with  the  middle-ear  spaces. 

The  Cause  op  Deafness  in  Otosclerosis. 

(1)  Ankylosis  of  the  Stapes. — In  the  cases  in  which  ankylosis  is 
present  it  is  obvious  that  the  cause  of  deafness  is  not  far  to  seek. 
This  has  led  Jenkins  and  Baranj',  independently  of  one  another,  in 
recent  times,  to  expose  the  endosteum  of  the  labyrintli  in  the 
region  of  the  external  and  posterior  canals  respectively,  i.  e.  to 
make  what  has  been  called  by  some  a  "  labyrinth  fistula."  As  a 
matter  of  fact  these  otologists  did  not  make  a  fistula  at  all,  as  this 
would  have  necessitated  opening  the  lymphatic  spaces  of  the 
labyrinth.  What  they  did  was  to  provide  an  artificial  window  to 
replace  the  ankylosed  oval  one  on  the  assumption  that  the  mem- 
brane of  the  round  window  was  still  mobile,  and  that,  the  labyrin- 
thine fluid  being  incompressible,  it  was  necessary  to  have  two 
movable  windows  in  order  to  enable  vibrations  to  occur  in  the 
labyrinthine  fluid.  In  the  cases  recorded  by  both  the  otologists 
mentioned  above  the  immediate  effect  of  the  operative  procedures 
was  extremely  gratifying,  but  within  a  comparatively  short  time 
the  hearing  again  deteriorated.  It  must  be  admitted  that  there 
are  cases  of  otosclerosis  on  record  in  which  marked  deafness  was 
present,  although  microscopic  examination  showed  that  the  stapes 
was  not  ankylosed. 

(2)  Changes  in  the  LahyrintMne  Fluid,  especially  in  cases  in 
which  the  bone  disease  reaches  the  endosteum  of  the  labyrinth. 
Jenkins  lays  great  stress  on  the  probability  of  a  change  occurring 
in  the  composition  of  the  labyrinthine  fluid  in  cases  of  otosclerosis, 
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Norjmal'and  Diseased  Ossicles  from  Cases  or  Chronic  Middle- Eak 
Suppuration.     (Figs,  11  to  14  inclusive.) 
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and  holds  that  this  may  account  not  only  for  the  deafness,  but  also 
for  the  paracusis. 

(3)  Degeneration  of  the  Cochlear  Ganglion,  Nerve,  and  Corti's 
-<Jrgan. — The  microscopic  examination  of  the  inner  ear  involves 
.such  a  long  and  complicated  process  that  in  tlie  case  of  the  human 
■ears  it  is  never  safe  to  be  dogmatic  in  regard  to  the  finer  changes 
■which  may  appear  to  be  present  in  the  cells  of  the  spiral  ganglion, 
ill  the  fibres  of  the  cochlear  nerve,  or  in  the  sensory  and  support- 
iag  cells  of  Corti's  organ,  even  in  those  instances  in  which  the 
temporal  bone  is  obtained  within  twenty-four  hours  of  death  and 
immediately  placed  in  a  suitable  fixative  solution  after  the  hollow 
spaces  of  the  labyrinth  have  been  opened.  In  animals  the  fixative 
'(Zenker's  solution)  can  be  perfused  through  the  vessels  before 
<leath,  or  the  temporal  bones  can  be  at  once  i-emoved  and  placed 
in  the  warm  solution,  so  that  we  are  able  to  speak  with  confidence 
regarding  the  finer  changes  in  the  nerve  structures.  In  examining 
human  ears,  however,  we  must  be  very  sceptical  in  attributing 
importance  to  slight  changes  in  the  nerve  structures,  such  as 
shrinking  of  the  ganglion  cells,  fibrillation  of  the  nerves,  or  slight 
flattening  of  the  acoustic  papilla.  In  some  cases  of  otosclerosis,  in 
which  deafness  was  jjresent  during  life,  microscopic  examination 
■of  the  inner  ear  has  shown  that  the  nerve  structures  were  well 
preserved.  Here  we  may  conclude  with  a  fair  degree  of  certainty 
•tliat  the  cause  of  the  deafness  was  not  degeneration  of  the  sound- 
perceiving  apparatus.  Such  cases  have  been  recorded  by  several 
•writers.  It  is  usually  held  that  the  nerve  changes  in  otosclerosis 
lire  secondary  to  the  bony  changes,  and  that  they  are  probably  due 
to  a  toxin.  If  this  is  so  the  condition  would  be  analogous  to  that 
observed  by  D.  Orr  and  others  in  the  spinal  cord  and  nerves  in 
relation  to  toxic  processes  in  the  bladder,  kidneys,  etc. 

(4)  Spongijicatiun  of  the  Lahyrinth  Capsule. — Under  normal 
■conditions  the  sensitive  structures  of  the  membranous  labyrinth 
are  surrounded  by  two  layers  of  dense  non-vascular  bone,  the 
■endosteal  and  cartilage  bone  referred  to  above.  It  is  not  easy  to 
understand  how  the  cartilage  bone  receives  its  nourishment,  but, 
as  it  is  not  an  active  structure,  it  probably  requires  little,  and  this 
can  be  obtained  from  the  lymph  which  finds  its  way  into  the  inter- 
globular spaces  with  which  the  bone  is  so  plentifully  supplied. 
The  complicated  course  of  the  vertebi-al  arteries  and  the  arrange- 
ment of  the  circulation  at  the  base  of  the  brain  seem  especially 
suitable  to  provide  an  even  flow  of  blood  to  the  delicate  structures 
at  the  inner  ear.     Politzer  maintains  that  an  anastomosis  occurs 
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between  the  labyrinthine  vessels  and  those  of  the  middle  ear  in  th& 
neiorhbourhood  of  the  oval  window.  In  otosclerosis,  on  the  other 
hand,  the  character  of  the  bone  forming  the  labyrinth  capsule  is 
altered  and  vascular  spongy  bone  replaces  the  dense  non-* 
vascular  bone  over  more  or  less  considerable  areas.  If,  as  most 
authorities  hold,  it  is  necessary  for  perfect  heariiie"  that  the 
membranous  lab3'rinth  should  be  surrounded  by  dense  non-vascular 
bone,  it  is  easy  to  understand  that  in  otosclerosis  the  hearing  power 
is  greatly  diminished.  The  writer  is  of  opinion  that  this  last 
theory  (4)  probably  provides  the  true  explanation  of  the  deafness 
in  typical  cases  of  otosclerosis.  As  the  patients  say  themselves, 
they  could  hear  well  enough  if  it  were  not  for  "the  noises."  In 
atypical  cases  of  the  disease  in  which  the  nerve  structures  are- 
degenerated  the  deafness  can  be  accounted  for  by  the  lesion  of  the 
sound-perceiving  apparatus. 

The  Causation  of  Tinnitus. 

Much  of  what  has  alreadj'  been  said  with  regard  to  the  causa- 
tion of  deafness  applies  also  to  tinniius.  Vascular  changes  :  The 
increase  in  the  vascular  anastomosis  between  the  vessels  ef  the 
internal  and  middle  ear  may  to  some  extent  explain  the  noises 
from  which  the  patient  suffers — noises  which  are  worse  when  the 
patient  lies  down  at  night.  Again,  the  presence  of  vascular 
spongy  bone  in  the  cochlear  capsule  is  likely  to  result  in  tinnitus. 
Nerve  changes  :  Degeneration  of  the  nerve  structures  has  been  put 
forward,  especially  b}'  Neumann,  as  one  cause  of  noises  in  the  ear. 
This  change  Neumann  calls  "  ueuronophagia."  If  the  cells  of  the 
cochlear  ganglion  merely  atrophy,  there  is  no  tinnitus  ;  but  if,  in 
the  process  of  degeneration,  there  is  a  preliminary  stage  of  irrita- 
tion, tinnitus  will  arise.  Lahyrintliine  fluids  :  It  is  not  so  easy  to- 
account  for  tinnitus  by  a  change  in  the  labyrinthine  fluid,  though 
it  is  possible  that  such  a  change  might  affect  the  nerve  structures  or 
might  favour  the  conduction  of  vascular  noises.  It  is  interesting 
in  this  connection  to  remember  that  in  cases  of  chronic  progressive 
middle-ear  deafness  an  intercurrent  attack  of  acute  otitis  medi.a 
may  greatly  improve  the  Jiearing.  The  writer  once  knew  an 
otologist  who  was  so  impressed  by  this  fact  that  he  proposed  to 
ti-eat  such  cases  by  infecting  the  tympanic  cavity  with  pyogenic 
organisms  ! 

Paracusis. 

In  the  writer's  experience  paracusis  is  not  by  any  means  present 
in  all  cases  of  otosclerosis.  _ 
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Development   ok   the    Labyrinth    Capsule   Stupied    in   Relation   to  the 
Pathology  of  Otosclerosis,     f  Fig's.  15  to  21  inclusive.) 
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Fig.  1.5. — Vertical  transverse  section  tlirough  head  of  fcetal  jjig  (  x  8  diam.), 
showing  the  foetal  cartilaginous  <:apsule  of  the  lahyrinth  on  both  sides. 
The  endolymph  spaces  are  patent,  but  the  perilymph  spaces  are  still 
filled  with  fcetal  connective  tissue.  1,  Footjjlate  of  stapes.  2,  Facial 
nerve.  3,  Incus.  4,  Malleus.  .5,  Eustachian  tube.  ti,  Naso-pharynx. 
7,  Mouth  cavity.  S,  Hyoid.  9,  Meckel's  cartilage.  10,  Lower  jaw. 
11,  External  auditory  meatus.  12,  External  canal.  13,  Hollow  of  auricle. 
14,  Superior  canal.  15,  Utricle.  16,  Saccule.  17,  Cochlear  nerve.  Note 
the  cartilage  capsule  of  the  labyrinth  extending  from  a,l)ove  14  to  the  basi- 
sphenoid  which  lies  above  6. 
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(a)  Some  writers  have  supposed  that  stiimdation  lij  noise  is 
necessary  to  excite  the  atrophied  nerve  apparatus.  It  has  been 
suggested  that  in  the  early  stages,  before  ankj'losis  occurs,  the 
reflex  effect  of  external  noise  (acting  through  the  stapedius 
muscle)  alters  the  tension  of  the  labyrinthine  fluid  so  as  to 
put  it  into  the  best  condition  for  the  perception  of  sound. 
According  to  this  view,  one  would  expect  that  paracusis  would 
be  present  in  the  early  stages  of  the  disease,  but  would  pass 
off  later  on.  The  writer  has  met  with  several  cases  in  which 
this  history  was  obtained.  Urbantschitsch  holds  that  paracusis 
is  due  to  a  raised  functional  capacity  of  the  acoustic  nerve 
apparatus. 

(6)  It  is  well  known  that  Politzerwas  of  opinion  that  paracusis 
could  be  explained  by  the  massage  effect  of  the  external  noise  or 
vibration  on  the  more  or  less  stiffened  joints  between  the  ossicles. 
If  cases  of  chronic  adhesive  process  in  the  middle  ear  alone  presented 
the  symptom  of  paracusis  it  might  be  possible  to  agree  with  this 
theory,  but  paracusis  is  a  much  more  prominent  symptom  in  oto- 
sclerosis than  in  the  so-called  chronic  middle-ear  catarrh  (chronic 
adhesive  process).  Further,  if  Politzer's  theory  were  correct,  one 
would  expect  that  the  improvement  in  hearing  would  continue  for 
some  time  after  the  external  vibrations  had  ceased.  As  far  as  I 
know,  this  is  not  the  case. 

(c)  Paracusis  has  been  attributed  by  Jenkins  to  a  change  in 
the  labyrinthine  fluid.  It  appears  to  the  writer  that  the  composi- 
tion of  the  labyrinthine  fluid,  at  least  of  the  perilymph,  must 
closely  correspond  with  that  of  the  cerebro-spinal  fluid.  It  might 
be  possible  to  settle  this  point  by  chemical  examination  of  the 
cerebro-spinal  fluid  from  cases  of  otosclerosis.  Babinski  has 
reported  numerous  cases  in  which  tinnitus  was  markedly  improved 
by  lumbar  puncture. 

{d)  The  view  has  been  put  forward,  by  Jenkins  and  others, 
that  the  paracusis  is  more  apparent  than  real,  i.  e.  that  the  patients 
do  not  really  hear  better  in  a  noise,  but  are  able  to  catch  the 
raised  voice  of  their  companion  in  noisy  surroundings  such  as 
those  of  a  railway  carriage  because  they  are  less  disturbed  than 
normal  people  by  those  noisy  surroundings.  It  is,  of  course, 
widely  known  that  low  tones  are  badly,  or  not  at  all,  heard  by 
patients  suffering  from  otosclerosis,  and  according  to  this  theory  {d} 
it  is  assumed  that  the  external  sounds  which  so  much  disturb 
normal  people  are  of  low  pitch,  and  consequently  more  or  less 
inaudible  to  otosclerotics.     It  certainly  appears  to  be.  true  from 
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the  writer's  experience  that  married  women  suffering  from  oto- 
sclerosis are  better  able  to  hear  the  high-pitched  voices  of  their 
children  than  the  deeper  tones  of  their  husbands.  It  should  not 
be  a  difficult  matter  to  test  this  last  theory  of  pai'acusis,  for  if  it 
were  true  an  otosclerotic  should  not  hear  any  better  in  noisy 
surroundings  if  the  noise  were  of  high  pitch.  It  must,  of  course, 
not  be  forgotten  that  in  noisy  surroundings  people  naturally  raise 
their  voices  to  a  considerable  extent. 

(e)  McBean  [Annals  of  Otoloyij,  ^^ecemher,  1915)  advances  what 
appears  to  be  a  new  theory  to  explain  paracusis.  The  points  in 
McBean's  argument  appear  to  be  as  follows  :  (1)  The  nerve  endings 
in  the  cochlear  and  vestibular  apparatus  are  very  similar.  The 
tectorial  membrane  and  Corti's  organ  in  the  cochlea  correspond  to 
the  cupula  and  crista  in  the  canals.  (2)  Movements  of  the  fluid 
are  constantly  occurring  in  the  canals,  and  keep  the  end  organs  of 
the  vestibular  apparatus  in  a  suitable  condition  for  appreciating 
passive  movement  and  rotation,  (o)  Under  normal  conditions  the 
ossicular  chain  and  the  column  of  perilymph  in  the  scala  vestibuli 
and  scala  tympani  move  backward  and  forward  with  each  sound 
vibration,  the  round  window  membrane  bulging  out  when  the  sta- 
pedial foot-plate  moves  inwards.  (4)  Sound  vibrations — especially 
those  of  low  tone — are  practically  always  present,  so  that  the 
normal  relation  of  the  tectorial  membrane  to  Corti's  organ  must  be 
that  of  constant  simultaneous  motion.  These  movements  keep  the 
nerve  terminals  iu  an  efficient  state.  (5)  When  the  stapedo- 
vestibular  joint  is  anchylosed  the  sound-conducting  mechanism  is 
thrown  out  of  gear,  low  tones  are  not  transmitted,  and  movements 
of  the  fluid  in  the  cochlea  are  interfered  with.  (6)  The  membrane 
of  the  round  window  is  capable  of  perfoi'ming  excursions  five  times 
greater  than  those  of  the  foot-plate  of  the  stapes.  In  the  normal 
ear  the  round  window  membrane  plays  a  passive  role,  but,  when 
the  stapedial  foot-plate  is  more  or  less  fixed,  the  membrane  of  the 
round  window  takes  on  a  more  active  function.  A  greater  stimulus, 
however,  is  needed,  and  is  j^rovided  by  the  vibrations  of  machinery 
or  a  rail-road  train.  Under  such  conditions  the  membrane  of  the 
round  window  and  the  cochlear  lymph  move  to  and  fro  with  some- 
thing like  their  normal  motion,  and  at  the  same  time  the  hair  cells 
attached  to  the  tectorial  membrane  can  resume  their  function  as 
receivers  of  sound.  (7)  If  the  above  theory  is  accurate,  McBean 
would  expect  that  in  those  cases  of  otosclerosis  in  -whieli  the  round 
window  is  obliterated  by  new  bone  formation,  pai'acusis  would  not 
be  present. 
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Fig.  17. — Horizontal  section  through  U'ft  car  of  seven  months  fcetus  in  region 
of  oval  window.  The  case  was  said  to  be  one  of  congenital  sjlihilis,  hut  the 
Wassermann  reaction  (as  done  i)Osl-marlen\)  was  negative.  The  section  shows 
the  arrangement  of  the  bone  around  the  hollow  spaces  of  the  inner  ear.  1.  Facial 
nerve.  2.  Long  process  of  incus,  Iielow  this  the  niche  of  the  oval  window- 
contains  mucoid  exudate.  3.  Chorda  tympani.  -1.  Handle  of  malleus.  5.  Tympanic 
membrane.  6.  Lamellar  bone  formed  by  deep  layer  of  muco-periostoum  covering 
promontory.     7.  Internal  carotid  artery.     S.  Lamellar  bone  of  coclilear  capsule. 

9.  Cartilage  bone  of  cochlear  capsule .-  note  marrow  or  lymph  space  between  8  and  9. 

10.  Endosteal  bone  of  basal  coil  of  cochlea.  11  and  13.  Lamellar  bono  formed 
by  osteogenic  layer  of  dura  mater.  12.  Internal  auditory  meatus  with  nerves. 
14.  Fossa  subarcuata.  15.  Smooth  end  of  superior  canal.  16.  External  canal 
surrounded  by  its  layer  of  endosteal  and  cartilage  bone.  The  neuroepitheUum  of 
the  labjTinth  shows  marked  post-mortem  changes. 

To  Illustrate  Mr.  J.  S.  Eraser's  and  Mr.  E.  Muib's  article  on  the  PATHOLOor 

OF  Otosclerosis. 
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PAET  II.     (R.  M.) 

The  microscopical  appearances  seen  in  the  study  of  sections 
from  cases  of  otosclerosis  strongly  suggest  the  structural  changes 
one  meets  with  in  other  bony  tissues  in  conditions  of  chronic 
toxffimia  or  altered  metabolism.  Whatever  be  the  exciting 
cause  of  this  condition  we  have  a  series  of  jjrogressive  changes 
which  appear  to  be  pitrehj  injlammaforij  in  character.  The 
ultimate  result  is  a  typical  and  constant  lesion,  viz.  marked 
sclerosis  of  the  bony  tissue  of  the  labyrinth  capsule.  The  alleged 
absence  of  plasma  cells  does  not  prove  that  otosclerosis  is  of  non- 
inflammatory origin.  These  cells  are  not  present  in  all  forms  of 
chronic  inflammation.  Even  when  they  are  present  they  do  not 
occur  in  all  stages  of  the  inflammatory  process.  For  their  detection 
special  staining  methods  are  required — methods  difficult  to  apply 
to  celloidin  sections  of  the  labyrinth. 

The  first  change  one  observes  in  otosclerosis  is  the  marked  and 
general  engorgement  of  the  blood-vessels  both  in  the  fatty  marrow 
of  the  bone  and  in  the  muco-periosteum.  The  connective  tissue  of 
these  areas  is  also  seen  to  increase  in  amount,  having  a  loose, 
open,  and  fibriUated  structure.  There  are  more  cellular  areas,, 
mainly  composed  of  mononuclear  cells,  which  are  closely  related 
to  the  congested  vessels.  Some  of  the  medullary  spaces  in  the 
petrous  bone  show  leucoblastic  marrow  reaction.  Such  appear- 
ances can  be  explained  by  a  toxic  body  brought  by  the  blood  or 
invading  the  bone  from  the  muco-periosteum,  and  acting  as  a 
stimuUxnt,  especially  on  the  connective  tissues  of  the  marrow. 
The  condition  is  essentially  a  granulating  process,  which  slowly 
brings  about  absorption  of  the  bone,  allowing  the  opening  up 
of  the  medullary  spaces.  The  deeply  staining  bone  seen  around 
the  enlarged  medullary  spaces  appears  to  be  old  bone  which  is 
undergoing  change,  and  not  new-formed  bone,  as  described  by 
various  writers.  The  granulation  tissue  tends  to  become  more- 
fully  formed  fibrous  tissue,  and  these  fibres  arrange  themselves 
in  concentric  layers  around  the  central  vessel.  Ossification  of 
this  fibrous  tissue  now  sets  in,  beginning  with  the  fibres  lying 
in  close  relation  to  the  bone  trabecular,  thus  -bringing  about  a 
marked  thickening  of  the  lamellje  at  the  expense  of  the  Haversian 
canals.  The  inner  layer  of  bone  in  the  labyrinth  capsule  also- 
appears  to  be  involved  in  this  process  of  sclerosis.  There  is  an 
active  proliferation  of  the  cartilage  cells  and  ossification  into  a. 
bony  matrix. 
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The  above  clianges  are  seen  to  be  of  a  patchy  character  and 
appear  to  begin  at  the  junction  of  the  cartilaginous  and  lamellar 
portions  of  the  labyrinth  capsule,  and  to  spread  directly  along 
that  line  for  some  distance,  extending  more  or  less  into  the  carti- 
laginous and  lamellar  bone  on  each  side,  and  in  places  passing 
right  through  the  cartilage  bone  to  reach  the  endosteal  tissue 
lining  the  cavities  of  the  inner  ear.  This  path  of  extension 
strongly  suggests  some  direct  channel,  such  as  that  shown  to  exist 
{J.  S.  F.),  and  wou'd  explain  the  areas  of  change  seen  in  the 
various  parts  of  the  labyrintli  capsule. 

The  whole  process  appears  to  be  a  slow  form  of  inflammation, 
a  definite  series  of  reactions  of  a  special  tissue  to  repair  damage 
caused  by  some  unknown  element,  bacterial  or  toxic. 

Conclusions. 

(1)  Some  cases  of  otosclerosis  (spongification  of  the  labj^rinth 
capsule)  appear  to  be  of  the  nature  of  a  blood  infection,  and  may 
be  called  "j^rimary."  We  would  expect  that  further  research 
would  show  that  in  these  cases  the  bony  changes  are  widespread 
throughout  the  skeleton. 

(2)  Other  cases  of  otosclerosis  undoubtedl}'  follow  attacks  of 
catarrhal  or  purulent  otitis  media,  the  infective  process  invading 
the  labyrinth  capsule  at  the  antei'ior  margin  of  the  oval  window. 
Such  cases  may  be  called  "  secondary." 

(3)  From  the  clinical  standpoint,  heredity  plays  an  important 
part  in  otosclerosis,  but,  as  the  condition  is  a  chronic  inflammatory 
process,  the  infective  agent  must  gain  access  to  the  labyrinth 
capsule  either  through  the  blood-stream  or  from  the  middle-ear 
cleft. 

(4)  It  has  been  proved  by  clinical  and  microscopical  research 
that  "  atypical  ''  cases  of  otosclerosis  exist  in  which  functional 
examination  of  the  ear  reveals  the  presence  of  nerve  deafness. 
The  relationship  between  the  bony  changes  and  the  nervous 
affection  is  not  j^et  clear. 
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Fig.  18. — Horizontal  section  througli  left  ear  of  seven  months  fcetus  in  region 
of  round  window.  1.  Facial  nerve.  2.  Membrane  of  round  window.  3.  Tympanic 
membrane.  4.  Lamellar  bone  of  promontory  formed  by  deep  layer  of  muco-peri- 
osteum.  .5.  Anterior  part  of  annulus  tympanicus.  tj.  Internal  carotid  artery. 
7.  Endosteal  bone  of  basal  coil  of  cochlea.  8.  Space  between  lamellar  and  carti- 
lage bone,  the  latter  is  very  thin  at  this  point.  9.  Scala  tympani  of  basal  coil  of 
cochlea.  10.  Internal  auditory  meatus  with  dural  sheath.  11.  Opening  of  crus 
commune  into  vestibule.  12.  Opening  of  smooth  end  of  external  canal  into 
vestibule.  13.  Dense  cartilage  bone  of  external  canal.  14.  Marrow.  15.  Smooth 
end  of  posterior  canal  surrounded  by  endosteal  and  cartilage  bone.  16.  Sinus 
tympani  containing  mucoid  exudate. 

To  Illustrate  Mr.  J.  S.  Fkaser's  and  Mk.  R.  Muir's  article  on  the  Pathology 

OP  Otosclerosis. 

Adlard  ^  West  Xetcman. 
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CLINICAL    NOTES. 


THE    INFLUENCE   OF    POSITION    ON    THE  APPEARANCES   OF   THE 
NORMAL    PHARYNX. 

Douglas  Guthrie,  M.D.,  F.E.C.S. 

Some  years  a^o,  whilst  examining  tlie  throat  of  a  bedridden  patient,  I 
noticed  a  swelling  on  the  right  side  of  the  posterior  pharyngeal  wall, 
the  appearance  in  fact  strongly  suggesting  that  of  a  retropharyngeal 
abscess. 

The  patient's  head  was,  at  the  time,  acutely  turned  towards  me  as  I 
stood  to  the  right  of  his  bed.  Examination  in  the  ordinary  position, 
however,  convinced  me  that  the  pharynx  was  normal  and  that  the 
peculiar  appearance  I  had  observed  was  solely  dependent  ujjon  my  patient's 
unusual  attitude. 

This  observation  may  be  verified  by  anyone  with  great  ease.  Let 
any  patient  be  seated  sideways,  as  though  about  to  have  the  right  ear 
-examined.     Then  direct  him  to  turn  his  head  so  that  he  looks  oyer  his 
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vicrlit  shoulder  towards  the  examiner.  It  will  then  be  noticed  ou  inspee- 
tiou  that  the  right  half  of  the  posterior  pharyu^-eal  wall  is  unusually 
prominent  and  that  a  very  complete  view  of  the  right  tonsillar  region  is 
obtained. 

When  the  patient  turns  his  head  towards  the  left,  the  appearances  are „ 
of  course,  reversed. 

I  am  not  aware  that  this  simple  fact  has  been  previously  noted,, 
though  it  appears  to  be  of  some  practical  value.  In  the  routine  examina- 
tion of  the  pharynx  such  an  alteration  in  the  position  of  the  patient's 
head  improves  the  view  very  greatly.  The  lower  pole  and  lingual  pro- 
longation of  the  tonsil  become  distinctly  visible,  a  "  buried  "  tonsil  is 
rendered   much   more  prominent,   and   if,   with  a  narrow  spatula,  the 


tongue  be  gently  pressed  towards  the  opposite  side,  the  anterior  surface 
of  the  epiglottis  may  be  readily  inspected  in  the  majority  of  cases. 

The  cause  of  the  "phenomenon  is  shown  in  the  accompunyiug  radiograui. 

A  small  quantity  of  bismuth  emulsion  has  been  injected  into  the 
centre  of  the  right  tonsil  (an  enlarged  tonsil  which  I  was  about  to- 
enucleate). 

The  patient's  head  is  turned  towards  his  right  shoulder.  This 
rotatory  movement  takes  place  chiefly  at  the  joint  lietween  atlas  and  axis 
vertebra} ;  the  lower  cervical  vertebrae  do  not  participate  in  the  movement. 
Even  the  axis  vertebra  rotates  only  slightly.  The  right  transverse  pro- 
cess of  the  axis  is  very  prominent  in  the  photograph,  and,  situated  as  it 
is  behind  the  angle  of  "the  lower  jaw  and  behiiui  the  suiall  shadow  of  the 
bismuth  in  the  tonsil,  there  can  be  little  doubt  that  it  is  the  cause  of  _  the 
retropharyngeal  swelling  which  makes  its  appearance  when  the  head  is  in 
this  position. 
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To  Illustrate  Mk.  J.  S.  Fraser's  and  Mr.  R.  Muir's  article  on  the  Pathology 

OF  Otosclerosis. 


Adliird  4-   Jf'est  JS'eu-man, 
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To  Illustkate  Mk.  J. 


S.  Eraser's  and  Mb,  E.  Muib's  article  (in  the  Pathology 
OF  Otosclerosis. 
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SOCIETIES'    PROCEEDINGS. 


ROYAL    SOCIETY   OF   MEDICINE-OTOLOGICAL 

SECTION. 


May  19,  1916. 


Dr.  Albert  A.  Gray,  President  of  the  Section,  in  the  CJia 


The  Pathology  of  Otosclerosis,  Congenital  Syphilitic  Deafness, 
and  Paralabyrinthitis.— J.  S.  Fraser.— (See  p.  46.5  of  thi.s  issue.) 

The  President  :  These  specimens  are  partieularlv  interesting  to  me 
especially  the  one  m  which  Dr.  Fraser  described  otosclerosis  arising  in 
the  course  of  suppurative  middle-ear  disease.  Clinieallv.  some  years 
ago,  I  concluded  that  there  was  more  frequently  an  association  between 
suppurative  middleear  disease  and  otosclero'sis  than  is  commonly 
supposed,  but  I  have  never  found  a  case  in  which  one  could  demonstrate 
It  pathologically ;  and  I  am  very  grateful  to  Dr.  Fraser  for  having  shown 
what  I  believe  to  be  the  first  case  which  jn-oves  the  relationship  between 
the  two.  Clinically,  as  one  knows,  one  frequently  meets  cases  of  extreme 
deafness  m  comparatively  voung  people  associated  with  suppurative 
middle-ear  disease,  but  the  degree  of  the  deafness  is  out  of  all  proportion 
to  the  middle-ear  condition.  lu  these  cases  it  is  very  apt  to  be  assumed 
that  the  condition  is  one  of  pure  middle-ear  disease  that  is  the  result  of 
suppurative  middle-ear  disease.  When  I  studied  the  question  of  heredity 
in  relation  to  otosclerosis.  I  found  there  was  sometimes  curious  relation- 
ship ;  I  found  two  or  three  families  in  which  there  was  marked 
otosclerosis,  and  in  some  of  those  families  one  or  two  individuals  had 
suffered  from  suppurative  middle-ear  disease.  In  such  circumstances  I 
found  that  when  middle-ear  disease  occurred  in  such  families,  it  called 
otosclerosis  into  existence  at  a  much  earlier  time  in  life  than  amongst 
other  members  of  the  family,  and  the  deafness  reached  a  higher  degree. 
The  middle-ear  intlammatiou  appears  to  cause  antedating ''of  the  "oto- 
sclerosis. But  we  must  be  very  careful  about  assuming  that  the  otosclerosis 
is  therefore  necessarily  due  to  infection  proceeding  from  the  middle  ear  ■ 
I  think  all  it  does  is  to  excite  the  condition  in  those  predisposed  to  it. 
ihe  difficulty  about  the  ideas  of  speaking  of  otitis  media  or  osteitis  in 
otosclerosis  lies  in  the  fact  that  we  find  utterly  different  changes  in  the 
other  parts  :  there  is  an  atrophy  of  the  cerumiuous  glands,  a  diminution 
m  the  sensitiveness  of  the  tympanic  membrane,  of  the  meatus,  etc.,  and 
1  thmk  it  quite  probable  that  there  are  changes  in  the  nerve-cells  of 
the  cerebral  cortex  or  other  portion  of  the  auditory  tract  which  may 
account  for  the  tinnitus.  I  do  not  think  the  tinnitus' is  explained  by  the 
changes  in  the  internal  ear.  In  three  out  of  the  four  cases  I  had,  the 
internal  ear  appeared  perfectly  normal. 

Dr.  P.  Watson-Williams  :  It  is  very  interesting  and  a  great 
privilege  to  see  such  a  splendid  series  of  microscopical  specimens,  which 
represent  enormous  labour.     I  have  long  been  rather  attracted  by  the 
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snggestiou  which  Dr.  Fraser  has  put  forward  as  to  the  possibihty  of 
-otosclerosis  being,  at  any  rate  in  some  cases,  due  to  toxic  absorption  or  to 
some  chronic  iutlammatoiT  process.  It  is  a  view  which  I  have  myself 
taught  and  advocated.  For  the  last  six  or  seven  years  I  have  been 
endeavouring  to  see  how  far  one  coiild  obtain  evidence  of  such  source  of 
infection  in  the  posterior  ethmoidal  cells  or  the  sphenoidal  sinuses, 
because  I  think  it  is  as  reasonable  to  look  to  these  parts  for  the  source  of 
infection  as  to  the  ear  itself.  One  often  encounters  cases  of  pure  oto- 
sclerosis in  which  signs  or  history  of  inflammatory  ear  conditions  are 
entirely  absent.  And  in  a  certain  proportion  of  cases  careful  investiga- 
tion has  led  to  my  discovery  of  chronic  or  very  latent  infection  of 
sinuses.  It  may  so  happen  that  we  may  have  to  look  for  other  foci  as 
possible  sources  of  infection.  But  it  seems  that,  just  as  in  cases  of 
canicular  optic  neuritis  following  on  sphenoidal  sinus  infection,  the 
infection  mav  be  very  slight  indeed,  and  sometimes  it  is  only  by  means 
of  delicate  cultural  methods  that  it  can  be  demonstrated  that  there  is 
anv  infection  of  these  cavities.  And  we  may  explain  the  marked  toxic 
infection  where  there  is  such  a  marked  absence  of  suppuration  as  being 
due  to  the  fact  that  there  is  no  phagocytosis  because  of  the  poverty  of 
leucocytes.  Therefore  instead  of  a  sujipurative  process  and  grpsser 
evidences  of  infective  inflammation,  there  is  simply  a  comparatively 
uninhibited  chronic  infection.  The  condition  just  mentioned  may  also 
set  up  otosclerosis,  and  yet  the  chronic  infection  may  be  overlooked 
owing  to  the  absence  of  pus  or  otLer  gross  evidences  of  infective  inflam- 
matory processes. 

Dr.  DuNDAS  G-EANT  :  Dr.  Watson-Williams  has  touched  on  a  point 
of  great  importance  from  the  practical  aspect — namely,  that  ostoclerosis 
may  depend  upon  an  absorption  of  toxins.  There  may  be  many 
different  causes  of  ostosclerosis,  which  it  would  be  impossilde  now  to 
discuss.  At  one  time  I  formed  the  impression  that  it  occurred  in 
association  with  chronic  osteo-arthritis.  Many  cases  may  be  of  that 
nature.  The  ajtiology  of  ostosclerosis  is  very  various,  and  Habermanu, 
in  a  long  paper,  associated  it  in  some  ca.ses  with  tuberculosis,  in  others 
with  syphilis.  Dr.  Fraser  has  referred  to  Heunebert's  observation  that 
in  cases  of  congenital  syphilis  there  might  be  the  "  fistula  "  symptom, 
and  I  would  ask  Dr.  Fraser  whether  he  thinks  it  is  possible  that  such 
softening  of  bone  as  he  describes  may  be  sufficiently  great  to  permit  of 
it  yielding  under  any  pressure  which  can  be  exerted  by  means  of  the 
Politzer  bag  in  the  external  meatus.  We  are  very  much  indebted  to 
Dr.  Fraser  for  his  very  clear  demonstration. 

Dr.  Dan  McKenzie  :  I  join  in  thanking  Dr.  Fraser  for  a  very 
excellent  exhibition  of  pictures,  and  congratulate  him  upon  his  industry, 
and  upon  his  opportunities  which  that  industry  has  enabled  him  to 
utilise  to  the  full.  Turning  to  Dr.  Fraser's  theoretical  allusions.  I  am 
inclined  to  the  view  that  the  changes  which  he  has  shown,  which  resemble 
those  of  the  classical  otosclerosis,  are  really  changes  similar  to  those, 
but  the  result  of  different  causes.  I  take  it  that  bony  changes  may 
show  resemblance  to  each  other  and  yet  be  due  to  diverse  causes;  and 
I  question,  therefore,  whether  the  specimens  he  has  shown  us  ai'e 
sufficient  to  displace  the  original  idea  of  classical  otosclerosis  being 
unconnected  with  inflammatory  change.  That  connection  must  be 
actually  established  before  we  can  agree.  I  do  not  know  whether 
Hennebert's  observations  have  been  confirmed.  ["  Yes."]  It  has  often 
occurred  to  me  that  the  secretorv  changes,  to  which  the  President  has 
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alluded,  wliicli  take  pliice  in  otosclerosis  may  be  due  not  so  much  to  a 
comniou  ori>:riu  with  the  otosclerotic  changes  in  the  labyrinth  capsule  as 
to  the  secondary  effect  of  the  abolition  of  function.  I  think  secretory 
changes  of  that  description  do  occur  reflexly  at  times. 

The  President  :  One  can  understand  them  occurring  reflexly,  not 
from  changes  in  bone,  but  from  changes  in  the  nervous  system.  I  could 
not  imagine  a  bone  in  the  labyrinthine  capsule  causing  diminution  in 
the  secretion  of  wax. 

Latent  Tuberculosis  of  the  Lateral  Sinus  Secondary  to  Chronic 
Suppurative  Otitis  Media;    Histological  Specimen  of  the    Sinus 

Contents. — Sydney  Scott. — A  little  girl,  A.  0 .was  aged  two  years 

and  tliree  months  wlieu  discharge  from  the  right  ear  began.  Six 
months  after,  caseous  cervical  glands  from  the  riglit  side  and  a  large 
mass  of  adenoids  wei'e  removed.  When  aged  five  years  and  tliree 
months  a  mastoid  abscess  appeared  on  the  right  side,  and  a  simple 
mastoid  operation  was  performed.  The  wound  healed  except  for  a 
small  sinus.  She  was  first  seen  in  consultation  six  months  aftei-wards. 
when  the  sinus  was  still  present,  together  with  discharge  from  the  ear, 
which  had  never  ceased.  There  was  also  a  deep-seated  gland  behind  the 
angle  of  the  jaw  on  the  same  side.  The  child  was  plump  but  pale;  her 
daily  temperature  for  three  weeks  was  between  99°  F.  and  100'^  F.  ;  the 
tongue  was  slightly  furred.  She  had  complained  a  little  of  headache  at 
times,  but  she  had  not  vomited,  nor  had  she  had  fits  or  rigors,  and  thougli 
quiet  would  run  about  and  play  as  usual  in  or  out  of  doors.  The 
tympanic  membrane  was  obscured  by  pale  granulations  deep  in  the 
meatus.  Otherwise  there  was  no  other  evidence  of  disease  in  other  parts 
of  the  body. 

Opei-ation :  Schwartze's  operation  was  performed,  but  more  exten- 
sively than  appeared  to  have  been  done  before.  The  dura  mater  w.is 
exposed  posteriorly,  and  here  a  considerable  circular  area  (3  cm.  or  4  cm. 
in  diameter)  was  found  covered  with  pale  gelatinous  granulations,  whicli 
had  a  close  resemblance  to  a  cerebellar  hernia.  However,  when  the  bone 
was  freely  removed  and  the  granulations  lietween  the  occipital  bone  and 
the  dura  mater  were  scraped  away,  it  was  seen  that  the  dura  mater  itself 
was  intact,  and  that  the  lateral  si-nus  did  not  contain  blood.  The  sinus 
was  thereupon  opened  and  found  to  contain  an  adherent  fibrous  mass, 
with  loculi  of  pus  and  caseous  dtbris.  This  was  removed  by  curetting. 
and  the  sinus  exposed  back  to  the  torcular  before  a  normal  condition 
was  reached.  Here  free  bleeling  took  place,  and  this  was  arrested  by 
inserting  a  muscle-graft  into  the  sinus,  a  short  distance  from  the  torcular. 
The  upper  entrance  to  the  jtigular  bulb,  but  not  the  bulb  itself,  was  then 
exposed.  There  was  no  bleeding  from  this  end.  Pale  granulations 
were  curetted  out  of  the  antrum,  but  the  incus,  which  was  seen,  was  not 
disturbed,  neither  were  the  malleus  nor  tympanic  membrane  touched. 
The  posterior  wall  of  the  bony  meatus  was  removed,  leaving  the  tympanic 
ring  only,  Imt  the  fibro-cartilagiuous  meatus  was  left  intact.  The  skin 
incisions  came  well  together  and  were  sutured,  only  a  small  opening  for 
a  drainage-tube  being  left  in  the  antral  region.  At  this  time  it  was 
anticipated  that  some  further  operation  would  probably  be  required  to 
deal  with  the  contents  of  the  tympanum,  to  expose  the  jugular  bulb,  and 
remove  the  deep-seated  glands  in  the  upj)er  part  of  the  neck,  but  as  the 
wound  healed  and  the  otorrhcea  ceased,  and  the  granulations  disappeared 
from  the  meatus,  nothing  more  has  been  done.     It  is  nearly  a  year  since 
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the  operation,  and  there  is  uo  sign  of  any  return  of  the  disease.     More- 
over the  cervical  glands  are  no  longer  palpable. 

Tlie  histoloijical  Sjjeciineii  (shown)  demonstrates  the  contents  of  the 
adherent  and  organised  clot  in  the  lateral  sinus,  with  many  fibro-caseous 
tubercles  and  numerous  giant  cells. 

Double  Acute  Otitis  Media  complicated  by  Ulcerative  Endo- 
carditis ;  Death. — E.  D.  D.  Davis. — An  unhealthy  youth,  aged  sixteen, 
attended  the  out-patient  department  on  April  7,  complaining  of  a  dis- 
charge from  both  ears  and  ^>f  recent  earache.  Five  weeks  previously  he  had 
had  so-called  influenza,  and  when  seen  on  April  7  both  ears  had  been 
discharging  freely  for  a  few  days,  but  there  was  uo  pain  and  no  sign  of 
mastoid  involvement,  though  the  temperature  was  ]0l'6°F.  Suitable 
treatment  was  prescribed,  and.  three  days  later,  he  returned  with  a 
temperature  of  103'  F.,  with  tenderness,  redness,  and  slight  cedema  over 
the  lower  portion  of  the  left  mastoid  process.  A  simple  mastoid  opera- 
tion was  performed  almost  immediately,  but  only  a  little  muco-pus  was 
found  in  a  large  apical  mastoid  cell.  The  mastoid  antrum  and  lateral 
sinus  were  normal.  The  day  after  operation  the  temperature  was  normal, 
but  it  rose  again  on  the  second  day  to  104"  F.  The  patient  was 
thoroughly  examined  by  a  physician  and  uo  cause  for  the  fever  was 
discovered.     The  mastoid  wound  was  normal. 

On  April  21,  ten  days  after  the  operation,  a  deep-seated  swelling  was. 
found  in  the  left  forearm  in  connection  with  the  ulna.  This  was 
punctured  with  a  needle  and  some  pus  aspirated,  which  produced 
streptococci.  The  patient  had  no  rigors  and  denied  that  he  had  any 
pain.  The  forearm  abscess  was  an  accidental  discovery.  The  mastoid 
wound  had  practically  healed  and  was  normal,  but  pus  from  the  wound 
and  the  blood  contained  streptococci  on  cultivation.  The  blood  count 
was  normal. 

At  this  time  a  murmur  was  discovered  on  auscultation  of  the  heart, 
and  a  history  of  rheumatic  fever  six  years  ago  was  obtained.  The 
diagnosis  of  ulcerative  endocarditis  was  established ;  embolism  of  the 
left  posterior  tibial  artery  occurred,  followed  by  gangrene  of  the  foot, 
and  the  patient  died  one  calendar  month  after  the  sinijJe  mastoid 
operation. 

It  is  assumed  that  the  mastoid  operation  was  unnecessary,  but  the 
relatives  positively  refused  a, post-mortem  examination. 

The  President  :  The  endocarditis  was  probably  also  secondary  to 
the  streptococcus  infection,  and  I  think  it  is  very  j)robable  that  the  boy 
had  some  valvular  lesion  before,  resulting  from  the  rheumatic  fever  five 
vears  ago.  and  that  the  streptococcus  found  a  suitable  nidus  on  the 
valvular  lesion.  Many  physicians  hold  that  ulcerative  endocarditis  is 
not  a  specific  disease  in  itself,  but  that  it  may  occur  whenever  there  is  a 
septic  infeciiou,  especially  in  those  who  have  a  valvular  lesion. 

Mr.  Davis  ( in  reply)  :  A  physician  examined  this  case  thoroughly, 
but  he  may  have  ovei'looked  the  cardiac  lesion.  Until  this  boy  had 
iitluenza  there  were  were  no  signs,  and  it  is  possible  rheumatic  fever 
would  iiccount  for  the  weak  spot  in  the  endocardium. 

All  Obscure  Complication  of  Middle-ear  Suppuration. — E.  D.  D. 
Davis. — A  bnv,  aged  16,  was  sent  to  hospital  by  his  doctor  with  a 
diagnosis  of  brain  abscess.  He  had  been  ill  for  fourteen  days  with  severe 
headache,  occasional  vomiting,  and  a  discharge  from  the  ear  of  indefinite 
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duration.  He  was  seen  on  admission  by  a  surgeon,  tvIio  decided  to  "  Tvait 
and  see."  Three  days  later  tlie  temperature  was  105'4°  F.,  resi^iration 
40,  pulse  130.  He  looked  ill  and  complained  of  pain  in  the  chest.  The 
right  ear  was  discharging  freely,  the  surface  of  the  mastoid  process  had 
been  blistered  before  admission,  and  as  far  as  could  be  ascertained  there 
was  no  definite  sign  of  mastoid  suppuration. 

Au  examination  of  the  chest  revealed  signs  of  C(insolidation  of  the  left 
lower  lobe  of  the  lung,  with  a  localised  pleuritic  rub :  in  addition  there 
was  a  histor}'  of  a  rigor.  The  diagnosis  of  lateral  sinus  thrombosis  was 
made,  and  I  operated  on  the  mastoid  at  once. 

At  the  operation  the  mastoid  antrum  was  found  to  be  deep  to,  and 
overlapped  by,  the  lateral  siuus  and  to  contain  pus  and  gi-anulation  tissue. 
The  siuus  was  exposed  for  1  in.,  but  no  pus  was  present  in  its  groove. 
Then  a  gauze  plug  was  inserted  at  the  u[iper  end  of  the  sinus  groove  for 
compression  before  opening  the  siuus ;  it  was  seen  that  the  siuus  was  not 
thrombosed,  as  it  readily  collapsed  and  deflated,  so  to  speak.  The  sinus 
was  freely  incised,  and,  on  removal  of  the  gauze,  exteusive  hDemorrhage 
occurred. 

On  the  day  after  the  operation  the  temperature  fell  by  crisis,  and  has 
I'emaiued  near  the  normal  for  more  than  a  week,  and  the  patient  appears 
to  be  practically  well.  Free  h;emorrliage  occurred  when  the  gauze  plugs 
were  removed  furty-eight  hours  after  operation.  At  the  time  of  the 
operation  it  was  felt  that  there  was  not  sufficient  cause  in  the  mastoid 
for  the  serious  condition  of  the  patient,  and  the  physical  signs  in  the 
chest  were  possibly  due  to  lobar  pneumouia.  Lumbar  puncture  jaroduced 
normal  and  sterile  cerebro-spinal  fluid. 

Fracture  of  the  Base  of  the  Skull  in  a  Baby. — E.  D.  D.  Davis. — 

A  little  girl,  aged  one  year  and  nine  mouths,  was  seen  on  account  of  acute 
otitis  media  with  haemorrhage  from  the  left  ear.  The  child  looked  well, 
but  there  was  a  copious  blood-stained  discharge  from  ;i  perforation  in  the 
lower  half  of  the  left  drum.  The  temperature  was  normal.  Three  days 
later  the  child  was  standing  on  her  bed  and  fell  to  the  floor  on  to  her 
head.  The  right  forehead  was  extensively  bruised,  and  a  profuse 
discharge  of  clear  cerebro-spinal  fluid  from  the  right  ear  commenced. 
When  she  was  seen  four  days  after  the  fall  dressings  were  soaked  with 
cerebro-spinal  fluid  which  could  have  been  collected  in  a  test-tube.  When 
the  child  cried  the  fluid  pumped  out  of  the  ear,  and  it  was  not  possible 
to  see  the  drum.  The  temperature  had  risen  to  103^  F.  on  the  fourth 
day,  and  a  further  report  of  the  case  will  be  given  later.  Ajiart  from 
the  discharge  of  cerebro-spinal  fluid  there  were  no  other  signs  of  a 
fracture  of  the  skull.     The  left  otitis  media  had  improved  considerably. 

Mr.  Davis  :  I  heard  yesterdav  that  the  child  was  doing  well,  and 
that  the  temperature  was  normal,  but  there  was  some  rigidity  of  the  neck; 
and  I  have  been  expecting  all  the  week  to  hear  that  meningitis  has 
developed,  and  that  trephining  would  be  necessary.  Should  meningitis 
occur,  I  think  one  would  lie  justified  in  opening  the  middle  and  posterior 
fossa3  for  drainage. 

Note  hij  Mr.  Davis. — The  course  of  the  case  is  imw  complete.  The 
child  died  sixteen  days  after  the  accident  from  meuiugitis.  Oijeratiou 
was  refused. 
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The  Effects  of  Radio-activity  Upon  Naso-pharyngeal  Fibroma. 
■ — D.  Bryson  Delavan. — The  conditious  due  to  the  piesenee  of  this 
growth  are  usually  so  urgent  as  to  demand  relief.  For  this  three  varieties 
of  treatment  have  thus  far  been  practised  : 

(1)  Eemoval  of  the  tumour  after  preliminary  operation  done  for  the 
removal  of  obstrvicting  parts. 

(2)  Removal  thi'ough  the  natural  passages  by  evulsion  or  with  the 
cold  snare. 

(3)  The  reduction  of  the  size  and  the  vascularity  of  the  tumour 
by  electrolysis  or  by  the  injection  of  various  chemicals,  followed  liy  the 
removal  of  the  remaining  mass  by  means  of  the  galvano-eaustic  loop. 

Of  these  methods  the  first  is  illogical,  unsurgical,  and,  as  experience 
has  abundantly  proved,  deadly  ;  shock  from  the  preliminary  operation 
is  severe,  hemorrhage  profuse,  and  if  the  patient  survive,  deformity 
from  the  preliminary  operation  is  serious  and  recurrence  of  the  growth 
common. 

The  second  method  is  much  better  than  the  first,  but  may  provoke 
serious  haemorrhage  and  shock,  and  is  apt  to  be  followed  by  recurrence. 

The  third  method  is  b_y  far  tlie  best.  Although  tedious  and  some- 
times painful  and  requiring  considerable  skill,  statistical  comparison  shows 
that  of  twenty-seven  cases  removed  after  severe  preliminary  operation  in 
which  end  results  were  given,  59  per  cent,  were  rejjorted  "  cured  "■ 
and  26  per  cent.  died.  Of  forty-one  cases  removed  through  the 
natural  passages  by  evulsion  or  the  cold  snare,  5  per  cent,  died  ;  and 
of  sixty-six  cases  by  electrical  methods.  100  per  cent  were  cured.  Much 
attention  has  of  late  been  given  to  the  treatment  of  uterine  and  other 
fibromata  by  means  of  the  X  ray  and  of  radium,  and  both  in  the  United 
States  and  in  Europe  the  apparent  success  attained  renders  the  method 
worthy  of  consideration.  The  similarity  of  the  tyj^e  between  the  uterine 
and  pharyngeal  growths  at  once  attracts  the  attention  of  the  laryngologist 
to  the  new  treatment. 

Fibromata  of  the  naso-pharyux  are  relatively  much  smaller  and  more 
directly  accessible.  The  complete  reduction  of  the  naso-pharvugeal 
growth  might  not  be  essential,  since  it  tends  to  diminish  spontaneously 
after  adolescence,  and  finally  disappears.  If  its  growth  could  be  con- 
trolled during  the  earlier  years  and  until  after  the  period  of  its  activity ,_ 
Nature  would  in  some  cases  at  least  intervene  to  effect  a  cure.  Cases  of 
slow  development  occurring  in  older  rather  than  younger  patients  would 
offer  the  best  prognosis.  Judging  from  the  effects  of  radium  in  other 
cases,  its  action  would  be  active  and  profound  ;  more  may  reasonabl_y  be 
expected  from  it  than  a  moderate  reduction  in  size.  Dr.  Robert  Abbe, 
pioneer  in  the  use  of  radium  in  the  United  States,  has  originated  many 
ingenious  devices  for  its  application  to  various  organs  of  the  body,  and 
especially  for  its  use  in  the  nasal  and  naso-pharyngeal  region.  In  the 
application  of  the  radium,  the  parts  to  be  treated  must  be  exposed  to  the 
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rays,  aud  the  healthy  surroimding  parts  must  be  protected  from  them. 
It  is  uot  necessary  that  the  radium  should  be  introduced  bodily  into  the 
substance  of  the  growth,  as  the  blood-vessels  of  the  growth  are  more 
abundant  near  its  surface,  aud  as  the  rays  penetrate  at  least  a  quarter  of 
an  inch,  the  treatment  is  entirely  effective  in  profoundly  influencing  the 
circulation,  and  thus,  as  well  as  by  its  effect  upon  the  connective  tissue 
of  the  organ,  causing  a  reduction  of  its  size.  Proper  regulation  of  the 
strength  of  the  radium  and  the  duration  of  the  exposure  will  prevent 
injui-y  to  the  surrouudiug  healthy  parts.  Should  the  radium  treatment 
prove  as  valuable  as  it  promises,  the  world  may  be  congratulated  that 
the  unhappy  record  of  past  surgical  failure  will  have  been  closed. 

Dr.  Cornelius  G.  Coaklet  :  Dr.  Francis  Carter  Wood  has  been 
experimenting  on  various  animal  colonies  with  radium  ;  he  has  also  done 
some  clinical  work  with  this  agent.  lie  has  been  kind  enough  to  use  it 
in  several  cases  which  I  have  sent  him  during  the  past  year  and  a  half. 
In  a  case  of  epithelioma  of  the  nose,  radium  had  a  very  favourable  effect. 
The  patient  had  a  bad  case  of  arterio-sclerosis  and  died  from  cardiac 
ti'ouble.  All  trace  of  the  epithelioma  had  disappeared.  Several  eases 
of  papilloma  of  the  larynx  were  cured  liy  radium.  In  one  case  the 
papilloma  had  existed  from  early  childhood  to  the  age  of  forty  or  more. 
In  another  case  treated  by  him  there  was  an  angiofibroma  which  com- 
pletely filled  the  nasal  cavity,  the  mass  being  visible  without  a  nasal 
speculum.  He  used  18  mgrm.  in  a  vei-y  small  glass  tube-  wrapped 
in  ordinary  adhesive  tape.  This  was  thrust  into  the  nose,  aud  was 
followed  by  profuse  bleeding.  At  the  end  of  two  weeks  no  change  ia 
the  mass  could  be  noted.  For  some  reason  the  boy  did  not  return  to  the 
clinic  for  eight  or  ten  days,  and  when  he  returned  it  was  found 
that  the  mass  had  decreased  in  size.  A  brass  capsule  containing 
83  ingrm.  of  radium  was  then  inserted,  the  posterior  end  of  this  tube 
extending  into  the  postL'rior  uaso-pharynx.  This  was  left  in  for  twent}'- 
four  hours.  The  excoriation  all  round  the  face  was  simply  remarkable. 
No  X-ray  burn  ever  compared  with  this  burn.  Dr.  Wood  told  me  I  need 
not  worry  about  it,  as  it  would  disappear,  which  it  did.  The  i-adium  was 
applied  in  February,  and  the  inside  has  uot  comjjletely  healed.  The  patient 
can  breathe  through  the  nose,  however,  and  it  is  possible  to  look  right 
through  into  the  naso-pharynx.  The  mass  is  attached  to  the  jiosterior  wall 
of  the  nares  and  apparently  somewhere  in  the  posterior  ethmoidal  region 
on  the  left  side.  Smce  the  radium  has  been  used  the  hagmorrhages  which 
the  patient  had  at  irregular  intervals  have  almost  entirely  ceased.  The 
radium  is  likely  to  cure  this  fibroma.  A  smaller  dose  in  this  case  would 
probably  have  been  better. 

Dr.  Otto  T.  Freer  :  I  have  used  radium,  but  not  in  the  treatment 
of  fibroma.  We  have  at  our  command  a  means  which  we  did  not  have  a 
few  years  ago.  I  have  removed  a  very  lai'ge  fibroma,  with  a  keen  knife, 
from  behind,  after  having  injected  directly  into  the  growth  a  double  dose 
of  pituitary  extract,  two  ampullae,  followed  by  adrenalin.  The  hcemoi-- 
rhage  did  not  exsanguinate  the  patient.  There  has  been  one  recurrence 
since.  Would  not  the  combination  of  surgery  with  radium  be  less 
tedious  and  more  satisfactory  than  radium  alone  in  the  removal  of 
fibroma  that  enters  all  the  cavities  ?  I  was  interested  in  the  recovery 
which  Dr.  Coakley  reported.  Dr.  Frank  Dudley  Simpson,  of  Chicago, 
who  has  employed  it  so  extensively,  says  he  has  never  had  a  recovery.  I 
would  like  to  ask  Dr.  Coakley  how  long,  after  the  use  of  the  radium,  the 
burn  appeared,  and  how  long  the  radium  was  used. 
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Dr.  CoAKLET :  This  is  not  the  only  burn  which  has  come  under  my 
observation.  I  recall  a  case  treated  by  Kelly,  in  which  there  was  a  most 
terrific  burn,  resulting  in  extensive  infiltration  and  suppuration.  That 
was  a  year  ago  last  December.  There  was  a  recurrence  of  the  epithe- 
lioma of  the  larynx,  and  the  patient  went  down  some  time  in  Marcii  for 
further  treatment.  The  radium  was  used  without  external  reaction,  but 
with  such  extensive  internal  reaction,  with  swelling  of  the  arytenoid  folds 
and  aryeijiglottic  tissues,  that  it.was  almost  necessary  to  do  a  tracheotomy. 
In  the  case  I  cited,  the  boy  had  had  no  treatment  for  a  week,  when  super- 
ficial ulcei'ation  appeai-ed  all  over  the  skin  of  the  nose  and  cheek.  It  was 
extraordinarily  painful.  The  pain  following  the  use  of  radium  is  what 
patients  object  to.     There  is  no  question  of  its  activity. 

Dr.  Delavan,  closing  the  discu.ssion :  I  cannot  conceal  my  great 
satisfaction  with  regard  to  the  case  which  Dr.  Coakley  has  presented.  I 
have  been  studying  this  matter  of  naso-pharygeal  fibroma  ever  since  I  was 
an  undergraduate  student.  I  have  seen  the  best  surgeons  take  these 
cases  and  end  with  very  unsatisfactory  results.  Statistics  show  that 
surgical  procedures  of  any  kind  are  dangerous.  Evulsion,  removal  with 
a  snare,  and  other  methods,  may  be  followed  by  haemorrhage.  As  far  as 
I  can  compile  statistics  on  the  subject,  there  are  five  deaths  in  a  hundred 
as  the  result  of  shock  or  haemorrhage.  There  is  always  the  danger  of 
recurrence.  The  application  of  radium  requires  a  certain  amount  of 
skill,  but  no  surgical  skill. 

Symposium. 

The  Consideration  of  Pansinuitis  Exclusive  of  External 
Operations 

The  .Etiology  of  Pansinuitis. —J.  Gordon  Wilson. — There  are 
local  auatomieal  and  physiological  factors  wliich  explain  whv  pansinuitis 
does  not  occur  more  frequently,  factors  which,  when  they  are  defective 
or  destroyed,  lead  to  its  occurrence  and  persistence.  Of  great  importance 
are  the  ciliated  cells  and  tlie  lymphatic  system.  The  action  of  the  cilia 
and  the  arrangement  of  the  Ivmphatics  are  such  that  in  each  sinus  there 
is  an  independent  anatomical  and  phvsiological  mechanism  of  simple 
type,  adapted  to  free  the  cavities  from  such  local  irritants  as  may  arise 
during  the  normal  life  of  the  cells  which  line  it,  or  may  accidentally 
invade  the  sinus  during  the  respiration;  and  an- isolated  lymph  system 
giving  protection  against  microbic  invasion.  On  the  other  hand,  the 
vasomotor  mechanism  is  common  to  all. 

During  a  rhinitis,  as  the  local  iufiammation  sul)sides  the  congestion 
in  the  sinus  disappears,  the  cilia  rapidly  recover,  and  the  exudate  which 
is  not  absorbed  is  cast  out  by  the  ciliary  movements,  and  the  sinus 
recovers.  If,  however,  the  inflammation  be  so  acute  that  the  physiological 
protectors  and  barriers  are  interfered  with  or  no  longer  eifective,  the 
morbid  processes  are  different.  The  result  is  an  interference  with  ciliary 
action  and  a  lymphatic  stasis.  In  chronic  pansinuitis  the  same  pro- 
cesses are  at  work  interfering  with  the  removal  of  secretion,  producing 
a  lymph  stasis  and  finally  a  bacterial  invasion.  Other  factors  may 
influence  these  processes,  as,  for  example,  narrowing  or  obstruction  of 
the  ostia  or  nasal  cavity  from  mechanical  causes  ;  disease  in  the  adjacent 
part  of  the  nasal  cavity  which  has  i-esidted  in  destruction  of  the  cilia  ; 
scar  tissue,  or  tissue  devoid  of  cilia,  either  from  disease  or  from  a  nasal 
■operation.     The  chronic  turgescence  may  be  so  gradual  in  onset  as  never 
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to  awaken  suspicion.  It  may  be  so  slight  that  is  beyond  our  diagnostic 
ken.  It  may  be  so  slight  that  bacterial  activities  and  to."cine  effects  are 
counterbalanced  by  tissue  activities  or  antibodies  within  the  limits  of 
health.  In  such  cases  a  slight  increase  in  congestion  may  be  enough  to 
disturb  the  balance  ;  or  debilitating  diseases  and  hematogenous  infections 
set  up  a  pansinuitis. 

The  writer  sketched  briefly  the  organisms  found.  He  believed  that 
the  organism  is  most  often  an  invader  into  an  already  damaged  sinus. 
Since  the  same  morphological  organism  can  vary  so  much  in  its  virulence, 
until  we  know  more  about  the  cause  of  this  variation  we  are  not  likely  to 
get  far  in  considering  its  astiologic  significance.  A  healthy  sinus  has 
great  protective  power  against  bacterial  invasion  and  great  recupeiative 
power  after  the  simple  hyperemias  which  occur  during  a  rhinitis.  We 
have  the  potentialities  of  a  pansinuitis  in  the  chronic  rhinitis  with  its 
constant  or  i-ecurring  circulatory  disturbances,  vascular  and  lymphatic, 
with  the  risk  of  excessive  accumulation  of  foreign  exudate,  and  a  nasal 
cavity  more  or  less  infected.  The  disturbance  resulting  from  the  first  is 
such  that  there  follows  the  failure  of  the  second,  which  inevitably  leads 
to  the  invasion  of  bacteria.  It  is  well  to  remember  tbe  possibility  of  an 
accessory  sinus  being  charged  by  the  products  of  a  low-grade  inflammation 
which  apparently  show  little  or  no  local  effects.  The  wise  treatment  will 
recognise  why  Nature  has  broken  down  and  aim  as  far  as  possible  at  com- 
pensation. It  will  aim  at  not  leaving  any  one  sinus  so  impaired  that  it 
acts  as  a  source  of  danger.  To  replace  epithelium  in  a  dependent  cavity 
by  scar  tissue  is  to  replace  it  by  tissue  with  no  physiological  action.  I 
cannot  conceive  of  a  healthy  antrum  ever  existing  after  extensive 
curettement. 

The  teaching  of  Nature  is  obvious.  The  mucous  membrane  of  the 
accessory  sinus  is  doing  important  work.  We  may  aid  by  reducing 
chronic  vascular  and  lymphatic  engorgement.  We  may  aid  by  assisting 
in  the  removal  of  excess  of  secretion.  But  if  we  do  so  at  the  expense  of 
permanent  damage  to  the  ciliated  walls,  we  may  well  go  slow,  and  ask 
what  compensation  we  offer  for  this  loss. 

The  Non-operatiYe  Treatment  of  the  Accessory  Sinuses. — 
Lewis  A.  Coffin.— The  writer  has  ceased  to  think  of  the  cure  of  the 
diseases  of  the  accessory  cavities  of  the  nose  by  either  operative  or  non- 
operative  procedure,  and  is  satisfied  when  he  has  accomplished  a  result 
sufficient  that  he  may  consider  it  as  arrested.  Negative  pressure  in 
conjunction  with  autogenous  vaccination  has  been  followed  by  very 
satisfactory  results. 

By  means  of  his  special  apparatus  the  writer  applies  suction,  drawing 
mucus  from  the  cavities,  using  in  special  instances  a  cannula  connected 
with  the  suction  apparatus  ;  following  this,  air  is  made  to  enter  the 
vaciiumised  cavities  under  consideralde  pressure,  medicated  by  a  nebula 
of  oil  variously  laden  with  remedial  agents. 

By  using  autogenous  vaccines  in  conjunction  with  this  procedure  he 
has  been  able  in  two  chronic  cases  to  cause  an  entire  cessation  of 
<lischarge,  in  which  suction  alone  in  conjunction  with  the  vaccines  had 
tailed  entirely. 

The  negative  pressure  should  be  started  low  and  gradually  incre:ised, 
while  the  nebula  is  thrown  into  the  nose  under  a  pressure  of  ten  to 
fifteen  pounds. 

For  medic.it iim  he  uses  either  an  oil  loaded  with  Bulgarian  bacilli  or 
.an  iodine  preparation.     A  description  of  the  ai:)paratus  followed. 
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^bfi  tracts. 


NOSE. 

Grayson,  Charles  Prevost. — Exploratory  Opening  of  the  Sphenoidal 
Sinus.  "  Laryngoscope,"  1915,  p.  65. 
Grayson  states  that  a  large  number  of  euipyemata  of  the  maxillary 
and  frontal  sinuses  are  cured  after  the  establishment  of  proper  drainage 
combined  with  cleansing  and  antiseptic  irrigation.  These  cases  include 
many  of  the  chronic  class.  Grayson  now  advocates  the  making  of  an 
artificial  opening  iu  tlie  anterior  wall  of  tlie  sphenoidal  sinus  at  a  point 
as  close  as  possible  to  the  angle  of  junction  of  the  floor  with  the  internal 
wall.  He  consider.^  this  opening  on  a  par  with  the  jmncture  of  tlie  nasal 
wall  of  the  antrum  beneath  the  inferior  turbinate,  and  states  that  it  is 
usually  even  more  easilv  performed.  The  opening  can  be  utilised  for 
both  esjjloratory  and  therapeutic  purposes.  The  point  indicated  is  the 
safest  at  which  the  sinus  can  be  entered,  and  it  is  most  remote  from  tliose 
intracranial  structures  which  lie  in  relation  to  the  roof  and  external  wall 
of  the  sphenoidal  sinus.  Grayson  deprecates  the  frequently  unnecessary 
removal  of  the  middle  turbinal  in  order  to  attack  the  sphenoidal  sinus 
through  the  natural  ostium.  The  floor  of  the  sinus  lies,  with  remark- 
ably few  exceptious,  not  more  than  2  or  3  mm.  above  the  cresceutic  line 
that  marks  the  base  of  the  sphenoid  body  and  the  upper  margin  of  the 
choana.  Further,  the  septum  between  the  right  and  left  sinuses,  how- 
ever much  it  may  deviate  to  one  or  other  side  posteriorly,  almost 
invariably  occupies  the  middle  line  anteriorly.  Grayson  recommends  that 
a  series  of  radiographs  should  be  taken  at  different  angles,  in  order  that 
we  may  have  all  the  knowledge  necessary  to  make  the  opening  of  the 
sphenoid  as  nearly  as  possible  free  from  risk.  The  technique  of 
tne  operation  is  as  follows  :  The  nasal  portion  of  the  anterior  surface  of 
the  sphenoid  body  is  exposed  as  widely  as  possible  by  shrinking  tlie- 
turbinates  with  an  adrenal  preparation  combined  with  cocaine.  The  course 
of  the  spheno-palatine  artery  is  now  usually  so  distinctly  visible  that  it 
can  be  readily  avoided.  Grayson  now  paints  on  dilute  tincture  of  iodine^ 
and  then  ajjplies  a  straight  drill,  tipped  with  a  conical  burr,  6  mm.  in 
length,  and  measuring  2^  mm.  from  its  point  to  its  greatest  diameter. 
Behind  the  conical  burr  there  is  a  collar.  The  point  of  attack  is  2  or 
4  mm.  above  the  line  which  divides  the  anterior  from  the  inferior  surface 
of  the  sphenoid  body  and  close  to  the  attachment  of  the  ethmoid  plate 
in  the  middle  line.  The  opening  that  it  makes  is  2  mm.  in  diameter, 
quite  sufficient  to  permit  the  escape  of  any  fluid  and  to  allow  the  intro- 
duction of  an  irrigating  cannula  or  the  distal  jaw  of  a  biting  forceps, 
with  which  the  oijening  may  be  enlarged.  The  operation  is  not  accom- 
panied or  followed  by  any  pain  or  shock,  and  if  the  exploration  be- 
negative  the  hole  will  close  within  twenty-four  hours.  Grayson  holds^ 
that  we  should  begin  our  operations  upim  the  anterior  wall  of  the- 
sphenoidal  sinus  at  the  point  of  greatest  safety  instead  of  ending  there^ 
The  following  indications  for  the  operation  are  given:  (1)  When  we 
cannot  be  positive  whether  a  stream  of  pus  coming  from  the  spheno- 
ethmoidal recess  has  its  source  in  the  posterior  ethmoidal  cells  or  in  the 
sphenoidal  sinus,  or  iu  both.  (2)  In  certain  cases  of  neuralgia  of  the 
fifth  nerve,  which  may  be  associated  with  trouble  in  the  sjjhenoidal 
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sinus.  Certain  severe  and  persistent  headaches  also  come  into  this 
^roup.  (3)  Cases  of  naso-pharvngeal  catarrh  in  wliich  the  nasal  cavities 
proper  and  the  other  accessory  sinuses  can  be  excluded. 

/.  S.  Fraser. 

Hanger,  Frank  M. — Intranasal  Operation  for  the  Cure  of  Dacryo-cystitis. 

— "Laryngoscope,"  1915,  p.  23. 
Hanger  enumerates  the  following  operations  for  the  cure  of  dacryo- 
cystitis :  (1)  Slitting  the  lower  canaliculus.  (2)  The  use  of  probes  and 
irrigation  ;  intranasal  operation  is  not  justified  until  these  methods  have 
been  faitlifully  tried.  (3)  Extirpation  of  the  lacrymalsac;  this  causes 
scarring,  and  leaves  the  patient  with  an  annoying  epiphora.  (4)  Toti's 
operation  consists  in  making  an  opening  externally  over  the  lacrj-mal 
sac  and  removing  the  bone  so  as  to  expose  the  mucous  membrane  of  the 
middle  meatus.  A  hole  is  then  made  into  the  sac  and  one  in  the  nasal 
mucous  membrane.  The  edges  of  the  two  openings  are  then  united  by 
fine  sutures.  This  operation  leaves  a  scar,  and  in  many  cases  the  internal 
opening  slowly  closes.  (6)  The  window  resection  of  the  lacrymal  canal 
is  performed  from  within  the  nose.  Part  of  the  ascending  process  of  the 
superior  maxilla  and  part  of  the  lacrymal  bone  are  cliiselled  away  so  as 
to  expose  the  lacrymal  sac,  which  is  then  opened.  West  claims  to  cure 
90  per  cent,  of  his  cases.  (6)  Yankauer  ti-ies  to  preserve  the  long  arm 
of  the  lacrymal  syphon,  and  therefore  dissects  up  a  muco-periosteal  flap 
from  over  the  site  of  the  lacrymal  nasal  duct.  (Yankauer's  operation 
is  too  complicated  to  be  explained  without  the  aid  of  diagrams. — J.  S.  F.) 
Hanger  himself  operates  with  the  patient  in  the  sitting  position  and  uses 
local  anaesthesia.  A  few  drops  of  equal  parts  of  a  20  per  cent,  solution 
of  cocaine  and  adrenalin  are  injected  into  the  lacrymal  sac.  A  small 
lacrymal  probe  coated  with  cocaine  powder  is  now  passed  into  the  sac 
and  the  cocaine  worked  down  into  the  nasal  duct.  In  a  few  minutes  the 
canal  is  anaesthetised  so  that  larger  and  larger  probes  can  be  passed  into 
the  nose.  Theobald's  No.  13  is  now  left  in  situ.  The  inferior  turbinal 
and  the  region  of  the  nasal  duct  are  then  anaesthetised,  special  care  being 
given  to  the  outer  surface  of  the  inferior  tarbiual.  The  anterior  third  of 
the  turbinal  is  now  removed,  exposing  the  lower  end  of  the  lacrymal 
jjrobe.  It  may  now  be  necessary  to  chisel  away  the  lower  anterior  part 
of  the  lacry  mo-nasal  duct,  but  in  many  cases  even  without  this  procedure 
it  is  possible  on  slowly  withdrawing  the  lacrymal  probe  to  introduce  the' 
male  blade  of  the  special  punch  forceps  into  the  canal,  and  so  to  bite 
away  the  inner  wall  uj)  to  a  point  beyond  the  stricture.  The  duct  is 
thus  converted  into  an  open  gutter,  which  can  be  extended  into  the  sac 
if  necessary.  It  is  best  to  pack  the  nose  for  twenty-four  hours  and  to 
irrigate  the  lacrymal  sac  for  a  few  days.  Drainage  of  tears  should  be 
perfect  in  a  week's  time  or  less.  /.  S.  Fraser. 


EAR. 

Grant,  J.  Dundas. — Shell  Shock  without  Visible  Signs  of  Injury.    "  Pro- 
ceedings of  Royal  Society  of  Medicine,  Sections  of  Psychiatry  and 
Neurology,"  February,  1916,  p.  33. 
The  speaker  confines  himself  to  remarks  concerning  mutism,  stammer- 
ing, and  deafness. 

In  the  treatment  of  mutism  he  deprecates  the  employment  of  violent 
measures  during  the  period  of  exhaustion.     He  looks  upon  these  patients 
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as  haviuw,  in  a  maimer  of  speaking,  forgotten  liovr  to  speak.  The  first 
step  is  to  place  the  back  of  tlie  patient's  hand  under  the  teacher's  hirynx, 
so  that  he  may  feel  the  vibrations  produced  bv  the  utterance  of  the  voice ; 
the  hand  is  then  transferred  to  the  patient's  own  larynx,  and  he  is 
encouraged  to  produce  the  same  feelings,  and  ultimately  the  same  sort 
of  sound,  in  the  larynx. 

From  this  he  is  gradually  led  to  alter  the  shape  of  the  mouth  cavities 
for  the  production  of  vowels  and  later  of  consonants.  In  some  cases  of 
concussion-mutism  the  voice  is  restored  at  one  sitting,  but  in  others  it  is 
a  gradual  process.  There  is  no  simulation  about  the  inability  to  speak  ; 
the  patient's  anxiety  to  do  so  is  unmistakable,  and  his  delight  at  the 
gradual  acquisition  of  -words  and  phrases  quite  confirmatory.  In  two 
cases  the  observer  has  noticed  that  the  voice  returns  before  the  hearing, 
and  he  thinks  that  the  act  of  uttering  sound  lias  helped  to  arouse  the 
hearing  faculty.  Archer  Ryland. 

Brady.  A.  J.— Foieign  Bodies  in  the  Ear.     "  The  Medical  Journal  of 
Australia."  April  22,  1916. 

At  a  clinical  demonstration  Brady  demonstrated  a  number  of  foreign 
bodies  removed  from  the  ear,  and  the  region  of  same.  Two  were  unusual 
— they  had  not  gained  eutry  through  the  external  auditory  canal. 

Case  1  was  a  piece  of  slate  pencil,  sharp  at  the  end  and  2  iiu  in  length. 
The  patient,  a  boy,  aged  seven,  liad  suffered  from  a  running  ear  all  his  life. 
He  had  been  treated  in  hospital  by  a  specialist  before  he  caine  under 
Brady's  care.  The  latter  found  a  granulomatous  condition  in  canal  which 
recurred  several  times  after  removal.  Noticing  a  dark  spot  on  the  ]30st- 
meatal  wall,  about  two-thirds  the  de|ith  of  the  c.mal  inwards  dead  bone 
was  believed  to  exist.  The  mastoid  was  opened  in  the  usual  manner,  and 
the  slate  pencil  was  found  lying  horizontally  embedded  for  its  whole 
length  in  the  mastoid  process.  It  had  broken  off  flush  with  the  bony 
canal,  so  that  none  of  it  showed  in  same.  There  was  no  history  of  how  it 
got  there.  The  mother  remembered  that  when  a  small  child  he  one  day 
cried  for  a  long  time  as  if  in  pain. 

Case  2  may  throw  some  light  on  how  the  accident  in  Case  1  occurred. 

Agirl, aged  two  and  a  half, was  brought  toBradvon  account  of  a  running 
ear  of  some  weeks'  duration.  There  was  a  granuloma  showing  in  meatus 
and  a  free  flow  of  pus.  The  father  mentioned  that  seven  weeks  previously 
the  child  had  fallen  on  a  stick  which  she  hail  in  her  mouth.  He  had  to 
use  some  force  to  pull  the  stick  out  of  the  soft  palate  in  which  it  was 
embedded.  Under  open  ether  the  ear  was  curetted,  and  the  sharp  end  of 
a  wooden  skewer  one  half-inch  in  length  was  extracted.  Evidently  after 
penetrating  the  soft  palate  the  skewer  had  penetrated  the  posterior  wall 
of  the  glenoid  cavity,  and  broken  off  in  the  middle  ear  during  extraction 
of  the  main  shaft.  Both  cases  healed  completely  in  a  short  time  after 
operation. 

Cases  of  previous  unskilled  attempts  to  remove  foreign  bodies 
were  detailed.  A  bead  which  had  lieen  forced  into  the  middle  ear  gave 
much  trouble.  A  tine  forceps  moved  it,  till  a  fine  hook  was  inserted  in 
the  eye  of  the  bead. 

Two  cases,  where  a  large  red  beetle  1^  in.  in  length  had  flown  into 
the  ear  and  become  impacted  there,  were  recorded.  In  these  cases  the 
pain  is  maddening.  One  was  encountered  when  bicycling ;  theie  being 
no  immediate  means  at  hand  to  remove  the  insect,  the  ear  was  filled  with 
lubricating  oil,  which  stojsped  the  struggles  of  the  creature. 
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Brady  warned  against  tbe  dangers  of  unskilled  attempts  to  remove 
foreign  iDodies.  Most  foreign  bodies  if  not  impacted  will  come  away  by 
syringing  with  warm  water.  A  clean  foreign  body  may  remain  in  the 
ear  for  a  considerable  time  without  harm.  Living  creatures  must  be 
removed  at  once,  or  killed  on  account  of  the  pain  which  they  cause  by 
their  struggles.     Filling  the  ear  with  a  mineral  oil  will  kill  them. 

Author's  Abstract. 

Dawson.  G.  de  H.  —A  case  of  Shell  Concussion :  Treatment  by 
General  Anaesthesia.  "  Lancet,"  February  26,  1916,  p.  463. 
This  was  the  case  of  a  private,  aged  thirty,  partly  buried  by  a  mine 
explosion,  and  becoming  deaf  and  mute.  The  onset  of  mutism  and 
general  collapse  was  delayed  until  admission  to  hospital.  The  admini- 
stration of  an  ansesthetic  within  three  weeks  of  the  onset  of  the  disorder, 
while  the  patient  was  still  in  a  very  shaken  state,  did  no  good,  but 
rather  aggravated  the  condition,  and  caused,  distress.  Speech  was 
restored  under  the  influence  of  alcohol,  and  recovery  of  hearing  followed 
the  administration  of  a  general  anaesthetic  when  live  montlis  had  elapsed 
and  other  measures  had  failed.  Macleod  Yearsleij. 


MISCELLANEOUS. 


O'Malley,  J.  F. — Warfare  Neuroses  of  the  Throat  and  Ear.  "  Lancet," 
May  -27,  1916,  p.  1080. 

The  author  discusses  functional  aphonia,  mutism,  loss  of  volitional 
coughing,  and  functional  deafness.  Of  these  neuroses  aphonia  alone  is 
the  commonest,  aphonia  with  loss  of  volitional  cough  coming  next ; 
mutism  is  still  more  rare.  Deafness  alone  is  rare  ;  but  mvitism  with 
deafness  appears  to  be  tJie  least  frequent  of  all.  The  laryngeal  neuroses 
which  came  under  O'Malley's  care  were  'decidedly  more  common  in  the 
winter  and  spring,  and  some  gave  a  history  of  catarrh  at  the  time  of 
onset.  He  found  that  the  more  pronounced  the  catarrh,  the  greater  the 
difficulty  in  getting  patients  to  phouate  prc^jDerly. 

O'Malley  discusses  the  physiology  of  speech  and  hearing,  and 
remarks  that  the  nearer  a  function  approaches  to  a  purely  reflex  act, 
intendeil  to  protect  and  preserve  the  animal  existence,  the  less  jjrone  is  it 
to  neuroses.  He  gives  a  summary  of  24  illustrative  cases,  of  which 
17  were  pure  aphonia;  4  aphonia  with  loss  of  phonatory  cough;  1  of 
mutism,  and  2  of  mutism  with  functional  deafness.  Two  cases  had 
bullet  wounds  of  the  larynx  ;  one  followed  "  gassing."  Ten  cases  showed 
laryngeal  and  tracheal  hypersemia,  and  eleven  showed  no  evidence  of 
catarrhal  trouble  at  the  time  of  examination. 

Treatment  is  described.  That  for  aphonia  is  by  using  a  laryngo- 
scope mirror,  and,  if  the  vocal  cords  do  not  approximate,  making 
moderate  friction  with  it  until  secretion  drops  into  the  larynx,  which, 
acting  as  a  foreign  body,  starts  an  involuntary  cough.  Functional 
deafness  is  treated  by  exciting  the  vestibular  apparatus  by  syringing 
with  hot  or  cold  water  until  giddiness  is  excited.  The  surgeon  then 
shouts  into  the  ear  through  a  speaking  tube.  Macleod  Yearsley. 

Cameron,  Hector   Charles. — The   Reaction   of  the   Child  to  a  Faulty 
Environment,     "  Pi-aetitioner,"  xcvii,  p.  61. 
A  most  instructive  paper,  in  which  the  author  insists  upon  the  great 
frec^uency,  among  the  children  of  the  poor,  of  catarrhal  infections  of  all 
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sorts,  aud  that  this  is  due  to  the  evil  effects  upon  the  organism  of  a 
faulty  diet  aud  a  faulty  environment.  The  tendency  to  catarrhal  infec- 
tions is  a  special  characteristic  of  childhood,  aud  even  of  healthy  child- 
hood. This  conimouness  of  catarrhal  affections  in  the  children  of  the 
poor  is  such  that  a  cousiderable  percentage  show,  alter  death,  lymphatic 
enlar£;ement  (save  after  long  illness).  Although  "  status  lymphaticus  " 
may  be  the  reason  for  sudden  death  without  adequate  cause  being  patent 
j}ost-mortem,  mauy  such  deaths  ai-e  undoubtedly  due  to  lowered  resistance 
to  infection.  The  author  points  out  that  out-patient  children,  though 
catarrhal,  may  often  be  pluuip,  rounded,  and  high-coloured.  On  examina- 
tion, how'ijver,  there  can  be  found  a  host  of  manifestations  indicative  of 
lowered  resistance.  A  second  group  of  children  is  pale,  undersized,  and 
wasted,  with  intractable  secondary  dyspepsia,  the  children  who  have 
suffered  a  constant  repetition  of  catarrhal  affections.  One  paragraph  is 
specially  worth  quoting  :  "  For  some  years  I  have  felt  convinced  that 
the  |'0«f-/Hor/e(»  appearance,  to  which  the  name  status  lymphaticus  has 
been  applied,  is  found  ouly  in  children  who  have  exhibited  this  fictitious 
appearance  of  health  with  persistent,  though  quiescent,  catarrhal  infec- 
tiuns,  aud  who  have  met  their  death  without  preliminary  wasting  or 
de-hydratiou  of  the  body."  No  name  has  yet  been  given  to  the  conditions 
thus  described  by  the  author,  who  suggests  the  expression  "  catarrhal 
state."  In  discussing  aetiology,  three  factors  are  considered — heredity, 
faults  of  hygiene,  aud  faults  of  diet.  Confinement  to  hot  rooms  and  a 
town  life  are  important  causes.  Air-borne  respirator_y  infections  are 
very  common,  even  ia  hospitals,  and  something  is  said  as  to  the  evils  of 
the  "hospitalising"  of  infants.  Among  faults  of  diet,  artificial  feeding 
aud  excess  of  one  constituent  (generally  sugar  or  starch)  in  the  food  are 
prominent.  In  conclusion,  attention  is  drawn  to  the  relation  between 
the  catarrhal  state  and  rheumatism  and  tuberculosis. 

Macleod  Yearsley. 

Cameron,  H.  C. — Osteogenesis  Imperfecta.  "  Proceedings  of  Eoyal 
Society  of  Medicine."  Section,  Disease  in  Children,  p.  43,  A2)ril, 
1916. 

The  exhibitor  brings  forwai'd  one  or  two  points  in  connection  with 
osteogenesis  imperfecta — none  of  them  perhaps  of  the  first  imjjortance,  but 
some  of  them  novel. 

The  shape  of  the  skull  iu  the  case  shown,  viz.  a  child,  aged  five 
months,  was  typical  of  the  disorder.  The  bones  of  the  skull  generally 
were  very  thin,  aud  in  many  places  yielded  on  pressure.  The  ossification 
■was  most  defective  in  the  lateral  parts  of  the  skull,  which  was  formed 
largelv  iu  membrane,  making  persistent  lateral  fontanelles  of  cousiderable 
size. 

In  the  temporal  region,  only  marked  on  the  left  side,  there  was  a 
bulging  outwards  above  the  ear,  the  apex  of  which  was  displaced  a  little 
downwards. 

In  osteogenesis  imperfecta,  properly  so  called,  we  have  to  deal  with  a 
condition  characterised  not  only  by  deficient  ossification  and  fragility  of 
the  long  bones,  but  also  by  a  tyjjical  and  peculiar  formation  of  the  skull. 
The  exbibitor  believes  that  the  condition  has  in  the  past  been  generally 
confused  with  hydroceishalus. 

In  later  childhooil,  in  cases  in  which  life  was  prolonged,  the  most 
striking  characteristic  is  a  marked  bulging  in  the  temporal  region 
sufficient  to  turn  over  the  upper  part  of  the  ear.  Archer  Ryland. 
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REVIEWS. 


The    City   of  Bin :    A    Tirade    aijainst   Noise.      Bv   Dan    McKenzie, 
M.D'Glasg.,  P.E.C.S.Ed.     London  :  Adlard  '&  Son,  1916. 

It  lias  been  said  that  easy  writing  is  "  damned  hard  i-eading."  and  if 
the  converse  is  equally  true  that  easy  reading  is  "  damned  hard  ■writing  " 
Dr.  Dan  McKenzie's  task  in  preparing  the  present  work  must  indeed 
have  been  a  severe  one.  Whatever  opinions  may  be  held  as  to  the 
significance,  the  reasonableness,  or  the  usefulness  of  this  production, 
there  can  be  only  unanimity  as  to  its  being  a  model  of  readableness. 
At  the  first  view  it  suggests  haviug  beeu  written  cnrrenfe  calamo.  but  we 
know  that  the  currente  calamo  method  cannot  long  be  kept  up  without 
defects  in  diction  or  thought  showing  themselves.  We  venture  to  think 
that  Dr.  McKenzie's  art  has  succeeded  admirably  in  concealing  itself, 
and  that  only  laborious  revision  and  retouching  could  have  effected  the 
finished  result  he  oilers  us. 

A  tirade  against  noise  is  more  or  less  an  emphatic  assertion  of  the 
obvious,  and  the  cold  facts  and  arguments  adduced  might  no  doubt  have 
been  put  iu  fewer  words,  but  the  reading  world  would  have  been  a 
loser  if  Dr.  McKenzie's  contentions,  and,  above  all,  his  interesting 
discursions,  had  beeu  cut  down.  Many  of  us  know  his  skill  iu  dialectics, 
especially  when  supporting  a  ease  which  he  knows  some  of  his  liearers 
consider  a  weak  one.  In  the  jiresent  instance,  however,  the  audience  is 
entirely  with  him,  and  he  is  at  his  best,  and  how  good  that  best  is  will  be 
heartily  acknowledged  by  every  reader. 

Many  passages  will  appeal  to  the  fancy,  but  the  discursion  (it  is  too 
cognate  to  the  subject  to  be  considered  a  digression)  on  the  power  of  the 
brain  to  close  the  door  on  unpleasant  sensations  (p.  50)  seems  a  peculiarly 
happy  one.  The  remarks  on  music  as  a  nuisance,  ■with  quotations  from 
Sir  Thomas  Beecham,  the  Prince  von  Hohenlohe  and  others,  are  singularly 
trenchant.  (The  writer  might  have  added  a  quotation  from  Munro  in 
regard  to  a  jserformance  of  "  My  Tiosary  "  in  a  fashionable  restaurant  at  the 
moment  when  one  of  the  chef  de  cuisine's  finest  creations  iu  the  form  of  a 
soup  was  served  out.  The  music  arrested  the  attention  of  all,  and  the 
soup  was  allowed  to  cool  untasted  in  the  plates.  Under  the  circumstances 
the  culinary  artist  could  find  no  vent  for  his  feelings  short  of  dipping  the 
musical  conductor's  bowing  head  in  the  soup  tureen. )  Another  interesting 
discvirsion  is  the  one  on  the  different  varieties  of  tiredness,  finishing  up 
"with  the  train-tiredness,  which  he  attributes  mainlv  to  the  long 
bombardment  of  the  auditory  nerve-centres  by  the  noises  produced  by 
the  train,  and  which  tiredness  is  surprisingly  reduced  if  the  ears  are 
stopped  with  some  material  more  or  less  impenetrable  by  the  louder 
sounds  (pp.  74-79). 

The  reviewer  having  read  the  "  Litany  of  Din,"  and  having  found 
among  the  many  forms  of  it  from  which  the  writer  prays  to  be  delivered, 

"  The  damning  praise  of  loud-voiced  fools  " 
and 

"  The  fearful  croak  of  senile  truth," 

ieels  he  ought  here  to  bring  his  remarks  to  a  close. 

Bundas  Grant. 
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The  Medical  Annual:    A    Year   Book   of  Treatment  and  Practitioners' 
Index.     1916  (thirty-fourth  year).     Bristol:  John  Wricfht  &  Sons, 
Ltd. ;  London  :  Simpkin,  Marshall,  Hamilton,  Kent  &  Co"  Ltd  ■  New 
York:  William  Wood  &  Co.  ;  Toronto:  The  J.  F.  Hartz  Co.,  Ltd  ■ 
Calcutta:  Thacker,  Spink  &  Co. ;  Biitterworth  &  Co.  (India)'  Ltd  ■ 
Bombay :  Thacker  &  Co.,  Ltd.  ;  Melbourne,  Sydney,  Adelaide,  and 
Brisbane  :  Gf.  Robertson  &  Co.  Proprietary,  Ltd.  ;  Sydney  :  Ano-us 
&  Robertson,  Ltd. ;  New  Zealand  :  Whitcombe  &  Tombs,"  Ltd.  ° 
"The  Medical  Annual"  affords  the  amount  of  engrossino-  readino- 
which  we  are  accustomed  to  find  in  it,  and  perhaps  even  more  than 
usual.     The  general  portions— that  is  those  which  are  not  concerned 
with  the  throat,  nose,  or  ear— are  full  of  interest,  and  the  special  ones 
certainly  contain  many  new  things.     It  is  probably  unfamilar  to  many 
of  us  that  there  is  a  form  of  tonsillitis  due  to  amcebiasis  (p.  18),  and 
intractable   to   the   ordinary   treatment   of   tonsillitis,   but   yielding   to 
emetine.     Emetine  is  also  recommended  for  haemorrhage  following  naso- 
pharyngeal operations.      Again,  the  antiseptic  action  of   basic  aniline 
dyes,  as  compared  with  the  acid  ones,  is  said  to  be  shown  by  the  efficacy 
of  local  applications  of  a  solution  of  Dahliu  in  streptococcic  infections  of 
the  throat  (p.  15).     The  use  of  X  rays  in  the  diagnosis  of  disease  of 
the  cartilages  of  the  larynx  and  of  the  presence  of  calculi  in  the  salivary 
gland  IS  referred  to.     War  injuries  of  the  nose,  throat,  and  ear  occupy 
a  considerable  amount  of  space,  and  the  copious  and  judicious  abstracting 
of  Dr.  J.  S.  Fraser  makes  this  very  instructive  reading.     The  diagnosis 
of  simulated,  exaggerated,  functional  and  organic  deafness  is  fraught 
with  much  difficulty,  and  it  is  to  be  hoped  that  careful  sifting  of  evidence 
accumulated  since  this  issue  will  remove  some  of  the  difficulty  in  the 
near  future.     The  recent  literature  on  "  noise-deafness  "  and  tuberculosis 
of  tlie  ear  is  admirably  dealt  with  by  the  same  abstractor.     Eamsay 
Hunt  deals  with  diseases  of  the  cerebellum,  quoting'  largely  from  Sir 
Wm.  Milligan's  paper  on  "Cerebellar  Abscesses"  (p.  164), "advocating 
exploration  through  the  posterior  antral  wall,  internal  to  the  lateral  sinus^ 
combined  frequently  with  a  counter-drainage  behind  the  groove  for  the' 
sinus.     The  description  of  the  "  symptom-complex  "  produced  by  occlusion 
of  the  posterior  inferior  cerebellar  artery  seems  very  clear-cut  (p.  166). 
Altogether  the  present  volume  keeps  up  "the  reputation  of  the  work  and 
makes  it  an  indispensable  annual  help.  Dundas  Grant. 


CORRESPONDENCE. 

To  the  Editor  of  The  Journal  of  Larynqoloot,  Rhinologt,  and  Otoloot. 
_   Sir,— I  have  to  thank  Dr.  McBride  for  his  kind  expressions.     My  best  reply  to 
his  letter  will  be  to  publish  in  ivdl  my  views  upon  this  matter,  with  illustrative 
cases,  and  this  I  hope  to  do  as  soon  as  possible. 

At  the  same  time,  I.believe  it  is  quite  legitimate  to  formulate  an  hypothesis  and 
then  try  to  work  it  out.  I  have  some  sort  of  dim  idea  that  many  things  which  are 
now  accepted  truths  have  been  started  in  this  way. 

Tours  truly, 
October  21,  1916.  Macleod  Tearslet. 
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CONTRIBUTION    TO   THE    ETIOLOGY   AND   PATHOGENESIS 
OF  OTOGENIC   SINUSPHLEBITIS. 

By  Holger  Mygixd,  M.D., 
Copenhagen. 

The  present  paper  is  based  upon  the  observation  of  seventy  cases 
of  otogenic  sinusplilebitis  operated  on  by  myself  in  the  Oto-Laryn- 
gological  Departmeut  of  the  Copenhagen  Couiinunehospital  during 
the  last  ten  years.  This  material  is,  I  believe,  the  largest  person- 
ally observed  as  yet  published  (Korner,  Die  utit.  Erkrank  d. 
Hirns,  etc.,  1902,  p.  79). 

Otogenic  sinusplilebitis  has,  however,  been  observed  more 
frequently  than  in  the  above-mentioned  seventy  cases  in  my 
department  of  the  hospital,  as  this  disease,  besides  in  the  cases 
operated  upon,  has  been  found  in  some  cases  at  the  post-mortem 
■examination  of  patients  who  died  from  other  intracranial  complica- 
tions of  ear  disease,  but  in  whom  the  sinusplilebitis  was  either  not 
diagnosed  in  vivo  or  not  operated  on. 

The  seventy  cases  may  be  divided  into  the  following  classes 
according  to  sex  and  age  (for  table  see  p.  498). 

Sex. 

My  material  shows  that  otogenic  sinusplilebitis  appears  more 
frequently  in  males  than  in  females.  This  difference  is  more  pro- 
nounced than.it  appears  from  the  figures  (respectively  37  and  33), 
.as  the   female  population  is  in   Denmark,   as  nearly   everywhere, 
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numerically  stronger  than  the  male  (in  Denmark  with  about  3  per 
cent.). 

The  statistical  figures  given  by  Korner  [op.  cit.  p.  79)  show  a 
still  larger  percentage  of  males  attacked  by  otogenic  sinusphle- 
bitis,  the  disease  appearing,  according  to  his  figures,  with  more 
than  double  frequency  amongst  males.  Statistics  publislied  from 
America,  including  100  patients  operated  on  by  different  surgeons 
(Calhoun^),  give  a  similar  result. 

Seventy  Own  Cases  op  Otogenic  SiNuspftLEBiTis  Operated  on. 


Age. 

Males. 

Females. 

Total. 

Cured. 

Died. 

Under  5  years   . 

4 

2 

6 

3 

3 

5-9  years . 

10 

9 

ly 

13 

6 

10-14     „     .         .         . 

9 

13 

22 

13 

9 

15-19     „     .         .         . 

5 

0 

o 

3 

2 

20-29     „     .         .         . 

5 

4 

9 

7 

2 

30-39     „     .         .         . 

•? 

4 

6 

3 

3 

40-49     „     .         . 

0 

0 

0 

.     0 

0 

50-59     „     .         .         . 

1 

1 

2 

0 

2 

60  years  and  more 

1 

0 

1 

0 

1 

Total      . 

37 

33 

70 

42 
i.e.  60  % 

28 
i.e.  40  % 

This  relation  is  not  so  peculiar,  as  other  inflammatory  brain 
diseases  appear  also  with  greater  frequency  in  males,  for  instance 
epidemic  cerebro-spinal  meningitis.  I  have  also  proved  this  to 
be  the  case  with  otogenic  meningitis. 

There  is,  therefore,  reason  to  believe  that  the  male  brain  is 
more  susceptible  to  inflammatory  disease  than  the  female. 

Age. 

My  statistics  given  above  show  a  very  considerable  number  of 
children  attacked.  About  two-thirds  of  the  patients  operated  on 
were  under  fifteen  years  of  age,  although  this  class  of  age  only 
embraces  oue-third  of  the  entire  population. 

Both  Hessler  and  Korner  have  also  found  a  numerical  superiority 
of  childhood  in  otogenic  sinusphlebitis.  As  both  these  authors, 
howevei-j  divide  their  figures  in  classes  of  age  of  1-10  and  10-40 
years,  no  comparison  can  be  made. 

There  is  also  in  this  aspect  a  similarity  between  otogenic  sinus- 

'  Calhoun  :  Eeport  of  One  Hundred  Cases  of  Sinusthrombosis,  1912.  In  what 
periodical  this  paper  is  published  I  do  not  know,  as  I  only  possess  a  reprint,  kindly 
sent  to  me  by  the  author. 
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phlebitis  and  otogenic  meningitis,  as  my  own  experience  has 
taught  me  that  nearly  one-half  of  the  individuals  attacked  by  the 
latter  disease  are  children.  There  is,  however,  a  difference  in 
infancy,  for  while  I  have  operated  on  four  children  under  one  year 
of  age  among  sixty-eight  patients  with  otogenic  meningitis,  I 
have  not  as  yet  come  across  a  single  case  of  otogenic  sinusphle- 
bitis  in  a  child  under  one  year  of  age.  The  American  statistics 
quoted  above  show  only  two  children  under  one  year  of  age 
attacked  by  otogenic  sinusphlebitis  among  100  cases. 

As  these  American  statistics  published  by  Calhoun  are  not 
much  known  and  are  of  value,  I  shall  publish  an  extract  from  them 
for  comparison  with  mine  : 

Calhoun's  Statistics  of  a  Hundred  Cases  of  Otogenic  Sinus- 
phlebitis  Operated  on  by  Several  Surgeons. 


Age. 

Males. 

Females. 

Total. 

Cured. 

Died. 

Under  5  years    . 
S-9  years . 
10-14     „     .         .         . 

9 

12 

9 

5 
6 
3 

14 
IS 
12 

8 
13 

6 

6 

15 
6 

15-19     „     .         .         . 

9 

8 

17 

10 

/ 

20-29     „     .         .         . 

13 

6 

19 

9 

10 

30-39     „     .         .         . 

4 

2 

6 

2 

4 

40-49     „     .         .         . 

H 

3 

9 

4 

.5 

50-59     ,.     .          .          . 

3 

0 

3 

0 

3 

60  years  and  OFer 
Uncertain  . 

1 
0 

0 
1 

1 
1 

1 
0 

0 

1 

Total      . 

66 

34 

100 

53 

47 

It  will  also  be  seen  from  Vioth  tables  of  statistics  that  the  oto- 
genic thrombophlebitis  apjDears  very  rarely  after  the  age  of  sixty 
years,  this  class  appearing  in  both,  with  but  one  case. 


The  Primary  Middle-ear  Suppdration. 

Korner  stated  at  first  that  the  primary  suppuration  of  the 
middle  ear  causing  sinusphlebitis  was  chronic  in  the  majorit)-  of 
cases.  In  an  appendix  to  his  work  quoted  several  times  here. 
Korner,  however,  has  come  to  the  conclusion  that  recent  authors 
seem  to  agree  that  the  primary  otitis  most  frequently  is  acute. 

My  material  shows  that  the  primary  ear  disease  was. chronic  in 
40  cases,  i.  e.  in  57*1  per  cent,  of  all  cases,  and  acute  in  -30,  i.e., 
42'9  per  cent.     The  statistics  published  by   Calhoun   show  almost 
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the  same  figures,  viz.,  58"0  and  41 '0  per  cent,  (while  1  per  cent, 
was  uncertain). 

According  to  these  figures  there  does  not  seem  to  be  any  reason 
to  attach  any  importance  to  either  one  or  the  other  form  of  the 
primary  ear  inflammation  as  an  etiological  factor  of  sinusplilebitis. 
It  is  not  improbable  either  that  the  frequency  of  acute  middle  ear 
inflammation  as  a  cause  of  sinuspUebitis  varies  in  accordance  with 
different  epidemic  influences.  The  relation  might,  then,  be  either 
that  acute  middle-ear  inflammation  is  more  frequent  ;it  some 
periods  according  to  the  frequency  and  character  of  various  epi- 
demic diseases  (especially  angina  and  influenza),  or  that  the  ear 
diseases  in  some  epidemics  are  more  inclined  to  be  combined  with 
sinusphlebitis.  I  have,  anyhow,  observed  that  this  otogenic  com- 
plication appears  in  my  hospital  department  with  comparatively 
great  frequency  at  some  periods,  while  it  does  not  appear  at  all  at 
others  even  of  longer  duration.  My  experience  is  also  that  this 
i:itracranial  complication  is  at  certain  periods  more  malign  rhan  at 
others — exactly  the  same  as  I  have  observed  concerning  otogenic 
meningitis. 

Koruer  has  pointed  out  that  otogeuic  sinusphlebitis  is — like 
other  otogenic  intracranial  complications — more  frequently  pro- 
duced from  the  right  ear.  Korner  explains  this  by  the  fact  that 
the  right  sigmoid  sinus  is  situated  more  profoundly — on  an  average 
1'05  mm. — on  the  right  side.  Other  authors  have  confirmed 
Korner's  statement,  that  of  suppuration  of  the  right  ear  more 
frequently  causing  infection  of  the, sigmoid  sinus.  In  my  patients 
there  was  alse  a  preponderance  of  the  right  side,  but  the  difference 
was  not  nearly  as  considerable  as  that  stated  by  other  authors,  the 
figui-es  for  the  right  and  the  left  side  only  being  respectively  36 
and  34. 

K5rner  also  says  that  "  the  primary  disease  of  the  ear  and  the 
temporal  bone  nearly  always  attacks  the  bony  tissue"  (op.  cit. 
p.  80).  In  my  patients  I  also  found  the  bone  most  fre([uently 
attacked.  In  five,  however,  i.  e.  in  9  per  cent,  of  the  cases,  the 
inflammation  of  the  middle  ear  did  not  spread  outside  the  walls  of 
the  mastoid  antrum.  In  a  few  other  cases  there  was  not  as  yet 
any  visible  bony  destruction  of  the  mastoid  process,  the  inflamma- 
tory products  being  only  represented  by  the  formation  of  pus 
and  granulations  in  the  cells  of  the  mastoid  process.  In  some 
cases  the  liony  destruction  found  was  very  limited. 

There  is,  therefore,  reason  to  believe  that  in  not  a  few  cases 
there  is  not  any  relation  between  the  intensity   of  the  primary 
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inflammatory  process  of  the  ear  and  the  secondary  grave  complica- 
tion. 

As  to  the  point  of  time  at  which  the  sinusphlebitis  generally 
develops    during  the   primary  acute  middle-ear    suppuration,  the 

following  data  may  be  given  : 

Days.  Cases. 

Duration  of  suppuration        .  .  .  4—7  .  5 

...       7-14         .         0 

„  .         .  14-21         .         8 

...     21-28         .         6 

„  „  .  .  over  28         .         3 

It  seems  according  to  these  figures  that  the  sinusphlebitis 
caused  by  acute  middle-ear  disease  does  not  appear  with  any 
special  frequency  diiring  a  certain  period  of  the  primary  disease. 
It  is  especially  noteworthy  that  this  serious  otogenic  complication 
can  appear  very  early  during  the  course  of  acute  middle-ear 
inflammation. 

As  far  as  the  chronic  middle-ear  inflammation  is  concerned,  my 
material  shows  that  in  twenty-three  out  of  forty  cases,  i.  e.  in. 
over  half  of  these,  it  was  of  cholesteatomatous  nature. 

In  the  majority  of  our  cases  the  cause  of  the  middle-ear 
suppuration  was  unknown.  In  several  of  the  patients  there  was, 
however,  on  their  admittance  to  the  hospital  an  angina  present, 
which  in  many  cases  undoubtedly  was  the  cause  of  the  acute 
suppuration  or  the  exacerbation  of  the  chronic.  In  accordance 
with  the  latter  fact  an  acute  osteitis  was  also  found,  together  with 
the  chronic  osteitis  present.  In  some  cases  influenza  was  un- 
doubtedly the  cause. 

The  primary  disease  of  the.  bone  was,  as  stated  before,  in 
several  cases  either  very  slightlj-  pronouced  or  could  not  be  seen 
by  the  naked  eye.  In  the  majority  of  cases  it  was,  however,  very 
pronounced  and  had  spread  far  beyond  the  mastoid  antrum,  and 
in  many  of  these  cases  a  propagation  of  the  inflammation  from 
the  bone  to  the  sigmoid  sinus  ^je/-  continuitatem  conXA.  be  distinctly 
traced.  In  thirty  cases  there  was,  however,  no  anomaly  whatever 
of  the  body- wall  of  the  sulcus  sigmoideus. 

Although  the  disease  of  the  bone  was  so  very  marked  in  the 
majority  of  cases  there  were,  on  the  other  hand,  several  where  the 
mastoid  region  exhibited  a  perfectly  normal  external  appearance. 
In  sixteen  cases  there  was  neither  swelling  nor  tenderness  of  the 
mastoid  region.  This  fact  is  in  accordance  with  what  I  have 
pointed  out  in    several   of    my  papers  on  otogenic  meningitis  as 
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existing  also  in  this  intracranial  disease,  and  the  surgeon  who 
waits  to  operate  until  there  is  swelling  or  tenderness  of  the  mastoid 
region  will,  therefore,  often  come  too  late. 

It  remains  to  point  out  that  otogenic  sinusphlebitis  can  appear 
after  the  primary  acute  inflammation  of  the  tympanic  cavity  has 
ceased  entirely  or  almost  entirely — a  fact  which  A.  Voss  has  put 
great  stress  upon.^  I  have  observed  this  in  three  patients.  That 
the  diagnosis  in  such  cases  may  be  very  difficult  the  following  case 
will  illustrate  : 

Case  1. — A  man,  aged  thirty-four  (Case  No.  379,  1914),  was  admitted  to  the 
Hospital  August  28th,  1914.  Pains  in  the  left  ear  four  weeks  previously  after 
sea-bathing ;  three  weeks  ago  incision  of  the  left  drumhead  was  performed,  after 
which  a  discliarge  appeared  for  eight  to  ten  days,  and  three  days  before  admission 
pains  under  the  left  ear  and  in  the  left  side  of  the  neck.  Two  days  ago  the  patient 
vomited  once  ;  slight  febrilia  without  rigors. 

When  the  patient  was  admitted  the  temperature  was  38°  0.  Left  ear :  Eetrac- 
of  the  drumhead,  with  injection  along  the  manubrium  mallei.  Left  mastoid 
region :  Doubtful  infiltration,  no  tenderness.  Whispering  heard  with  left  ear 
050  m.  from  the  ear. 

The  patient  kept  his  bed  xuitil  September  3rd,  1914,  the  temperature  some- 
times being  normal  for  twenty-four  hours  and  sometimes  slightly  raised ;  a 
few  times  it  rose  higher.  On  September  3rd,  1914,  the  following  note  was 
taken :  Athough  the  drumhead  exhibits  very  small  anomalies  and  the  mastoid 
region  is  but  very  slightly  swollen,  with  no  tenderness,  there  must  be  a  slight 
suspicion  of  thrombophlebitis,  and  resedion  of  the  mastoid  process  is,  therefore, 
performed.  A  large  perisinous  abscess  is  found  and  a  considerable  epiphlebitis, 
besides  a  well-developed  acute  osteitis  of  the  mastoid  process.  Puncture  of  the 
perpendicular  portion  of  the  sigmoid  sinus  is  then  performed,  with  the  result 
that  fluid  blood  is  found  in  the  upper  part  and  pus  m  the  lower  part.  By  incision 
of  the  sinus  a  thrombus  is  found,  which  is  partly  organised ;  above  it  is  fluid 
blood,  and  lower  down  pus  is  found.  Finally,  iigatxire  of  the  internal  jugular  vein 
is  performed. 

A  continual  pyemic  fever  now  appeared,  the  temperatiu-e .  rising,  however, 
seldom  very  high.  Neuritis  optica  in  both  eyes  appeared.  On  October  9th,  1914, 
i.  e.  more  than  a  month  after  the  first  operation,  infiltration  and  tenderness 
of  the  opposite  mastoid  region  appeared,  while  the  corresponding  drumhead  only 
showed  a  slight  transparent  redness.  Resection  of  the  right  mastoid  process  was 
now  performed,  witli  the  result  that  a  moderately  acute  osteitis  was  found  ;  the 
sigmoid  sinus  appeared  normal,  Ijut  pus  was  found  by  puncture  of  the  sinus.  The 
sinus  was  now  opened  by  incision,  and,  lastly,  ligat-ure  also  of  the  right  internal 
jugular  vein  was  performed. 

The  general  condition  of  the  patient  remained  tolerably  good  all  the  time,  but 
at  last  meningitis  set  in,  and  the  patient  died. 

At  the  post-mortem  examination  a  diffuse  purulent  meningitis  was  found; 
besides,  both  sinus  transversi  and  most  of  the  other  cerebral  sinus  were  found 
filled  with  pus. 

Forms   of  Bacteria. — The    thiombus,  or     in    cases    where    no 

1  Zeitsch.  f.  Ohrenheilk.,  Bd.  33,  p.  42. 
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thrombus  was  formed,  the  blood  from  the  sinus  taken  by  puncture 
or  incision  was,  from  different  reasons,  not  examined  bacterio- 
logically  in  fourteen  of  over  seventy  cases.  In  the  remaining  fifty- 
six  a  bacteriological  examination  was  performed  in  the  Pathological 
Institute  of  the  Communehospital,  with  the  result  that  the  thrombus 
was  found  sterile  in  nineteen  cases  and  the  blood  sterile  in  two 
where  no  thrombus  was  discovered.  That  the  blood  was  found 
sterile  in  the  latter  two  cases  cannot  be  wondered  at,  considering 
the  well-known  fact  that  the  blood  can — at  least  for  periods — be 
found  sterile  even  in  cases  of  fully-developed  otogenic  sepsis.  It 
is,  on  the  other  hand,  surprising  that  the  thrombus  is  found  sterile 
in  so  many  cases  ;  it  must,  however,  be  remembered  that  it  often  is 
only  a  small  part  of  the  thrombus  which  is  removed  and  examined, 
and  that  it  is  often  situated  at  some  distance  from  the  primary 
formation  of  the  blood-clot,  and  lastly,  that  several  circumstances 
speak  in  favour  of  the  view  that  the  thrombus  is  only  infected 
secondarily. 

Streptococci. — Simmonds  has,  by  examining  1200  cases  of  sepsis 
in  general,  found  streptococci  in  63  per  cent,  of  these. ^  In  my 
•cases,  in  which  the  examination  of  the  thrombus  or  the  blood 
gave  a  positive  result  (altogether  thirty-five),  streptococci  were 
only  found  in  fourteen,  -('.  e.  40  per  cent.  Of  these,  streptococci  were 
found  in  pure  culture  in  ten  ;  twice  streptococci  and  staphylo- 
cocci, and  twice  streptococci  and  other  uiidefinable  bacteria  were 
found. 

According  to  these  results  it  would  seem  that  otogenic  sepsis 
is  more  rarely  caused  by  infection  with  streptococci  than  other 
forms  of  sepsis,  although  inflammation  of  the  middle  ear  is  most 
frequently  caused  by  these  foi'inS  of  bacteria.  There  can,  how- 
ever, be  no  doubt  that  several  more  of  my  cases  of  thrombo- 
phlebitis were  really  caused  by  streptococci,  considering  the 
fact  that  streptococci  were  found  in  the  pus  of  the  mastoid  process 
in  seven  of  the  cases  where  either  no  examination  was  made  of 
the  thrombus  or  the  blood,  or  where  the  result  of  this  examination 
was  negative.  The  percentage  might  then,  in  reality,  be  about 
fifty.  It  must,  however,  be  remembered  that  it  is  not  rare  to  find 
different  bacteria  in  the  primary  focus  on  the  one  side,  and  in  the 
thrombus  and  the  blood  of  the  sigmoid  sinus  on  the  other  side.  I 
have  also,  in  one  case,  found  different  bacteria  in  the  exudation  of 
the  serous  cavities  on  the  one  side,  and  in  the  thrombus  on  the  other 
side. 

'  Jochmann,  Lehrb.  d  Infektionskrankh.,  191-i,  s.  100. 
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There  can,  however,  be  no   doubt  that  infection  with  strepto- 
cocci is  by  far  the  most  frequent  form  of  otogenic  sepsis,  although 
not    to    the    extent    urged    by  Leutert    when    this    author    states  ■ 
"that  the  sinus  tlirombosis  almost  exclusively  is  the  domain  of  the 
streptococci."^ 

Staphylococci. — These  were  found  altogether  ten  times,  but 
only  in  three  cases  in  pure  culture.  Twice  they  were — as  stated 
above — found  together  with  streptococci,  and  five  times  together 
with  bacteria  of  uncertain  character..  Simmonds  found  staphy- 
lococci as  cause  of  sepsis  in  general  only  in  six  cases  of  1200. 
There  seems,  tlierefore,  to  be  some  reason  to  believe  that  infection 
from  staphylococci  is  comparatively  frequent  in  otogenic  sepsis. 

Coli  hacilli. — -Although  this  form  of  bacteria,  according  to 
Simmonds,  is  the  cause  of  sepsis  in  general  in  17  per  cent,  of  all 
cases,  the  bacterium  coli  commune  is  very  little  known  as  cause  of 
otogenic  sepsis.  It  was,  therefore,  very  s^^rprising  to  learn  that  it 
it  was  found  in  not  less  than  seven  of  my  patients,  i.  e.  in  20  per 
cent,  of  the  cases  where  the  bacterial  examination  yielded  a  posi- 
tive result.  In  four  of  these  seven  cases  it  was  found  in  pure 
culture.  In  one  case  it  was  only  found  in  the  pus  from  an  epi- 
dural abscess  complicating  the  sinusphlebitis. 

Pneumococci  were  only  found  once  (together  with  another  form 
of  bacteria  of  uncertain  character).  There  were,  howerver,  two 
cases  ill  which  the  thrombus  was  not  examined  in  which  pneumo- 
cocci were  found  in  the  pus  in  the  mastoid  process. 

Bacteria  of  uncertain  character  were  found  seven  times. 

Bacteria  in  the  Cerehro-spival  Fluid. — In  no  less  than  forty-two 
of  my  seventy  patients  lumbar  puncture  was  performed,  with  the 
following  result:  Sterile  fluid  in  twenty-nine,  fluid  containing 
bacteria  in  thirteen  cases.  With  one  exception  (mentioned  above), 
the  same  bacteria  was  found  in  the  cerebro-spinal  fluid  as  in  the 
primary  disease  which  had  caused  the  phlebitis.  In  no  less  than 
four  cases  the  cerebro-spinal  fluid  contained  bacteria  -svithout 
exhibiting  any  other  anomaly  pointing  towards  meningitis. 

The  Perisinous  Abscess. — This  anomaly  plays  undoubtedly  a 
very  important  part  as  cause  of  thrombophlebitis  of  the  sigmoid 
sinus,  as  it  was  found  by  the  opei-ation  in  not  less  than  forty-three 
cases,  i.  e.  50  per  cent. 

It  is  easily  understood  that  a  sinus  which  is  surrounded  by  pus 
gets  infected,  especially  when  the  wall  of  the  sinus  is  exposed  to 
pressure  from  it.     This  pressure  is  often  considerable,  which  may 

'  Arch.  f.  Ohrenheilh.,  vol.  xlvii,  p.  56. 
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be  judged  from  the  fact  thiit  tlie  wliole  sinus  is  not  luifrequeiitly 
perfectly  flattened. 

It  is  not,  however,  necessary  that  a  perisinous  abscess  should 
produce  phlebitis.  This  is  illustrated  by  the  fact  that,  besides  the 
above-mentioned  forty  cases  of  thrombophlebitis  with  perisinous 
abscess,  I  have,  during  the  last  ten  years,  observed  thirty  other 
cases  of  perisinous  abscess  which  were  not  complicated  with 
phlebitis  of  the  sigmoid  sinus. 

In  my  cases  of  sinusphlebitis  the  perisiuous  abscess  appeared 
with  marked  frequency  when  the  primary  situation  of  the  middle 
ear  was  of  chronic  nature,  viz.  in  twenty-eight  of  them,  i.  e.  in 
70  per  cent.  In  cases  of  acute  middle-ear  suppuration  the  peri- 
sineous  abscess  only  appeared  fifteen  times,  i.  e.  in  50  per  cent.  o£ 
these  cases.  It  seems  that  chronic  middle-ear  suppuration,  com- 
plicated with  cholesteatomatous  inflammation,  is  a  little  more 
frequently  the  cause  of  the  perisinous  abscess  (sixteen  out  of 
twenty-three  cases,  ■/.  e.,  in  74  per  cent.). 

The  Pathogenesis  of  Siniisphlehitis. —  Stenger  has  found  from 
experiments^  that  the  sigmoid  sinus  of  dogs  does  not  become 
infected  when  pus  is  merely  applied  to  the  external  wall  of  the 
sinus.  The  infection  first  occurs  when  the  wall  is  the  seat  of  a 
lesion. 

This  applies  in  all  prubabilit}^  also  to  human  beings,  and  my 
material  shows  that  in  the  great  majority  of  cases  where  peri- 
sinous abscess  occurred  together  with  sinusplilebitis,  there  was 
also  a  lesion  of  the  wall  of  the  .sinus.  This  lesion  consisted  generally 
in  the  formation  of  granulations  on  and  in  the  wall  of  the  sigmoid 
sinus  (thirty-two  times  out  of  seventy-three  cases  of  perisinous 
abscess).  This  episinuitis,  as  it  is  generally  termed,  may,  however, 
also  exist  without  the  formation  of  pus  (seven  times  in  over  seventy 
cases  of  sinusphlebitis). 

By  making  an  incision  of  the  wall  of  the  sigmoid  sinus  during* 
the  operation  it  is  frequently  possible  to  see  how  the  granulations 
situated  on  the  external  surface  of  the  sinus  extend  also  into  the 
depth  of  the  wall,  which  is  then  more  or  less  thickened.  Now  and 
then  it  is  also  possible  to  see  small  haemorrhages  between  the  layers 
of  the  wall  both  by  making  an  incision  and  also  by  inspection  of 
the  external  surface  of  the  sinus.  In  some  cases  this  inflammation 
of  the  wall  of  the  sigmoid  sinus  results  in  necrosis,  which  can  be 
so  developed  that  a  perforation  or  even  a  greater  destruction  of  the 
external  wall  is  the  result.     In  such  cases  the  internal  surface  of 

'   Verhandl.  d.  Deutsch.  Otol.  Gesellsch.,  1904,  p.  111. 
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the  cerebral  part  of  the  wall  is  sometimes  exposed.  I  have  observed 
perforation  of  the  wall  of  the  sigraoid  sinus  altogether  three 
times  ;  in  all  these  cases  the  patients  were  children,  and  in  one  the 
•whole  external  wall  of  the  perpendicular  portion  of  the  sigmoid 
sinus  was  entirely  wanting. 

In  a  minority  of  cases  the  sinus  appears  quite  normal.  I  have, 
however,  in  several  of  these  cases  obtained  a  microscopical  examina- 
tion of  the  wall  of  the  sinus,  which  in  all  cases  exhibited  siy-ns  of 
inflammation.  In  one  of  these  cases  no  thrombus  was  found  by 
the  operauon. 

It  is,  however,  not  unlikely  that  an  episinnitis  can  produce  a 
perisinous  abscess  and  not  fice  versa  ;  my  impression  was,  anyhow 
in  some  cases,  that  the  pus  found  round  the  sinus  was  produced  by 
the  granulations  on  the  wall  of  the  sinus. 

The  Pathogenesis  of  the  Thrombus. — How,  then,  does  the 
inflammation  of  the  wall  of  the  sinus  spread  and  produce  a 
thrombus  ? 

Experiments  made  by  Stenger  {loc.  cit.)  and  other  investigators 
point  out  that  the  pathogenic  bacteria  spread  through  the  wall 
produce  first  a  phlebitis  and  after  that  a  pathological  change  of 
the  blood,  which  on  this  account  coagulates  and  produces  a 
thrombus,  which  is  then  secondarily  infected. 

Altiiough  microscopical  examination  of  the  wall  of  the  sinus 
was  performed  in  many  of  my  cases  after  excision  of  part  of  it 
during  operation,  my  material  does  not  throw  any  light  on  the 
experiments  on  animals  used  by  Stenger.  When,  however,  Steuger 
arrives  to  the  result  that  "  so-called  parietal  thrombi  were  not 
observed,"  this  does  not  apply  to  human  beings,  as  it  is  a  well- 
known  fact  that  such  are  not  infrequently  found  at  the  surgical 
autopsy. 

I  believe  parietal  thrombi  are  more  frequent  than  generally 
believed  during  the  first  stage  of  otogenic  thrombophlebitis.  I  con- 
clude this,  because  amongst  the  nine  cases  in  which  I  found  parietal 
thrombi  there  were  several  in  which  their  existence  was  only 
discovered  by  incision  of  the  sinus,  while  puncture  of  the  sinus  had 
yielded  fluid  blood.  Tliere  is,  therefore,  reason  to  believe  that  in 
some  of  the  cases  in  which  the  result  of  the  puncture  was  negative 
and  in  which  incision  was  not  j^erformed,  a  parietal  thrombus  was 
present. 

The  parietal  thrombus  has  in  most  of  my  cases  appeared  as  a 
deposit  of  layers  of  clot  along  the  whole  circumference  of  the 
sinus  leaving  a  stream  of  blood  free  in  the  rniddle.     This  stream  of 
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blood  was  in  several  cases  very  fine,  but  large  enough  to  give  blood 
in  the  syringe  by  puncture.  In  one  case  it  was  macroscopically 
visible  that  the  clot  was  formed  by  layers. 

It  will  be  seen  from  this  that  the  diagnostic  value  of  the 
puncture  of  the  sinus  during  openition  is  very  conditional.  The 
same  applies,  however,  also  to  the  probatory  incision,  though  not 
to  the  same  extent.  The  incision  can,  namely,  only  be  applied  to 
the  sigmoid  sinus  above  the  inferior  "knee,"  and  the  presence  of 
blood  does  not,  therefore,  exclude  the  existence  of  a  bulbar 
thrombus.  The  probatory  incision,  however,  less  frequently  gives 
rise  to  mistake  than  the  puncture,  and  enables  a  more  exact 
localisation  of  the  clot,  which  I  have  frequently  found  to  be  the 
lower  part  of  the  perpendicular  portion  of  the  sigmoid  sinus.  The 
reverse  I  have  only  found  once. 

According  to  my  experience,  based  especially  upon  tlie  examina- 
tion during  operation  of  past  cases,  the  clot  generally  originates  in 
the  lower  part  of  the  perpendicular  portion  of  the  sigmoid  sinus, 
in  the  lower  horizontal  part  of  the  sinus  and  in  the  bulb.  When 
originating  in  the  jDcrpendicular  portion  it  is  much  more  inclined 
to  spread  downwards  than  upwards.  In  not  a  few  cases  the  clot 
spreads,  however,  against  the  current  of  the  blood,  and  in  the  case 
mentioned  as  Case  No.  1  it  will  be  seen  that  it  even  spread  beyond 
the  torcular  of  Herophilus  to  the  opposite  transverse  sinus,  aud  it 
is  not  infrequent  to  find  it  during  operation  reaching  ^  to  1  in. 
beyond  the  superior  flexure  of  the  sigmoid  sinus. 

I  may  state  here  that  in  thirty-three  of  my  seventy  cases 
bleeding  appeared  by  the  removal  of  the  thrombus  during  opera- 
tion. In  only  one  case  the  blood  oozed  out  only  from  below  while 
in  sixteen  cases  blood  only  appeared  from  above.  In  sixteen  other 
cases  blood  oozed  both  from  above  and  below. 

My  experience  confirms  the  theory  of  Stenger  that  the  clot  in 
thrombophlebitis  is  secondarily  infected,  as  of  sixty  cases,  in  which 
the  thrombus  was  examined  for  bacteria,  there  were  twenty  where 
the  thrombus  was  not  yet  infected  by  bacteria,  at  least  in  the  part 
which  was  removed  during  operation,  the  examination  showing 
complete  sterility.  Perhaps  the  clot  formed  in  the  sigmoid  sinus 
remains  sterile  in  many  cases  which  end  with  recovery  without  the 
formation  of  metastases.  In  all  the  cases,  however,  which  ended 
fatally,  the  clot  was  found  infected  by  the  jjont-mortem  examination 
and  transformed  partially  or  totally  into  pus. 

The  character  of  the  thrombus  as  found  by  operation  will  be 
seen  from  the  following  survey  : 
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Thrombus  fresli  all  through 
„  parietal 

„  partially  purulent 

totally 
„  partially  organised 

„         not  found  .  .  .         .         .     13      ., 

Total      .  .  .70 

In  one  case  in  which  the  clot  was  in  a  state  of  organisation 
upwards,  although  the  symptoms  of  the  phlebitis  had  only  lasted 
three  days,  it  was  fresh  downwards.  In  another  case  in  which  the 
clot  was  also  organised  upwards,  it  was  parietal  in  the  middle  of 
the  perpendicular  portion  of  the  sigmoid  sinus  and  puriform  below. 
In  the  latter  case  the  symptoms  had  only  lasted  for  two  days. 
Both  patients  recovered. 

It  seems  strange  that  a  clot  can  begin  to  be  organised  as  early 
as  the  second  or  thii-d  day  after  the  first  symptoms  of  phlebitis 
have  appeared.  It  must,  however,  be  borne  iu  mind,  that  I  have 
in  all  cases  reckoned  as  the  first  day  of  the  disease,  the  day  on 
which  the  first  rigors  or  the  first  symptoms  of  high  fever  appeared, 
and  it  seems  probable  that  the  phlebitis  in  reality  begins  earlier, 
and  that  the  septic  fever  does  not  appear  until  the  blood  is  invaded 
by  bacteria.  In  the  only  case  I  have  observed  of  sinusphlebitis 
caused  by  accidental  lesion  of  the  sinus,i  the  first  rigoi-s  did  not 
appear  until  ten  days  after  the  operation.  The  clot,  when  the 
patient  was  operated  upon  the  nest  day,  onlj'  partially  filled  the 
sinus,  and  was  besides  sterde.  The  case  proved  to  be  a  very  sevei-e 
case  of  streptococci  infection,  in  which,  however,  recovery  ulti- 
mately took  place  in  spite  of  metastases  of  different  sorts,  infarct 
of  the  lung,  etc.  (Case  41.5,  1915).  In  seven  cases  of  post-operative 
sinusphlebitis,  which  I  have  treated,  and  which  appeared  without 
any  lesion  of  the  sinus  having  taken  place  during  operation,  the 
time  between  the  operation  and  the  begiuning  of  the  septic  fever 
was  respectively  five,  six,  eight  and  nine  days. 

These  figures  distinctly   indicate  that   otogenic   sinusphlebitis 

•  Sinus  phlebitis  caused  by  lesion  of  the  sigmoid  sinus  during  operation  does 
not  seem,  however,  according  to  literature,  to  be  quite  rare.  Considering,  how- 
ever, that  accidental  lesion  of  the  sinus  not  infrequently  takes  place  dm-ing  opera- 
tion, there  seems  reason  to  believe  that  the  frequency  of  post-operative  sinus- 
phlebitis of  this  origin  is  not  relatively  great.  Callioun  states  in  his  paper 
mentioned  above  that  the  sigmoid  sinus  was  accidentally  opened  thirty  times 
diu-ing  four  hundred  cases  of  mastoid  operation,  and  not  in  a  single  case  did  any 
infection  of  the  sinus  appear 
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has  a  latent  period,  which  sometimes  is  not  quite  short.  The  exis- 
tence of  such  a  latent  period  explains  also  a  fact  I  have  often  had 
the  opportunity  of  stating,  viz.,  that  puriform  softening  of  the  clot 
in  sinusphlebitis  may  appear  as  early  as  the  second  to  fifth  day 
after  the  first  rigors.^  I  found  as  an  example  partial  puriform 
softening  of  the  thrombus  with  perforation  of  the  wall  of  the  sinus 
in  a  young  girl,  aged  thirteen  (Case  96,  1908),  on  the  fourth  day 
after  the  first  rigors.  This  case  was  the  quickest  fatally  ending 
case  I  have  observed  as  yet,  as  the  patient  died  so  soon  as  on  the 
third  day  after  tlie  operation  from  meningitis.  The  clot  in  the 
sinus  contained  streptococci  and  staphylocci. 

The  puriform  sloughing  of  the  clot  has  without  exception  in 
my  cases  been  in  the  mr)st  advanced  state  in  the  portion  of  the 
sinus  approaching  the  bulb,  and  in  several  of  these  cases  the  clot 
appeared  quite  fresh  in  the  upper  part  of  the  perpendicular  portion 
of  the  sigmoid  sinus. 

The  clot,  formed  in  the  sinus  is  sometimes  thin  and  flattened, 
although  it  fills  the  interior  of  the  sinus  perfectly.  This  pheno- 
menon is  most  frequently  produced  by  a  perisinous  abscess  com- 
pressing the  wall.  E-xceptionally,  it  is  caused  by  collapse  of  the 
walls  without  any  external  pressure.  This  and  the  other  form  of 
flattening  of  the  sinus  can  be  so  considerable  that  the  external  wall 
of  the  perpendicular  portion  of  the  sinus  touches  the  cerebellar 
wall  ;  neither  blood  nor  clot  is  then  to  be  seen  in  this  part  of  the 
sinus.  Care  is,  tlierefore,  to  be  exercised  in  such  cases,  when 
probatory  puncture  or  incision  is  performed,  that  the  brain  w'all 
is  not  perforated.  This  happened  in  two  of  my  cases  without  any 
complication  appearing  afterwards. 

Tlie  flattening  of  the  sigmoid  sinus  described  above  is  of  great 
practical  significance,  as  it  is  an  absolutely  certain  proof  of  the 
existence  of  a  clot  in  the  sinus,  while  the  inspection  and  palpation 
of  the  sinus  often  gives  no  result.  Palpation  is  especially  of  very 
small  value  and  ought  not  to  be  employed. 

There  are  a  few  cases  reported  in  literature  in  which  the 
sigmoid  sinus  was  found  partially  empty  in  cases  of  otogenic 
thrombophlebitis,  although  its  lumen  was  patent.  I  have  observed 
three  cases  of   this  kind  of   "  jumping  "  formation  of   thrombosis. 

'  Initial  rigors  frequently  did  not  appear  in  my  patients,  viz.,  in  eighteen  (26  per 
cent.),  in  whom  also  there  was  no  initial  shiverinff.  Of  these  eighteen,  only 
two  were  grown-up  people.  Initial  rigor,  then,  did  not  appear  in  about  one  fourth 
of  the  children.  More  rarely  this  .symptom  was  wanting  dvrring  the  whole  period 
of  the  disease  (twelve  children),  and  still  more  rarely  in  the  cases  which  ended 
fatally.     Of  the  latter  patients  only  one  was  grown-up. 
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In  all  cases  I  found  a  clot  in  both  ends  of  tlie  spaces  and  it  seems 
likelj-  tliat  this  phenomenon  appears  when  the  central  part  of  the 
clot  is  formed  some  time  before  the  peripheial. 

The  different  formations  of  the  clot  described  above  show  some 
interesting  details  which  we  miss  in  the  thrombosis  of  the  jugular 
bull),  wliich  escapes  exact  examination  during opei'ation  on  account 
of  its  deep  situation.  My  material  is  also  defective  because  I  have 
never  have  performed  an  operation  on  the  bulb,  as  I  think  the 
result  very  doubtful. 

I  have,  however,  observed  one  case  of  great  interest  as  illus- 
trating the  pathology  of  the  thrombosis  of  the  bulb.  The  case  is 
as  follows  : 

Case  2. — A  boy,  aged  thirteen  (Case  105,  1906),  was  admitted  to  the  Hospital 
on  December  29th,  1905,  with  clironic  suppuration  of  the  right  middle  ear,  and 
"radical  operation"  was  performed.  During  the  operation  tlie  sigmoid  sinus  was 
partially  exposed  and  appeared  healthy.  Six  daj'S  later  rigors  appeared,  and 
the  temperature  rose.  The  whole  sinns  was  now  exposed  and  examined,  but 
appeared  normal,  and  probatory  puncture  yielded  blood.  A  few  days  later  sym- 
ptoms of  infarct  of  the  lung  and  of  meningitis  appeared,  and  the  child  died  five 
days  after  the  last  operation.  Post-mortem  examination  was  not  allowed,  but  a 
part  of  the  perpendicular  portion  of  the  sigmoid  sinus  and  the  bulb  were  success- 
fully removed  after  death  through  this  wound.  The  first-mentioned  part  appeared 
quite  normal,  while  the  interior  part  of  the  bulb  was  slightly  narrowed  con- 
centrically by  thin  layers  of  clots,  whicli  adhered  strongly  to  the  walls.  The 
niicroscone  revealed  infiltration  of  the  walls  of  the  bulb  by  round  cells,  and  the 
elastic  tissue  was  split  and  partially  destroyed ;  the  clot  showed  commencing 
necrosis. 

This  case  illustrates  well  the  difficulty  of  ascertaining  the 
existence  of  a  thrombus  when  operating,  and  if  recovery  had 
taken  place — which  undoubtedly  happens  in  not  a  few  cases  of 
thrombosis  of  the  bulb — the  case  might  easily  be  rubricated  under 
the  group  of  "pyemia  without  thrombosis." 

I  shall  now  proceed  to  the  cases  in  which  no  clot  was  found  in 
the  sigmoid  sinus  and  which  present  great  interest. 

Sinusphlebitis  without  Formation  of  a  Clot. — Amongst  my 
patients  there  were  thirteen  in  which  the  operation  did  not  reveal 
the  existence  of  ;i  thrombus  in  the  sigmoid  sinus. 

In  most  cases  probatory  puncture  of  the  sinus  with  aspiration 
has  been  performed  alone  and  a  clot  has  been  supposed  not  to  exist 
when  fluid  blood  has  been  extracted.  The  sinus  has  generally 
beeen  punctured  in  two  places,  one  just  below  the  upper  flexure  of 
the  sinus  and  one  as  far  downwards  towards  the  bulb  as  possible; 
sometimes  punctures  have  been  performed  in  three  places.  In 
cases  where  the  puncture  revealed  blood  and  the  ai^pearance  of  the 
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sinus  gave  rise  to  doubt  as  to  the  existence  of  a  clot,  incision  has 
afterwards  been  made  and  I  have  in  this  way  succeeded  in  finding- 
a  clot  in  all  cases  except  one.  In  one  case  my  assistant,  who  atten- 
ded the  patient  while  I  was  absent,  perfoi-med  probatory  puncture 
altogether  in  five  different  seances,  each  time  with  negative  result. 
The  case  was  the  following  : 

Case  3. — A  boy,  aged  thirteen  (Case  223,  1911),  was  admitted  to  the  Hospital 
March  13th,  1911,  sufifering  from  chronic  suppuration  of  the  middle-ear  on  the 
right  side.  The  chief  symptoms  wei'e  pains  in  the  ear,  headache,  vomiting,  and 
rigors.  At  10  p.m.  radical  operation  was  performed.  The  sinus  appeared  normal, 
and  was  punctured  in  two  different  places  with  negative  result.  As  pyemic  fever 
appeared  directly  after  the  operation,  puncture  was  repeated  on  four  different 
days,  last  time  on  April  22nd,  1911,  eacli  time  with  the  same  result.  On  April  1st, 
1911,  ligature  of  the  internal  jugular  vein  was  performed.  At  last,  on  April  22nd, 
1911,  a  puriform  thrombus  was  found  in  the  lower  extremity  of  the  upper  part  of 
the  vein.  The  patient  got  metastatic  abscesses  in  the  subcutaneous  tissue  and 
in  the  muscles  (amongst  these  in  the  psoas)  and  a  purulent  arthritis  in  the  riglit 
knee,  but  recovered  at  last,  after  having  been  in  the  Hospital  for  129  days. 

By  closer  investigation  of  these  thirteen  cases,  in  which  no 
thrombus  was  found  at  the  operation,  they  might  be  divided  into 
two  groups — four  containing  patients  who  died  and  nine  in  whom 
recovery  took  place. 

Of  the  four  patients  who  died,  one  was  the  boy  aged 
thirteen,  mentioned  above  as  Case  2,  in  whom  a  partial  formation 
of  thrombosis  was  found  in  the  bulb  by  the  jiost-mortem  examina- 
tion. In  a  boy,  aged  one  and  three-quarters  (Case  325,  1911), 
inflammation  of  a  part  of  the  wall  of  the  sinus  excised  for  micro- 
scopical examination  was  found,  and  b\-  a  post-mortem  examination 
twelve  days  later  extensive  purulent  thrombosis  of  the  transverse 
and  the  cavernous  sinus.  The  third  patient  who  died  w;is  a  man, 
aged  sixty-eight  (Case  269,  1914)  ;  no  thrombus  was  found  by 
incision,  but  an  empty  space  in  the  perpendicular  portion  of  the 
sigmoid  sinus  pointing  distinctly  towards'  the  existence  of  a  clot 
above  and  below ;  bleeding  appeared  also  when  the  sharp  spoon 
was  applied  in  the  cavity  of  the  sinus  in  both  directions ;  by  the 
■post-mortem  examination  an  extensive  adherent  clot  was  found, 
and  the  wall  of  the  sinus  showed  marked  signs  of  inflammation 
under  microscopical  examination.  The  fourth  patient  who  died  was 
a  girl,  aged  seven  (Case  279,  1914),  in  whom  excision  of  the  sinus 
performed  during  operation  did  not  reveal  the  existence  of  a  clot ; 
she  died  twenty  days  later,  and  by  the  post'-mortem  examination 
pus  was  found  in  nearly  all  the  cerebral  tissues. 

In    these  four  patients    in    whom  no  clot  was    found    during- 
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operation  and  who  died  there  was,  then,  really  a  thrombophle- 
bitis present,  and  ninch  speaks  in' favour  of  the  supposition  that 
the  primarv  thrombus  was  seated  in  the  jugular  bulb,  but  had 
not  yet,  at  the  time  of  operation,  reached  the  sigmoid  sinus  except 
in  the  man  aged  sixty-eiglit,  who  presents  a  typical  specimen  of 
the  form  of  thrombosis  called  "jumping  thrombosis,"  mentioned 
above. 

The  nine  patients  in  whom  also  no  thrombus  was  found,  but 
who  recovered,  may  be  divided  into  two  subdivisions,  one  consist- 
ing of  two,  in  whom  no  complications  appeared^  and  one  of  seven, 
in  whom  the  phlebitis  was  complicated.  In  the  first  subdivision 
containing  two  patients,  respectively  two  years  (Case  180,  1915), 
in  whom  the  blood  of  the  sinus  was  found  sterile,  and  eighteen 
years  (Case  2-38,  1912),  with  streptococci  in  the  blood  of  the  sinus, 
recovery  took  place  ([uickly  (respectively  nineteen  and  twenty-si.x 
days)  without  any  complication  appearing. 

In  the  other  subdivision,  consisting  of  seven  cases,  complica- 
tions appeared.  A  woman,  aged  twenty  (Case  109,  1900),  in  whom 
coli  bacilli  were  found  in  the  pus  of  an  epidural  abscess  while  the 
blood  of  the  sinus  was  sterile,  got  abscess  and  gangrene  of  the 
lung.  In  a  woman,  aged  thirty-six  (Case  415,  1915),  with  strepto- 
cocci in  the  blood  of  the  sinus,  abscess  of  the  lung,  empyema,  and 
probably  also  infarct  of  the  .spleen,  appeared.  The  remaining  five 
were  all  children,  in  whom  metastases  in  the  joints  and  the  nniscles 
appeared.  The  first  patient  was  the  boy  mentioned  under  Case  3, 
in  whom  streptococci  were  found  in  the  blood  of  the  sinus  ;  the 
second  was  agirl,  aged  ten  (Case  338,  1911),  in  whom  also  strejito- 
cocci  were  present  in  the  blood  of  the  sinus  ;  the  third  was  a  girl, 
aged  eight  (Case  56,  1912),  who,  like  the  former  patient,  got  a 
post-operative  phlebitis,  in  whom  streptococci  were  found  in  the 
pus  of  the  mastoid  process  (the  blood  not  examined)  ;  the  fourth, 
a  girl,  aged  six  (Case  65,  1916),  with  granulations  and  diplococci 
in  the  blood  of  the  sinus  ;  and  the  fifth,  a  boy,  aged  ten  (Case  115, 
1916),  with  sterile  blood  inthe  sinus. 

These  five  cases,  which  all  concerned  children,  are  exactly  like 
the  cases  described  by  Korner  as  cases  of  otogenic  pyeviia  without 
sinusphlehitis  or  oufpophlehitis  2'>y^'>n'-C'-  They  are,  according  to 
this  author,  characterised  by  (1)  absence  of  clot  in  the  sinus;  (2) 
metastases  in  joints,  bursas  mucosas,  muscles,  etc.  :  (3)  attacking 
principally  children  and  young  individuals;  and  (4)  by  their 
favourable  prognosis  (up  to  97  per  cent,  of  cases  recovered).  While 
Korner,  however,  states  that  these  cases  are  always  caused  by  acute 
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inflaininatioii  of  the  middle  ear,  chronic  suppuration  was  the 
■cause  in  three  of  my  cases,  of  which,  however,  one  was  past 
operation. 

According  to  my  experience,  Korner  is  perfectly  entitled  to 
■describe  such  a  clinical  form,  but  I  must  add  that  these  five  cases 
cannot  be  included  in  it. 

First  of  all,  distinct  forms  of  thrombophlebitis  can  exhibit 
■exactly  the  same  clinical  appearance,  and  it  seems  unlikely  that 
two  essentially  different  pathological  conditions  should  give 
•exactly  the  sajiie  clinical  manifestations.  Thus,  seven  out  of  all  my 
patients,  in  whom  a  genuine  thrombophlebitis  was  revealed  by  the 
operation,  exhibited  exactly  the  same  sort  of  metastases  in 
joints,  bursaj  mucosas,  muscles,  etc.,  and  also  recovered.  I  have 
altogether  never  as  yet  seen  a  case  of  metastases  in  joints,  or 
bursas,  or  muscles,  etc.,  which  ended  fatally.^  All  these  seven 
patieuts  were  also  children  or  young  people,  their  ages  being 
respectively  six,  seven,  eight,  eleven,  eighteen,  twenty-eight,  and 
thirty. 

Further,  the  two  above-mentioned  women,  respectively  twenty 
and  thirty-six  years  old  (cases  109, 1905  and  415, 1916),  in  whom  no 
clot  was  found  in  the  sinus  during  operation,  nevertheless  got 
complications  characteristic  for  the  formation  of  a  thrombus : 
infarcts  in  the  lungs,  and  iu  one  there  was  very  likely  infarct 
in  the  spleen. 

Finally,  the  post-moytem  examination  of  the  above-mentioned 
four  patients  who  died  showed  that  three  of  them  had  more  or  less 
extensivelj^  diffused  purulent  thrombosis  of  the  sigmoid  and  the 
adjacent  sinus,  while  the  fourth  had  a  partial  thrombosis  of  the 
jugular  bulb. 

The  objection  may  be  raised  against  the  three  cases  just 
mentioned  that  the  thrombophlebitis  found  by  the  post-mortem 
-examination  was  the  result  of  the  operation  performed  on  the 
sigmoid  sinus. 

It  must,  however,  be  remarked  that  the  microscopical  examination 
of  the  excised  portion  of  the  sinus  in  the  boy  aged  thirteen  (case 
•325,  1911)  revealed  the  existence  of  a  phlebitis  present  at  the  time 
of  the  operation,  and  that  a  thrombus  must  have  been  present, 
as  stated  before,  in  the  man  aged  sixty-eight  (case  209,  1912), 
in  whom  a  part  of  the  sinus  was  found  empty.  In  the  third 
patient,  a  girl   aged  seven    (case  279,  1914),  the    possibility   can, 

'  I  have,  however,  since  this  was  \vritten  observed  one  such  case. 
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perhaps,  not  be  excluded  that  the  operation  performed  on  the- 
sinus  might  have  caused  the  thrombophlebitis  found  by  the  jiost- 
mortem  examination.  There  were,  however,  at  the  time  of  the- 
operation  all  the  usual  signs  of  thrombophlebitis  present,  and, 
besidesj  the  sigmoid  sinus  is  not,  as  mentioned  before,  particularly 
inclined  to  be  infected  by  accidental  lesions,  and,  of  course,  still 
less  so  by  operation  lesions  performed  on  purpose. 

Two  patients,  therefore,  only  remain,  who  both  recovered,  and 
in  both  of  whom  no  clot  was  found  in  the  sinus  at  the  operation,  as  a 
possible  proof  of  the  existence  of  otogenic  pyemia  without  throm- 
bosis. Both  cases  differ,  however,  from  those  described  by 
Korner,  inasmuch  as  they  did  not  get  any  metastases  in  the  joints,- 
bursas  mucosse,  muscles,  etc. 

I  do  not  intend,  however,  to  argue  that  otogenic  sepsis  without 
the  formation  of  a  thrombophlebitis  of  the  sigmoid  sinus  does 
not  exi.st.  I  only  want  to  state  that  none  of  my  cases  speak  in 
favour  of  the  theory  of  the  existence  of  such  cases.  The  existence- 
of  such  a  form  of  otogenic  sepsis  can  altogether — as  urged  from 
several  parts — only  be  proved  by  bringing  forward  a  case  where  a 
detailed  and  exact  examination  (including  microscopical  investiga- 
tion) of  the  sigmoid  sinuses  and  the  jugulnr  bulb  excludes  the- 
existence  of  a  thrombus. 

How  easily  such  formation  of  clot  in  the  sinus  might  evade 
attention  is  proved  by  Case  2,  where  the  jugular  bulb  gave  passage- 
for  blood,  the  clot  only  being  parietal. 

Concluding  Remarks. — It  will  be  seen  that  I  have,  one  time 
after  another,  pointed  towards  the  jugular  bulb  (and  the  adjacent 
part  of  the  sigmoid  sinus)  as  a  frequent  place  where  otogenic 
thrombophlebitis  starts.  This  is  also  proved  by  the  fact  mentioned 
before,  that  in  sixteen  out  of  fifty-three  cases  in  which  a  clot  was 
found  in  the  sigmoid  sinus,  no  bleeding  could  be  produced  by 
applying  the  shai'p  spoon  in  the  direction  of  the  bulb,  because 
there  was  a  clot  here,  while  profuse  bleeding  issued  on  applying 
the  sharp  spoon  in  the  opposite  direction. 

I,  therefore,  agree  with  Jansen,  who,  when  speaking  nbout 
otogenic  thrombophlebitis  at  the  meeting  of  the  G  erman  Otological 
Society  at  Breslau  in  1901,  expressed  the  opinion  that  the  jugulai 
bulb  plays  an  important  part  as  place  of  origin  of  thrombophlebitis. 
When  Jansen,  however,  adds  that  this  only  applies  to  the  thrombo- 
phlebitis caused  by  acute  middle-ear  inflammation,  I  must  state 
that  my  experience  goes  in  the  opposite  direction,  as  the  majority 
of    my    cases,   where     the    jugular     bulb    probabl}'    or    certainly 


December,  1916.]  Rhinolog'/,  and  Otology.  515 

was  the  primary  place,  were  caused  by  chronicmiddle-ear  suppura- 
tion, and  most  frequently  by  cholesteatomatous  inflammation. 

This  leads  naturally  to  the  idea  that  also  in  cases  where  no 
thrombus  is  found  by  operation  there  is  a  formation  of  clot  in  the 
bulb.  The  fact  that  a  majority  of  my  cases  of  this  class  were  of 
a  more  benign  form  speaks  apparently  against  this  theory,  as  the 
thrombophlebitis  of  the  jugular  bulb  is  frequently  of  a  more  malign 
character.  I  have,  however,  observed  several  cases  of  evident 
thrombosis  of  the  bulb  take  a  ver}-  favourable  course. 

According  to  my  personal  experience  I  am,  therefore,  inclined 
to  take  up  the  position  that  the  otogenic  sepsis  is  a pathogeiiic  unity, 
which — perhaps  ivith  a  very  few  exceptions — is  caused  by  a  thrombo- 
phlebitis of  the  sigmoid  sinus,  or  of  the  bulb,  or  of  both  united. 
This  position  leads  to  sequences  of  practical  significance  as  to  the 
operation  treatment,  as  I  hope  to  have  the  opportunity  of  pointing- 
out  later. 


CHOANAL  POLYPUS 

By  W.  S.  Syme,  M.D.,  F.K.S.E. 

Extra-Academical  Lecturer  on  Diseases  of  the  Throat  and  Nose,  Glasgow  ; 
Assistant  Surgeon,  Ear,  Nose,  and  Throat  Hospital,  Glasgow,  etc. 

It  has  seemed  to  the  writer  that  a  more  extended  experience  of 
these  growths  renders  it  necessary  for  us  to  reconsider  certain 
views  which  have  been  accepted  concerning  the  method  of  their 
production  and  the  signs  associated  with  them. 

It  was  formerly  held — I  do  not  know  if  it  is  still  held — that 
for  their  production  an  accessory  antro-nasal  ostium  situated 
posteriorly  to  the  usual  ostium  is  necessary  ;  or,  in  other  words, 
that  the  pedicle  of  the  polypus  can  be  traced  through  an  accessory 
ostium  to  its  origin  in  the  lining  of  the  antrum.  There  is  no  doubt, 
of  course,  that  in  some  cases  such  an  accessory  opening  has  been 
found,  and  one  can  readily  understand  that  an  opening  in  the 
recess  formed  by  the  posterior  wall  of  the  antrum  with  the  antro- 
nasal  wall  would  be  a  very  convenient  exit  for  a  polypoidal 
thickening  of  the  lining  membrane  in  this  region,  a  frequent  site, 
moreover,  for  this  diseased  condition.  In  the  majority  of  cases, 
however,  no  such  accessory  opening  exists.  The  polypus  arises 
in  the  neighbourhood  of  the  ordinary  ostium,  enlarged,  it  may  be, 
and  finds  its  way  through  it  to  the  middle  meatus  where  the  con- 
figuration of  this  passage,  the  air  current,  and  the  effect  of  gravity 
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in  the  lying  position  determine  its  gradual  passage  to  the  posterior 
naris.  Here  it  attains  its  usual,  bvit  not  invariable,  spherical 
shape. 

Every  polypus  which,  arising  in  the  antrum,  passes  into  the 
middle  meatus,  does  not,  of  course,  find  its  way  to  the  posterior 
3iaris,  or,  stated  differently,  all  antro-nasal  polypi  are  not  antro- 
clioanal.  It  is  not  unusual  to  find  antro-clioanal  polypi  associated 
with  antro-nasal  polypi.  Two  very  good  instances  of  this  associa- 
tion have  just  come  under  my  observation.  In  one  case,  a  girl  of 
twelve,  a  polypus  had  been  removed,  not  by  a  specialist,  on  several 
occasions  from,  the  left  nostril.  When  seen,  the  left  posterior  naris 
was  obstructed  by  a  very  good  specimen  of  choanal  polypus,  and 
there  were  small  polypi  in  the  anterior  part  of  the  middle  meatus. 
The  antrum  was  operated  on  by  way  of  the  canine  fossae.  The 
choanal  and  nasal  polypi  were  found  to  arise  from  one  stem  which 
had  its  origin  on  the  antral  side  of  the  ordinary  ostium.  In  the 
Sfcond  case,  that  of  a  woman,  polypi  had  also  been  removed,  on 
several  occasions  from  the  nostril,  the  right.  Polypi  were  found 
in  the  anterior  part  of  the  nose,  and  there  was  also  a  distinct  choanal 
polypus.  On  lavage,  a  clear  straw-coloured  tluid  was  evacuated 
from  the  right  antrum.  (The  presence  of  such  a  fluid  is  not 
confined  to  autro-choanal  polypi,  however).  The  polypi  were 
removed,  four  in  number,  and  each  with  a,  long  thin  pedicle.  The 
antro-nasal  ostium,  very  large  in  size,  was  then  seen.  There 
appeared  to  be  complete  absence  of  the  membrane  closing  the 
nasal  side  of  the  maxilla,  an  anomaly  which  I  do  not  remember  to 
have  observed  or  seen  reported  before.  It  was  j)ossible  to  look, 
without  difficulty,  into  the  antral  cavity,  the  glistening  posterior 
wall  being  distinctly  seen.  The  antrum  was  opened  by  the  canine 
route.  Further  degenerated  lining  membrane  was  found,  but  it 
was  easy  to  demonstrate  the  position  on  the  antral  side  of  the  lower 
border  of  the  large  ostium  from  which  the  polypi  had  sprung. 

All  choanal  polypi  are  not  antro-choanal.  This,  of  course,  is 
not  an  original  observation.  There  is  no  reason  why  a  choanal 
polypus  should  not  take  its  origin  from  any  of  the  accessory 
cavities,  especially  from  those  of  the  posterior  group.  At  one  of 
the  meetings  of  the  Scottish  Otological  and  Laryngological  Society 
I  showed  a  specimen  of  spheno-choanal  polypus  which  was  traced 
to  its  origin  just  on  the  inner  side  of  the  edge  of  the  sphenoidal 
ostium.  By  the  way,  though  I  have  not  infrequently  removed 
actual  polypi  from  the  sphenoidal  sinus,  it  has  been  my  experience 
that  their  presence  in  the  sphenoidal  sinus  is  not  nearly  so  common 
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as  in  disease  of  the  maxillary  antrum.  No  doubt  the  structure  of 
the  lining  membrane  of  the  sinus  accounts  for  this,  as  it  does  for 
the  proportionately  less  discharge  found  in  this  cavity  in  cases  of 
sphenoidal  sinus  disease. 

Another  accepted  view  with  regard  to  antro-choanal  polypus 
with  wiiich  T  find  myself  in  disagreement  is  that  in  most  instances 
evidence  of  antral  disease  is  absent.  In  most  of  my  cases, 
certainly,  lavage  has  given  a  positive  result.  It  is,  of  course,  con- 
ceivable that  the  change  in  the  antral  lining  membrane  may  be 
limited  to  the  site  from  which  the  thin  pedicle  of  the  polypus  arises, 
as  it  is  also  possible  that  what  is  taken  to  be  an  antro-choanal 
polypus  is  in  reality  an  ethmoido-choanal  polypus.  One  might,  I 
think,  go  the  length  of  stating  that  almost  invariably,  sooner  or 
later,  lavage  of  a  sinus  from  which  an  antro-choanal  polypus  has 
had  its  origin-will  give  a  definitely  positive  result.  Transillumina- 
tion in  this  as  in  what  is  commonly  understood  as  antral  disease,  is 
of  very  minor  value.  It  is  really  a  question  of  degree  of  change  in 
the  lining  membrane.  I  have  operated  on  antral  cavities  associated 
with  antro-choanal  polypi  which  showed  changes  in  the  lining 
membrane  varying  in  degree  from  that  limited  to  the  neighbour- 
hood of  the  opening  into  tlie  nose  up  to  complete  polypoidal 
degeneration.  Removal  of  the  choanal  polypus  may  or  may  not  be 
followed  later  by  return  of  a  choanal  polypus.  In  most  cases,  at 
any  late,  the  actual  antral  disease  will  manifest  itself  and  require 
treatment.  It  is,  therefore,  a  sound  rule  that  antro-choanal  polypus 
should  be  treated  by  operation  on  the  antral  cavity  by  way  of  the 
canine  fossa. 

Perhaps  I  may  here  be  permitted  to  describe  the  technique  for 
local  anaesthesia  which  I  make  use  of  in  operating  on  the  maxillary 
siuus.  Apart  from  dispensing  with  general  anassthesia  it  has  the 
advantage  that  the  oijeration  is  almost  bloodless  and  a  careful 
inspection  of  the  antral  cavity  is  easily  made,  and,  moreover,  the 
operation  takes  much  less  time.  The  sinus  is  washed  out  by  way 
of  the  inferior  meatus,  and  then  dried  in  the  usual  waj'  by  nieans 
of  the  air  bag.  Twenty  minims  of  a  15  or  20  per  cent,  solution  of 
cocaine,  with  the  addition  of  6  or  7  minims  of  1  in  1000  adrenalin 
solution  are  then  injected  through  the  canula  by  a  hypodermic 
syringe  and  a  little  air  blown  in  to  spread  the  solution  over  the 
lining  membrane.  The  anterior  part  of  the  inferior  turbinate  and 
inferior  meatus  is  anaesthetised  by  means  of  pledgets  of  cotton 
wool  soaked  in  the  same  solution.  The  region  of  the  canine  fossa 
is  then  anaesthetised.      For  this  purpose  I  formerly  used  alypin  or 
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Novocaine  in  2  percent,  solution  in  normal  saline  witli  the  addition 
of  adrenalin.  Lately  I  have  used  1  per  cent,  cocaine.  The  mucous 
membrane  and  soft  structures  are  injected  and  the  injection  should 
be  carried  down  to  the  bone.  In  nervous  patients  a  hypodermic 
injection  of  morphia,  omnopon,  or  some  such  drug  is  sometimes 
given  an  hour  or  half  an  hour  before,  but  it  has  been  noticed  thajt 
it  tends  to  cause  sickness  during  or  after  the  operation.  Even 
when  it  is  decided  to  use  general  anaesthesia  I  am  in  the  habit  of 
treating  the  nose  and  antral  cavity  in  the  way  just  described,  though 
I  refrain  from  the  injection  in  the  canine  region.  We  are  all  in 
the  habit  of  combining  the  local  application  of  cocaine  and 
adrenalin  to  the  nasal  mucous  membrane  with  general  ana3sthesia, 
so  that  there  does  not  appear  to  be  more  danger  in  injecting  them 
into  the  antrum,  which  is  only  a  local  application.  Injection  under 
the  mucous  membrane  is  in  another  category  and  is  probably  not 
without  danger  when  combined  with  general  anesthesia. 


CLINICAL    NOTES. 


A   CASE    OF   HERPES   ZOSTER   OTICUS- 

By  Captain  Archer  Rtland,  F.E.C.S.E.,  E.A.M.C. 

The  following  notes  are  those  of  a  case  of  herpes  zoster  oticus,  admitted 
to  the  Cambridge  Hospital,  Aldershot,  on  June  8tli,  1916. 

The  patient  made  the  following  complaints  with  regard  to  his  con- 
dition : 

1.  Pain  inside  the  left  ear. 

2.  Aching  pain  and  swelling  of  the  left  ear  itself. 

3.  Slight  deafness  in  the  left  ear,  but  no  discharge. 

4.  Weakness  of  the  left  side  of  the  face. 

5.  A  sore  feeling  down  the  left  side  of  the  throat,  and  pain  on 
swallowing. 

6.  Weakness  and  watering  of  the  left  eye. 

7.  Giddiness.  Objects  seemed  to  him  to  be  rotating  from  his  left  to 
his  right. 

As  the  result  of  a  careful  interrogation  it  was  elicited  from  the  patient 
that  the  seizure  started  with  a  "  cold  in  the  head,"  and  that  the  symp- 
toms followed  one  another  iu  rapid  succession,  apjjeariug  actvially  in  the 
following  order  : 

1.  Pain  at  the  left  side  of  the  throat. 

2.  Pain  and  throbbing  inside  the  ear. 

3.  Burning  paiu,  swelling,  cedema,  and  livid  discoloration  of  the 
pinna. 

4.  Appearance  of  herpetic  vesicles  on  the  floor  and  posterior  wall  of 
the  left  cartilaginous  meatus. 
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6.  Appearance  of  similar  vesicles  iu  the  skin  over  tlie  upper  fourth  of 
the  sterno-mastoid  muscle. 

6,  Left  facial  paralysis. 

7.  Vertigo  aud  uausea. 

The  patient  reported  sick  on  account  of  painful  throbliing  inside  the 
ear.     The  facial  paralysis  appeared  twenty-four  IxMirs  afterwards. 

On  admission  he  appeared  to  be  very  ill.  The  temperature  was  sub- 
normal, and  indeed  remained  so  during  the  whole  of  the  attack.  The 
pulse  rate  was  5-i. 

He  complained  chiefly  of  giddiness  and  nausea. 

On  examination  of  tlie  left  ear,  the  tympanic  memln-ane  was  found  to 
be  intact.  The  handle  of  the  malleus  was  red  and  injected,  and  so  to  a 
less  extent  were  adjacent  parts  of  the  membrane.  There  was  no  sign  of 
a  raised  intratympanic  pressure.  The  hearing  tests  were  as  follows  : 
Weber  lateral! sed  to  the  left.  Schwabach— 10.  Einnc  negative.  There 
was  loss  only  of  highest  tones  on  the  high  tone  scale.  Impaired  audition 
for  low  fork  tones.  The  whole  of  the  pinna  was  red  and  swollen.  The 
patient  stated  that  in  this  region  he  was  conscious  of  diminished  cutaneous 
sensibility.  The  statement  "was  confirmed  by  careful  tests.  That  part  of 
herpetic  eruption  which  included  the  external  ear  was  confined  to  the  floor 
and   posterior  wall  of  the  soft  meatus,  and  to  the  skin  of  the   cavum 

concliBe. 

The  Digfrihution  of  the  Herpes.— Discreet  herpetic  vesicles  were  present 
on  the  floor,  aud  to  a  greater  extent  on  the  posterior  wall  of  the  cartila- 
ginous meatus.  "Vesicles  were  also  present  on  the  skin  oyerlying  the 
mastoid  process.  Tbere  was  a  similar  slightly  marlced  eruption  dis- 
tributed over  the  upper  fourth  of  the  sterno-mastoid.  A  few  vesicles 
were  observed  on  the  anterior  surface  of  tbe  left  posterior  faucial  pillar. 
The  anterior  third  of  the  left  half  of  the  tongue  presented  a  few  bright 
red  spots,  not  vesicular.     Over  this  area  of  the  tongue  there  was  some 

tenderness.  ^  ^^      ■ 

It  is  seen  from  the  above  observations  that  the  following  cranial 

nerves  were  affected  : 

Seventh  cranial  nerve:  Left  facial  paralysis,  not  quite  complete  as 
regards  the  orbicularis  palpebrarum. 

Eighth  :  Impaired  audition.  No  signs  (at  tbe  time  of  admission) 
referable  to  the  vestibular  ganglion. 

Ninth  :  Disturbance  of  common  sensation  of  the  anterior  third  of  the 
left  half  of  the  tongue,  but  no  disturbance  of  taste  sensation. 

There  was  no  spontaneous  nystagmus,  abnormality  of  pupils,  or  ocular 
movements,  and  no  iiffection  of  the  larynx. 

The  following  brief  periodic  notes  record  the  subsequent  conduct  of 

the  case : 

June  11th  (that  is,  three  days  after  admission). — A  spontaneous 
rotary  nystagmus  on  fixation  to  the  right  was  now  noticed  for  the  first 
time,"  Vertigo  severe,  and  vomiting  very  frequent.  The  post-aural 
herpes  is  beginning  to  disappear. 

June  l-2th.— The  auricle  is  recovering  its  normal  appearance.  The 
lobule  is  now  natural.  The  swelling  and  vascularity  appear  to  be  dimin- 
ishing from  b-low  upwards.  There  is  still  present  a  high  degree  of 
swelling  and  livid  discoloration.  Spontaneous  nystagmus  still  persists. 
Pain  in  the  throat  is  much  less. 

June  14tli.— The  auricle  has  recovered,  and  its  cutaneous  sensibility 
is  normal.  The  herpes  is  clearing  up  rapidly,  but  makes  least  progress  in 
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the  meatal  skin.  The  spontaneous  uystacjni'us  still  faintly  persists.  The 
vomiting  continues,  but  is  less  frequent.  Patient  still  suffers  from  vertigo. 
The  facial  paralysis  is  uucliangeil.     Leucocytes  8,000  per  c.nini. 

June  1 7th.  — The  vomiting  ceased  three  days  ago,  and  has  not  returned. 
He  still  complains  of  vertigo.  Nystagmus  to  right  can  still  be  plainly 
elicited.     Facial  paralysis  unchanged. 

June  23rd. — There  is  still  some  slight  vertigo.  Spontaneous  nystag- 
mus cannot  be  elicited,  and  has  now  ceased  after  a  duration  of  twelve 
days. 

The  patient  is  now  up  and  about,  and  the  facial  paralysis  is  his  only 
complaint. 

July  9th. — The  facial  paralysis  is  slowly  recovering.  There  is  a  moist 
eczematous  jiatch,  the  result  of  the  herpes  in  the  concavity  of  the  coueha. 
There  is  desciuamation  and  debris  over  the  surface  of  the  tympanic  mem- 
brane, but  no  visible  defect  of  the  membrane.  There  is  still  some  slight 
deafness  of  the  middle-ear  type  only. 

In  conclusion,  may  the  writer  be  permitted  to  emphasise  separately 
the  outstanding  facts  of  the  case  ?  First  and  foremost  comes  the  alarming 
resemblance  in  the  first  few  days  of  the  disease  to  an  acute  intracranial 
complication.  At  this  stage  the  jjatieut  was  prostrated,  and  ha<l  the 
appearance  of  being  very  seriously  ill. 

The  herpes  itself  is  the  decisive  factor  in  the  diagnosis.  In  this  case 
it  made  its  appearance  early,  and  lasted  for  eight  days.  The  vomiting 
for  the  first  three  days  was  intense,  frecjuent,  and  uncontrollable.  It 
lasted  altcgether  six  days.  It  is  a  question  whether  or  no  this  vomiting 
is  really  attributable  to  some  ganglionic  involvement  of  the  vagus.  The 
spontaneous  nystagmus  made  its  appeai'ance  on  the  third  day.  Its  total 
duration  was  twelve  days.  The  duration  of  the  herpes  was  eight  days. 
It  followed  an  auriculo-tempoi'al  distribution.  Throughout  the  attack 
the  temperature  was  subnormal  and  the  jnilse  slow.  The  leucocyte  count 
was  not  raised.     The  spinal  fluid  was  healthy. 


VON   BEZOLD'S  MASTOIDITIS. 

By  H.  Lawson  Whale, 
Capt.  R.A.M.C.(T.). 

A  SOLDIER  was  admitted  in  July,  1916,  to  No.  13  Stationary  Hospital 
with  long-standing  right-sided  otorrhoea,  a  tense  red  swelling  from  the 
top  of  his  mastoid  down  to  the  middle  of  the  sterno-mastoid  muscle, 
slight  paresis  of  the  right  orbicularis  oris,  and  moderate  pyrexia.  At 
operation  no  chisels  or  gouges  were  used  ;  the  outer  antral  walls,  and 
the  bony  posterior  meatal  wall  down  to  and  including  the  facial  ridge, 
were  replaced  by  sep)tic  osseous  debris,  which  was  easily  cleared  by 
lightly  curetting.  The  mastoid  apex  was  removed  to  evacuate  pus 
from  the  digastric  groove  and  the  sterno-mastoid  sheath.  What  had 
been  the  antrum  and  aditus  was  now  a  space  occupied  by  a  smooth 
coherent  greyish-yellow  mass,  whose  appearance  suggested  either  chole- 
steatoma oi-  tuberculosis.  But  it  lacked  any  pearly  limiting  membrane, 
and  chemically  contained  no  cholesterin ;  and  tlie  microscope  showed 
no  evidence  of  tubercle.  The  cavity  was  cleaned  and  treated  as  an 
ordinary  Stackc  operation ;  the  facial  paresis  slowly  disappeared,  and 
reccTvery  was  uneventful,  and  Capit.  C.  E.  West,  to  whose  care  I  sent 
the  patient  as  soon  as  possible,  wrote  to  tell  me  that  all  was  well. 
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The  uppei-  part  of  the  cavity  had  exactly  and  nuButely  resembled 
that  of  a  radical  mastoid  performed  by  experienced  hands,  showing 
Nature's  apjjroval  of  that  proceeding,  i'indiuos  similar  to  mine  at  this 
operation  occur  sometimes,  but  sufficieutly  rarely,  I  thiuk;  to  be  worth, 
while  reporting. 
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Observations  Upon  the  Intra-nasal  Exenteration  of  the 
Ethmoidal    Labyrinth    in    Pansinuitis.  —  Harris    P.    Mosher.  — 

The  si)ealcer  detailed  the  fundanieulal  pi.>iiits  in  the  anatomy  of  the 
ethmoidal  labyrinth,  describing  the  anterior  cells,  the  naso-frontal  duct, 
the  unciform  cell,  the  posterior  ethmoidal  cells,  and  the  superior  nasal 
spine. 

After  mentioning  Hajek's  and  Ballenger's  opei-ation,  he  then 
described  his  own  method,  as  follows  :  The  anterior  end  of  the  middle 
turbinate  is  first  removed.  The  initial  plunge  of  the  curette  into  the 
ethmoidal  labyrinth  is  best  made  by  disregarding  the  agger  nasi  cell  if  it  is 
present  and  going  higher  on  the  superior  overhang — that  is,  the  extreme 
upper  part  of  the  middle  turbinate,  and  a  little  further  backward.  If 
the  curette  does  not  really  break  into  the  labyrinth,  it  should  be  carried 
a  little  higher  and  a  little  further  back.  Finding  this  point  may  bother 
the  beginner.  Once  in  the  labvrinth  the  curette  is  turned  and  swept  for- 
ward until  it  strikes  the  posterior  surface  of  the  ascending  process  of  tlie 
superior  maxilla.  Then  it  is  turned  so  that  it  faces  posteriorly,  and  by 
backward  and  downward  sweeps  the  unciform  process,  the  ethmoidal 
bulla  and  its  cells  are  opened.  The  cavity  so  made  in  the  anterior  part 
of  the  ethmoidal  labyrinth  is  cleared  of  fragments  by  using  a  small  round 
tonsil  punch.  The  operator  is  now  ready  to  probe  for  the  nasofrontal 
duct  and  to  enlarge  it  by  sounds,  rasps  and  burr. 

In  a  great  majority  of  instances  the  ascending  process  of  the  superior 
maxilla  is  a  guide  to  the  naso-frontal  duct,  so  that  a  probe  slipped  upward 
along  its  posterior  border  finds  the  sinus.  In  the  suaall  percentage  of 
cases  where  this  fails  the  duct  can  be  found  by  carrying  the  probe  back- 
ward to  the  limit  of  the  roof  of  the  operated  cavity  and  then  bringing  it 
forward  with  the  point  turned  outward.  Only  as  a  last  resort  should  the 
point  be  turned  inward. 

The  second  part  of  the  operation :  The  head  of  the  I'atient  is  held  so 
that  the  cribriform  plate  is  level,  and  it  is  kept  so.  The  curette  is  now 
plunged  through  the  attachment  of  the  middle  turbinate  and  carried 
backward  to  the  outside  of  the  middle  and  superior  turbinates  to  the 
front  wall  of  the  sphenoidal  sinus.  This  is  firm  and  stops  the  instrument 
with  a  dvdl  and  sometimes  with  a  sickening  thud.     The  face  of   the 


522  The  Journal  of  Laryngology,      [December,  1916. 

cuvette  is  now  turned  downward  and  the  bowl  and  shaft  forced  through 
the  bottom  of  the  ethmoidal  labyrinth.  This  generally  leaves  the 
posterior  half  of  the  middle  turbinate  dislocated  and  hanging.  The 
middle  is  removed  by  snare  or  conchotome. 

The  lower  two-thirds  of  the  inner  wall  have  now  been  removed.  The 
upper  third  of  .this  wall  is  left  as  a  prominent  antero-posterior  ridj^e, 
composed  in  front  of  the  middle  turbinate  and  behind  of  the  superior 
turbinate.  As  much  of  the  turbinate  ridge  as  possible  should  be  removed. 
The  amount  of  the  ridge  left  at  the  end  of  the  operation  deiermines  the 
thoroughness  of  the  exenteration.  Whenever  there  is  an  appreciable 
ridge  left  there  is  a  chance  to  remove  the  inner  wall  of  one  or  more  of  the 
posterior  cells.  It  is  especially  important  to  get  this  remaining  portion 
of  the  inner  wall  of  the  labyrinth  removed  posteriorly,  in  order  to  do 
away  with  the  inward  bulging  of  the  labyrinth  which  so  obscures  the 
nasal  face  of  the  front  wall  of  the  .sphenoidal  sinus.  For  this  purpose 
the  round  tonsil  punch  is  very  convenient.  The  sinus  is  now  evulsed  or 
laid  bare  as  needed.  Finally,  the  inner  surface  of  the  os  planum  is 
curetted  from  behind  forward.     Packing  over  night  is  advisable. 

The  writer  does  not  consider,  that  an  ethmoidal  case  is  ever  free  from 
the  liability  of  a  recuri'euce.  While  the  writer  has  had  no  deaths,  such 
have  been  recorded,  and  there  is  always  danger  in  ethmoidal  operating. 
Tlie  method  of  removal  of  the  nasal  spine  appeals  to  the  writer,  pro- 
vided the  anteiior  ethmoidal  cells  are  dealt  with  at  the  same  time. 
In  all  chronic  cases  of  antral  disease  the  writer  prefers  opening  the 
canine  fossa  to  the  intra-nasal  route. 

The    Frontal    Sinus. —Opening   it   Through   the    Nose.— Otto 

T.  Freer. — The  intra-nasal  frontal  sinus  opeiation  has  been  developed 
in  the  last  ten  years,  and  principally  by  E.  F.  lugals,  Max  Hnlle,  Segura, 
Vacher,  H.  P.  Mosher,  P.  Watson  Williams,  and  Herbert  Tilley.  Freer's 
article  is  based  upon  their  woi'k  and  original  observations. 

Anatomij. — The  frontal  sinus  outlet  or  ostium  is  bounded  in  front  by 
the  crista  uasalis  interna,  internally  by  the  expanded  portion  of  the 
anterior  superior  nasal  spine  of  the  frontal  bone,  externally  by  ethmoid 
cells  lying  between  the  ostium  and  the  lacrymal  bone,  posteriorly  by  the 
anterior  ethmoidal  cells,  which  exiead  from  the  ostium  posteriorly  under- 
neath the  orbital  process  of  the  frontal  bone  and  are  completed  and 
roofed  by  it.  Eemoval  of  the  ethmoidal  cells  thus  forming  the  portion 
of  the  sinus  floor  behind  and  external  to  the  ostium,  gives  a  space  for 
drainage  greater  than  that  created  Iw  cutting  away  the  internal  nasal 
crest  forward  with  rasp  or  burr,  whilf  the  opmiug  is  more  likely  to 
remain  permanent.  It  may,  however,  be  necessary  to  cut  away  both  the 
cells  and  the  crest  to  open  the  sinus  sufficiently. 

The  Operation.. — This  usually  begins  with  the  severing  of  the  anterior 
attachment  of  the  middle  turbinate  or  with  re.section  of  its  anterior  half, 
if  necessary.  In  some  cases  a  projecting  middle  turbinate  may  be  left 
intact.  If  needed  the  uncinate  pi-ocess  is  next  cut  away  with  the  Freer 
sharp  septum  elevators  to  expose  the  bulla  ethmoidalis  fully  to  view. 
With  a  ring  curette,  whose  edge  is  directed  forward  and  obliquely 
upward  and  inward  against  the  bottom  of  the  bulla,  the  bulla  is 
entered  and  the  cuiette  is  made  to  sweep  away  the  anterior  ethmoid 
cells  from  the  bulla  forward  and  u|>ward  to  the  ascending  process 
of  the  superi(U-  maxdlary  bone,  and,  if  possible,  to  the  sinus  floor, 
breaking  through  the  latter  and  entering  the  sinus  behind  the  crista 
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nasalis  interna.  If  the  sinus  floor  prove  too  hard  to  give  way  to 
the  curette,  an  especially  devised  probe  curette  is  passed  througli  the 
sinus  ostium  after  the  way  through  it  has  been  found  by  an  ordinary 
\)robe,  and  the  probe  curette  is  made  to  cut  its  way  out  of  the  siuus 
through  the  ethmoid  cells  under  the  orbital  plate  of  the  frontal  bone, 
thus  enlarging  the  ostium  posteriorly,  so  that  a  larger  curette  of  the 
same  form  may  be  passed  up  into  the  sinus  to  clear  away  all  of  the  cell 
remnants  under  the  orbital  plate  and  in  the  pathway  down  into  the 
nose  from  the  sinus,  this  pathway  lying  between  the  lamina  papyracea 
of  the  ethmoid  bone  and  its  turbinal  wall.  If  necessary,  the  ostium  is 
enlarged  forward  also  with  a  straight  burr  driven  by  the  dental  engine. 
The  preference  is,  however,  given  to  posterior  enlargement,  because  of 
the  tendency  to  the  post-operative  formation  of  obstructing  cicatrices 
in  the  region  of  the  crista  nnsalis  interna. 

It  is  unsafe  to  curette  inward  in  enlarging  the  frontal  siuus  ostium, 
as  there  is  danger  of  entering  the  cranial  cavity  through  the  wall  of  the 
fossa  olfactoria,  especially  if  a  torus  olfactorius,  as  described  by  L  Onodi, 
exists. 

In  cases  where  the  suppuration  continues  in  marked  degree  after  the 
intra-nasal  operation,  while  the  sinus  remains  open  for  intra-nasal 
drainage,  the  external  operation  must  be  resorted  to.  Where  great 
swelling  of  the  lid,  exophthalmos  or  cerebral  symptoms  indicate  the 
existence  of  caries  of  the  sinus  wall  and  progress  of  the  disease  beyond 
it  in  tlie  form  of  sinuitis  frontalis  exulcerans  (Killiau),  the  intra-nasal 
operation  should  not  be  attempted. 

Chronic  Pansinuitis  Associated  with  Systemic  Infection. — 
George  E.  Shambaugh. — Both  cases  occurred  in  young  women.  One 
case  was  caused  by  a  diseased  tooth ;  the  cause  of  the  other  case  is  not 
clear.  In  both,  every  accessory  sinus  on  both  sides  was  involved. 
Intra-nasiil  operations  succeeded  in  curing  the  infection  in  all  the 
sinuses  except  the  frontal  sinuses  in  one  case,  while  in  the  otlier  even 
the  frontal  sinuses  are  apparently  healed.  In  one  case  an  attack  of 
acute  articular  rheumatism  occurred,  apparently  from  the  focus  in  the 
sinuses.  The  ojjening  of  a  large  posterior  ethmoid  cell  and  the  neigh- 
bouring sphenoid  sinus  was  followed  by  a  disappearance  of  the  rheu- 
matism. In  the  other  case  a  severe  chronic  arthritis,  involving  every 
joint  in  the  body,  occurred  as  the  result  of  a  severe  acute  ai'ticular 
rheumatism  which  followed  an  acute  exacerbation  of  the  long-standing 
sinuitis.  This  case  was  subject  to  recurring  attacks  of  acute  exacerba- 
tions, assoiiated  with  fever  and  increased  pain  in  the  joints,  until  by 
persistent  efforts  apparently  the  last  focus  of  pus  in  the  sinuses  was 
drained.  Since  the  sinuitis  has  been  cured  there  has  been  an  absence 
of  acute  exacerbations,  but  the  inflammatory  process  in  the  joints  is 
undergoing  fibrous  changes,  resulting  in  increased  rigidity  of  the  joints. 

Dr.  Harmon  Smith  :  I  have  here  an  instrument  which  bears  on  the 
treatment  of  the  conditions  under  discussion.  It  works  along  the  line 
of  creating  a  vacuum,  and  while  there  is  a  vacuum,  lactic  acid  bacilli  are 
injected.  The  syringe  is  loaded  with  lactic  acid  bacilli  in  a  solution  of 
argyrol,  enzymol,  or  any  other  preparation.  By  means  of  the  syringe 
the  solution  is  forced  into  the  sinus.  A  bicycle  pumjj  may  be  employed 
to  create  the  vacuum.  The  instrument  can  be  used  at  home,  and  should 
be  employed  two  or  three  times  a  day.  Subacute  and  chronic  cases  have 
all  imjjroved  under  this  method  of  treatment. 
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Dr.  Thomas  Hubbard  :  Referring  to  Dr.  Coffin's  method,  I  have  one 
criticism  to  ofier  concerning  the  actual  amount  of  negative  pressure  used. 
The  statement  that  he  used  so  many  pounds  of  negative  pressure  is 
absolutely  incorrect,  because  the  mucosa  will  stand  not  more  than  four 
or  five  ])ounds.  This  can  be  determined  exactly  if  measured  by  a  manometer. 
Three  or  four  pounds  is  my  experience.  There  is  more  or  less  haemor- 
rhage from  five  pounds  of  negative  pressure. 

Henry  L.  Swain  :  The  idea  of  Dr.  Wilson's  paper  is  in  line  with 
what  I  have  always  held.  If  the  ciliated  membrane  of  the  cells  can  be 
preserved,  better  results  will  be  obtained  than  would  otherwise  be 
possible.  The  less  the  ti-aumatism  the  better.  1  had  the  pleasure  of 
seeing  two  of  the  cases  mentioned  bv  Dr.  Coffin,  and  the  exhibition 
of  the  method  on  the  patient.  I  learned  a  great  deal  from  the  demonstra- 
tion. I  saw  him  treat  a  man  into  whose  nose  I  could  easily  see.  The 
patient  had  lost  his  septum,  and  it  was  possible  to  see  into  the  sphenoid 
sinus.  Everything  was  very  open  and  appareutlv  clear.  1  could  see  no 
secretion  at  all,  yet  Dr.  Coffin  got  out  a  tube  half  full  of  secretion.  It 
was  not  only  serous  matter,  but  pus  as  well,  and  was  coloured  with  iodine 
which  had  been  introduced  two  or  three  days  before.  In  the  case  of  the 
woman  there  was  some  pus  along  the  floor.  This  was  all  sucked  out.  A 
the  present  time  the  right  side  of  the  face  transilluminates  better  than 
the  left.  The  effect  of  the  Biilgarian  bacillus  will  be  proved  by  time. 
The  applicability  of  the  apparatus  has  been  demonstrated.  I  was  called 
upon  to  treat  a  case  of  acute  antrum  disease  in  a  man  who  had  a  round 
opening  in  his  septum.  By  going  in  on  the  opposite  side  I  could  use 
small  tubes  or  probes,  and  could  flush  out  the  antrum  through  the 
natural  opening.  I  could  look  iu  thi-ough  one  nostril,  jiut  the  tube  in, 
and  flush  out  perfectly  well. 

John  F.  Babnhill  :  Two  years  ago  I  saw  Dr.  Mosher's  specimens  and 
his  method  of  operating  at  that  time,  and  I  have  employed  the  method 
since,  with  very  good  results.  The  limitations  can  be  well  marked  out, 
and  that  is  what  makes  Dr.  Mosher's  method  safer  than  some  of  the  others. 
The  Ballenger  operation  is  dangerous  unless  the  bone  is  soft.  Where  the 
bone  has  been  softened  by  the  polvpoid  masses,  and  where  the  cells  are 
filled  with  polypi,  the  Ballenger  method  is  excellent.  Until  the  posterior 
I'etaining  wall  is  reached  the  operator  is  within  the  field  of  safety.  So, 
then,  we  are  working  within  a  bony  capsule,  the  limitations  of  which, 
unless  too  diseased,  will  give  the  sensation  of  where  we  are  working.  In 
the  absence  of  these  limitations,  the  Ballenger  knife  is  useful. 

Charles  W.  Richardson  ;  In  the  Mosher  operation  I  have  met  with 
one  complication,  which  I  am  sui-prised  that  others  have  not  met — the 
possibility  of  entering  the  antrum.  Thei'e  is  danger  unless  one  is  very 
cautious  in  making  the  downward  stroke. 

E.  Fletcher  Ingals  :  The  Mosher  operation  for  the  ethmoid  seems 
to  me  iu  every  way  desirable.  However,  it  has  not  appealed  to  me  to  leave 
the  middle  turbinated  bodv  until  the  end,  unless  the  posterior  cells  are 
also  involved.  I  ]>refer  to  take  off  the  anterior  portion  of  the  middle 
turbinate,  as  it  gives  a  better  view.  In  acute  cases  of  frontal  sinuitis 
the  Mosher  method  is  admirable  for  opening  up  the  sinus.  The  intra- 
nasal method  of  opening  the  frontal  sinus  which  I  devised  several 
years  ago  has  answered  my  purpose  better  than  any  of  the  methods 
described,  giving  90  per  cent,  better  results  in  chronic  suppurative  frontal 
sinuitis.  In  acute  cases  I  cannot  get  the  probe  in.  The  instrument 
which  I  use  is  6  mm.  in  diameter.     I  have  had  four  or  five  cases  in  which 
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I  could  not  pass  it  the  whole  distance.  I  would  get  in  half  way,  and  be 
.unable  to  go  farther  ;  I  would  then  pass  in  the  burr.  The  probe  prevents 
one  from  doing  any  harm.  If  it  is  merely  the  frontal  sinus  that  is 
diseased,  this  method  gives  all  the  opening  that  is  necessary.  In  90  per 
cent,  of  the  cases  the  patients  get  well  just  as  rapidly  as  they  would 
from  any  of  the  more  severe  operations.  There  is  no  use,  as  a  rule, 
in  making  an  o])ening  of  more  than  2  mm.  in  diameter. 

Lewis  A.  Coffin  ;  I  employ  a  method  modified  somewhat  after  that 
of  Mosht-r.  He  goes  in  with  a  curette,  I  go  in  with  a  chisel.  I  know  by 
a  slight  tap  whether  I  am  on  solid  ground.  There  is  a  big  safety  space 
of  about  half  an  inch.  I  make  an  up-and-down  incision  with  the  chisel, 
then  bear  upward  toward  the  median  line,  and  at  that  point  intioduce 
Luc's  forceps.  I  take  out  all  I  can.  Three  bites  and  I  am  looking  into 
the  sphenoid.  There  is  very  little  heemorrhage  ;  I  have  never  had  to 
pack  a  case.  It  may  be  necessary  to  clean  up  with  angular  forceps  and 
curette,  but  to  me  this  is  the  easiest  way. 

William  E.  Casselbekry  :  In  the  earlier  years  I  employed  the 
Hajek  method ;  of  late  I  have  adopted  various  methods.  I  have 
followed  .Alosher's  plan,  and  I  have  used  Coffin's  method,  except  that  in 
all  these  methods  I  first  remove  the  anterior  end  of  the  middle 
turbinated  biidy.  That  which  is  left  of  the  turbinal  is  sufiicient  as  a 
guide,  without  having  the  anterior  end  in  the  line  of  the  light  and 
shutting  off  the  view.  It  has  been  stated  by  Watson  Williams  and 
others  that  the  ujiper  wall  is  so  rich  in  lymphatics  and  blood-vessels  that 
there  is  danger  of  the  communication  of  sepsis  to  the  brain.  That  state- 
ment has  deterred  me  several  times  from  making  my  operation  as 
comjilete  and  thorough  as  I  wanted  to  make  it  in  order  to  enter  the 
sphenoid.  I  have  also  found  this  turbinal  plate  very  bird  and  diflieult 
to  get  through.  In  certain  instances  I  have  felt  it  almost  impossible 
to  get  down  on  a  level  with  the  sphenoid  wall  in  oi-der  to  do  the  classical 
Hajek  operation  and  the  Mosher  operation.  I  have  thus  been  obliged  to 
leave  quite  a  ridge  projecting  down. 

Dr.  Wilson,  closing  the  discussion :  We  do  not  know  much  about 
the  lymphatics  of  the  upper  part  of  the  nose;  most  of  our  knowledge 
is  theoretic.  If  we  inject  the  subarachnoid  space  of  the  brain  we  can 
pass  dye  into  the  olfactory  nerve.  We  know  that  the  olfactorv  nerve 
is  surrounded  by  lymphatics,  but  we  do  not  know  that  by  injuring 
the  olfactory  nerve  we  will  communicate  sejjsis  to  the  brain.  Anato- 
mists teach  that  it  is  dangerous  to  subject  the  olfactory  nerves  which 
come  out  from  the  cribiform  plate  to  injury  ;  further  than  that  we  do  not 
know. 

Dr.  Coffin  :  Answering  Dr.  Hubbard's  remarks  about  the  amount 
of  pressure  ;  the  gauge  is  graduated,  but  how  1  do  not  know. 

Dr.  MosHER  :  I  am  sorry  to  have  added  to  the  nomenclature,  but  the 
term  '•  agger  nasi  "  seems  to  me  to  be  the  better  for  the  cell  at  the  ensi- 
form  curve  than  "  lacrymal ''  or  "  infundibular."  The  selection  of  a 
method  of  operating  upon  the  ethmoidal  labyrinth  is  a  personal  matter. 
The  danger  of  working  in  the  extreme  upper  and  anterior  part  of 
the  middle  terminal  has  been  mentioned  by  Watson  Williams,  and  also 
by  Freer.  The  higher  one  goes  the  greater  the  danger.  Two  patients 
died  from  meningitis,  as  I  said  in  the  paper.  I  do  not  see  why  the  rasp 
is  more  dangerous  than  the  burr.  For  the  last  year  I  have  remove"!  the 
anterior  end  of  the  middle  turbinal,  as  a  routine  procedure.  As  to 
opening  the  antrum,  as  suggested  by  Dr.  Richardson:  The  amount  of 
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overhang  varies  greatly.  In  extreme  cases  the  overliang  in  front  is  great. 
In  many  cases  of  frontal  sinuitis  the  antrum  is  already  infected.  One 
also  runs  the  risk  of  infecting  it  by  taking  off  the  unciform  process,  as 
the  inner  wall  of  the  antrum  is  opened  as  soon  as  this  is  removed. 

Dr.  Otto  T.  Freer  :  Quite  a  number  of  years  ago  Holbrook  Curtis 
gave  a  description  of  an  intra-nasal  antrum  oj)eration  in  which  he  used 
trephine  and  burr.  I  modified  this  operation.  In  the  course  of  ten 
years  I  have  had  unvarying  success  in  opening  with  the  trephine  and 
burr.  I  have  had  complete  recovery  in  some  sixty  cases  of  antral 
suppuration.  Most  of  them  got  well  as  soon  as  there  was  an  opening  in 
the  lower  meatus.  It  is  not  always  necessary  to  resect  the  anterior 
turbinated  body.  The  trouble  with  the  Ingals  operation  is  that  you  get 
a  beautiful  opening  at  first,  with  a  tendency  to  contraction.  Whether 
J  use  the  Ingals  burr  or  another  method,  I  think  his  tube  may  be 
a  valuable  aid  in  keeping  an  opening.  Referring  to  Hajek's  operation, 
it  cannot  be  denied  that  he  has  done  a  large  amount  of  work  since  1905. 
He  has  enough  cases  now  to  speak  authoritatively.  He  has  another  flap 
operation  which  should  be  studied.  He  objects  to  the  rasp  on  account 
of  the  danger  of  breaking  down  everything  and  inducing  meningitis. 
He  works  with  a  burr  whicli  I  have  used,  and  have  found  to  be  a  safe 
instrument.  Hajek  is  absolutely  right  in  regard  to  his  burr.  The 
cutting  forward  is  apt  to  be  followed  by  contraction.  I  did  not  object 
to  the  term  "agger  nasi  cell,"  but  I  did  object  to  the  term  "uncinate 
cell." 

George  E.  Shambaugh  :  The  question  raised  by  Dr.  Casselberry 
with  reference  to  the  danger  of  setting  up  meningitis  holds  if  the  wrong 
method  is  followed  in  operating  upon  the  ethmoid.  Taking  the  whole 
mesial  plate  of  Ihe  ethmoid,  and  pulling  and  tearing  off  piece.*,  will  lead 
to  extension  which  will  eventuate  in  meningitis.  That  should  be  left 
alone,  and  work  lie  confined  to  the  labyrinth.  The  labyrinth  itself  has 
no  commuuicati(m  with  the  intradural  space.  As  to  the  use  of  the  rasp  : 
I  do  not  push  and  pull  down,  but  use  it  gently.  Used  properly,  it  is  not 
a  dangerous  instrument.  It  is  unfortunate  when  everybody  tries  to  use 
different  terms  for  the  same  anatomical  structure.  Most  anatomical 
terms  are  fixed  by  the  anatomical  nomenclature.  The  term  "  infundi- 
bulum  "  is  used  incorrectly.  "  lufundibulum  ethmoidale  "  is  the  term 
used  by  the  Nomenclature  Congress  at  Basle.  Another  term  which  we 
have  been  using  wrongly  throughout  this  discussion  is  the  synonym  for 
inflammation  of  the  sinus — "  sinuitis,"  which  has  been  incorrectly  called 
"  sinusitis."     We  might  as  well  get  into  the  habit  of  using  correct  terms. 
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Meeting  at  Chicago^  June  15  and  16,  1915. 


Technique  of  Suspension  Laryngoscopy,  with  Lantern  Slides 
and  New  Instruments.— Robert  Clyde  Lynch. — Dr.  Lynch  presented 
his  modification  of  the  suspension  apparatus  of  Killian,  with  the  latest 
improvements  which  he  has  devised  to  overcome  difficulties  encountered 
with  the  older  models.     He  described  the  technique  as  now  employed  by 
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him.  The  chief  modifications  in  tlie  apparatus  concern  the  travelling 
crane,  the  limited  motion  of  which  is  overcome  bv  his  table  top  ;  the 
Killian  hook,  which  he  has  so  modified  as  greatly  to  increase  its  feasibility  ; 
the  spatula,  which  was  made  of  tool  steel,  so  that  it  is  perfectly  rigid 
under  the  greatest  strain. 

With  the  table  top  with  crane  attached,  arranged  so  that  the  base  of 
the  crane  will  be  about  four  inches  in  advance  of  the  shoulders,  with  a 
suction  apparatus  at  hand  to  care  for  the  secretions,  and  with  the  patient 
quiet  and  relaxed  bv  a  proper  anaesthesia,  iu  other  words,  with  the  patient 
properly  suspended,  the  operator  has  both  hands  perfectly  free  for  the 
most  accurate  work  upon  the  larynx.  Instead  of  pulling,  or  pinching,  or 
biting  at  a  tumour  mass,  one  can  pick  it  out  accurately  and  carefully. 
The  laryngologist,  with  this  method,  can  work  in  "the  larynx  as  the 
general  surgeon  works  upon  the  skin,  or  the  gyusec,ologi»t  works  in  the 
vagina  Glagging  or  other  motion  of  the  patient  is  practically  impossible, 
for  the  larynx  is  immovably  fixed. 

Dr.  Egbert  Levy  had  been  particularly  interested  in  the  tongue 
depressor,  because  at  first  this  had  been  one  of  the  difficulties,  and  to 
keep  the  tongue  out  of  ihe  wav  was  one  of  the  probleujs.  The  object  of 
the  original  tongue  spatula  was  to  keep  the  tongue  in  the  median  line,  tcv 
press  it  out  of  place,  and  at  the  same  time  to  prevent  the  overlapping  of 
the  margins  of  the  tongue.  Dr.  Lynch's  instrument  had  entirely  met 
these  requirements. 

Dr.  Wolff  Freudenthal  mentioned  two  cases  which  had  come  under 
his  observation  during  the  last  two  weeks,  and  which  demonstrated  the 
necessity  for  some  form  of  suspension  apparatus.  The  first  patient  was 
suffering  from  tuberculosis  of  the  right  lung,  was  very  much  run  down, 
and  could  not  swallow  at  all.  His  physician  wrote  that  unless  the  epi- 
glottis, which  was  very  much  iutiamed,  could  be  removed,  the  end  was  near. 
The  man's  pulse  was  so  weak  that  when  he  was  carried  to  the  operating 
room  it  was  necessary  to  stimulate  him  for  half  an  hour.  Local  anaesthesia 
was  emploved,  he  was  put  under  suspension,  and  the  operation  performed 
in  the  shortest  time  possible.  The  whole  process  healed  within  two  weeks, 
the  patient  returned  to  the  mountains,  and  was  able  to  swallow  food. 
His  ultimate  recovery,  of  course,  was  uncertaiu.  The  second  ease  was 
that  of  a  woman  who  had  swallowed  a  fish  bone.  She  went  to  a  clinic 
near  by  and  the  voung  intern  sent  her  to  the  operating  room,  but  failed 
to  locate  the  foreign  body,  thought  it  was  out,  and  dismissed  the  patient. 
Ten  days  later  she  consulted  the  speaker,  at  which  time  the  entire  left  side 
was  swollen,  especially  in  the  region  of  the  ai-ytenoid.  Thinking  she  had 
an  abscess,  he  made  an  incision,  but  got  no  pus.  He  put  her  under 
suspension,  under  general  anaesthesia,  and  removed  the  entire  mass.  The 
foreign  body  was  not  found,  but  the  infiltration  was  extensive.  When 
she  recovered  from  the  narcosis  slie  became  cyanotic  from  the  blood 
running  down,  but  this  was  removed,  with  some  clots,  and  she  recovered 
quickly. 

Dr.  William  B.  Chambeblin  mentioned  a  case  operated  upcm  by 
him  last  winter.  The  patient  was  a  child,  aged  eight  months,  and  had 
swallowed  an  open  safety-pin,  which  was  removed  without  difficulty  by 
the  suspension  method.  He  had  had  a  second  case  in  a  child  eleven 
months  old,  in  which  he  had  operated  successfully  by  the  same  method. 
A  third  case  was  a  baby  two  weeks  old.  The  infant  had  just  been 
removed  from  the  maternity  hospital,  when  the  father  came  in  and  found 
the  child  choking.     On  looking  into  its  mouth  a  large  pin  could  be  seen 
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in  the  hypopharvnx.  When  the  speaker  \vas  called  in  he  thought  he  was 
•o-oiugtosee  a  child  two  months  old,  and  was  discouraged  when  he  learned 
it  was  onlv  two  weeks  old.  However,  the  pin,  which  was  a  very  large  one, 
was  easily  removed  by  turning  under  suspension.  By  any  other  method 
its  removal  would  have  been  exceedingly  difficult. 

Dr.  JoHx  W.  Murphy  mentioned  the  case  of  a  boy,  aged  twelve, 
■with  a  papillomatous  growth  which  almost  occluded  the  larynx.  It 
was  necessarv  to  resort  to  tracheotomy  and  the  removal  of  a  sufficiently 
lariJe  portion  of  the  papilloma  to  enable  the  boy  to  breathe.  Several 
weeks  lati'r  Dr.  Lynch  succeeded,  by  his  method,  in  cleaning  out  the  rest 
of  the  papilloma.  It  was  interesting  to  note  the  number  of  onlookers  who 
€ould  see  almost  every  manipulation  which  the  operator  made  in  this 
larynx.  In  a  week's  time  this  boy  was  up  and  able  to  return  to  his 
occupation  as  a  joi-key. 

Dr.  Lynch,  in  closing  the  discussion,  referring  to  the  question  of 
anaesthesia,  said  he  preferred  general  auassthesia  with  ether.  Warmed 
ether  vapour,  as  delivered  by  one  of  the  new  methods,  had  proved  very 
satisfactorv.  On  a  recent  visit  to  New  York  City  he  had  had  the  pleasure 
of  operating  upon  a  patient  under  rectal  anaesthesia,  administered  by  Dr. 
Gwathiuey.  He  had  had  no  other  experience,  but  in  this  case  the 
method  worked  admirably.  There  was  complete  muscular  relaxation,  the 
amount  of  mucus  was  less  than  usual,  and  the  exhalation  of  ether  from 
the  lung's  was  hardly  perceptible.  He  liked  to  work  under  cocaine 
analgesia  in  patients  who  were  not  afraid.  Morphine  and  scopolamin 
were  given  first,  then  a  solution  of  twenty-five  per  cent,  cocaine  in  fifty 
per  cent,  alcohol  was  employed.  One  or  two  drops  of  this  solution  in  the 
hvpopharyux  and  on  the  laryngeal  face  of  the  tongue,  then  one  or  two 
drops  of  an  aqueous  solution  of  cocaine  into  the  larynx,  had  given  good 
results  in  his  experience,  enabling  him  to  work  for  an  hour  or  an  hour 
and  a  half  without  difficulty.  The  suction  apparatus  which  he  used  was 
a  dental  vacuum  apparatus  on  an  ordinary  turbine  pump,  with  a  long 
tube  which  could  be  run  down  into  the  larynx  and  trachea  for  the 
purpose  of  removing  clots  of  blood  or  anything  else.  After  the  patient 
had  been  under  suspension  for  twenty  minutes  or  half  an  hour,  thick, 
ropy  mucus  accuniulate<l  in  the  pharynx,  and  this  should  be  removed 
before  the  patient  was  taken  from  the  suspension  ajiparatus  ;  otherwise 
this  mucus  would  drop  down  into  the  larynx  and  choke  the  patient.  He 
had  never  had  vomiting  under  suspension. 

The  Tonsil   Operation  :    an  Inquiry  into   the   Actual   Results 
observed   in    a  Series   of    Cases.  -  D.    J.    Gibb    Wishart.  —  Not 

feeliu"  comfortable  in  jiermitting  the  enucleation  of  the  tonsil  in  every 
child  where  operation  appears  to  be  called  for,  and  yet  not  having  been 
able  to  glean  anything  from  the  abundant  literature  provided  upon  the 
question,  which  would  show  him  the  proper  course  to  pursue,  the  author 
set  out  upon  the  examination  of  cases  which  had  been  operated  upon 
since  he  adopted  the  enucleation  method,  ten  years  ago.  He  hoped 
thus  to  arrive  at  some  data  which  would  enable  him  to  act  with  greater 
confidence,  both  with  regard  to  his  private  dientlle  and  in  the  instruction 
of  students.  Letters  were  sent  to  each  patient  on  the  history  cards, 
just  as  they  came,  and  with  no  omissions  or  selections.  All  cases  which 
presented  themselves  were  tabulated.  The  results  were  noted  under  the 
following  heads  :  (1)  Occupation  ;  (2)  Sex  ;  (3)  Age  at  the  time  of 
operation;   (4)  Tears  since  operation  ;   (5)  Previous  opeiatious,  if  any; 
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(6)  Symptoms  complaineil  of  ;  (7)  Effect  of  operation  upon  these  ;  (8) 
Anatomical  conditions  resulting  from  operation  ;  (9)  Effect  of  operation 
upon  voice;  (10)  Effect  of  operation  on  general  well-being;  (11) 
Symptoms  unrelieved  ;   (12)   Eemarks. 

The  records  compiled  were  from :  Private  patients,  tweity-eight 
cases  in  all,  of  which  live  were  obtained  by  correspondence,  and  twenty- 
three  examined  personally  ;  those  obtained  from  the  Hospital  Clinic,  by 
Dr.  McKelvey.  seventeen  in  number.  Because  of  faulty  histories  or  the 
stupidity  of  parents,  the  records  in  the  latter  division  were  incomplete. 

Sex  and  Aye. — Three  to  fifty-two  years,  the  cases  being  about  equally 
divided  between  the  sexes  up  to  fifteen  ;  after  puberty,  in  the  proportion 
of  two  males  to  eleven  females. 

Time  since  Operation. — Average  five  to  seven  years  ;  no  instance  less 
than  two  years ;  in  seventeen  cases  eight  years  and  over. 

Effect  of  Operation  upon  Sympitoms  Complained  of. — Not  only  were 
the  symptoms  (tonsillitis,  10  cases  :  frequent  colds,  14  cases  ;  enlarged 
glands,  3  cases  ;  voice  defects,  11  cases;  swelling  and  aching  throat,  12 
cases  ;  ear  affections,  10  cases  ;  rheumatic  symptoms,  4  eases  ;  and  head- 
ache, cough,  enuresis,  neuralgia,  iritis,  debility,  restlessness,  chorea,  endo- 
carditis, quinsy,  duluess,  etc.,  in  1  or  more  instances)  complained  of 
relieved,  but  \i  was  notable  that  in  19  cases  the  health  was  decidedly 
improved,  and  in  no  case  was  it  deteriorated.  The  results  of  operation 
upon  the  symptoms  actually  present  at  the  time  when  consultation  took 
place  were  so  uniformly  good  that  the  operation  itself  was  justified.  It 
was  to  be  noted  tliat,  in  hospital  cases,  where  portions  of  the  tonsil 
remained  in  situ,  the  effect  upon  symptoms  was  no  better,  if  as  good,  as 
in  private  patients  where  enucleation  was  complete.  It  was  not  apparent 
that  leaving  a  portion  of  the  tonsils  resulted  in  any  benefit  whatever  to 
the  patient,  nor  did  the  complete  removal  exert  any  deleterious  effect. 

Anatomical  results. — In  patients  from  three  to  eleven  years  of  age  the 
results  were  apparently  perfect  in  seven  cases,  the  position  of  the  palate 
normal  in  eleven  eases,  and  in  three  cases  there  were  minor  variations 
which  might  or  might  not  be  considered  as  defects.  In  one  private  case 
a  small  patch  of  tonsil  in  the  lower  left  sinus  gave  rise,  seven  vears  after 
operation,  to  swollen  glands.  In  six  clinical  cases  there  were  defects, 
chiefly  the  presence  of  small  tags.  In  cases  from  twelve  to  fifteen  years 
of  age,  results  were  apparently  perfect  in  two  cases ;  in  one  there  was  a 
marked  variation  in  the  curve  of  the  palate  arch ;  in  one  there  was 
obliteration  of  the  pillars,  and  in  three  there  were  scars. 

In  cases  from  twenty-one  to  fifty-seven  years  of  age,  the  results  were 
apparently  perfect  in  five  cases.  In  three  there  were  minor  variations, 
not  necessarily  to  be  considered  as  defects.  In  four  cases  there  were 
real  defects.  In  the  most  seriously  deformed  of  these  last  four,  the  voice 
was  definitely  improved,  and  in  one  a  good  siugmg  voice  had  been 
developed.  In  the  cases  in  which  the  tonsil  was  extirpated  in  its  entirety 
the  anatomical  results  were  undoubtedly  best.  In  ten  cases  the  notes 
failed  to  show  whether  there  were  adventitious  bands  of  adhesion  due  to 
repeated  attacks  of  inflammation  in  the  tonsils,  but  the  lesions  of  the 
pillars  found  present  after  operation  could  undoubtedlv  be  ascribed  to 
such  a  condition.  The  patients  who  had  suffered  from  repeated  attacks 
■of  tonsillitis  were  those  in  whom  scars  and  malpositions  were  most 
numerous. 

The  effect  upon  the  voice  was  carefully  incjuired  into  in  all  cases. 
■Careful  analysis  of  the  results  led  to  the  dedi.ct:on  that  the  effect  of  extra- 
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capsular  enucleation  upon  the  singing  voice  or  fatigued  voice  was  not 
prejudicial,  but  might  be  considered  beneficial. 

General  Well-heiny. — Practically  every  case  was  singularly  corro- 
borative of  the  view,  long  held,  that  the  removal  of  diseased  tonsils  is. 
attended  by  marked  improvement  in  the  general  health  of  the  patient. 

Symptoms  Unrelieved. — In  fifteen  cases  these  were  mentioned.  In 
three  the  nose  was  the  seat  of  the  trouble ;  in  five  the  symptom  com- 
plained of  was  aside  from  the  question.  In  two  endocarditis  was  noted, 
once  as  a  new  symptom,  once  as  recurring  in  aiJost-operative  attack.  In 
one  case  nervousness  and  choreic  tendency  w.ere  thought  to  be  independent 
of  the  original  throat  condition. 

Eemarls. — Under  this  head  the  author  directed  special  attention  to 
certain  features  of  individual  cases.  The  results  of  his  investigation  were 
presented  in  tabular  form. 

Partial  Paralysis  of  the  Soft  Palate  following  Removal  of 
Tonsils  and  Adenoids. — Observations  on  the  Tonsil  and  Adenoid 
Operation. — Dunbar  Roy. — The  patient,  in  the  case  reported,  was 
a  iuale,  aged  four  and  a  half,  operated  upon  in  the  hospital  May  20, 
191o,  for  removal  of  tonsils  and  adenoid  tissue  in  the  naso-pharyus. 
Complete  removal  was  accomplished  without  trouble  and  with  less 
traumatism  than  usual.  Two  days  later  the  patient  was  out  playing, 
with  no  signs  of  bad  after-effects.  The  throat  was  not  painful  on 
deglutition,  and  there  was  but  a  slight  amount  of  exudate  in  the  ton- 
sillar cavities.  Ten  days  after  the  operation  the  child  was  taken  to  the 
writer's  office  witli  the  history  of  having,  two  days  before,  a  temperature 
of  101°  P.,  some  malaise,  and  some  inability  to  articulate  distinctly.  In, 
attempting  to  swallow  liquids  some  of  the  fluid  came  back  through  the- 
nose.  Two  days  before  noticing  these  symptoms  the  child  had  been 
allowed  to  eat  an  excessive  dinner. 

Examination  showed  the  pharynx  and  naso-pharyux  to  be  in  good 
condition,  with  onW  slight  signs  of  inflammation.  The  tonsils  had  been  • 
thoroughly  extirpated,  and  both  pillars  appeared  normal.  There  was  no- 
pain.  The  tongue  was  white  and  coated.  When  the  j)'itient  talked 
there  were  all  the  signs  of  paresis  of  the  soft  palate,  just  as  is  frequently 
seen  after  di^ihtheria.  The  family  physician  expressed  the  opinion  that 
the  paresis  was  due  to  intestinal  toxremia.  Laxatives,  strychnine,  light 
diet,  and  irrigation  of  the  naso-pharyux  witli  allcaliue  solutions,  followed 
by  touching  with  a  solution  of  argyrol,  brought  about  prompt  improve- 
ment in  the  local  and  general  condition,  and  the  child  was  soon  apparently 
perfectly  well,  except  for  the  voice  and  a  leathery  appearance  of  the  soft 
palate.  The  patient  continued  to  improve,  but  it  was  nearly  two  months 
after  the  operation  before  the  voice  was  practically  normal. 

Ill-effects  upon  the  throat  following  the  radical  removal  of  the 
tonsils  and  adenoids  have  been  commented  upon  by  many  observers, 
but  the  author  had  encountered  no  mention,  in  the  literature  of  the  last 
few  years,  of  the  secjuela  of  partial  |  aralysis  of  the  soft  palate.  Inex- 
perienced operators,  obsessed  with  tlie  idea  of  radicalism,  have  caused 
much  damage  to  throats  which  would  otherwise  have  been  better  had 
they  never  been  touched.  Operations  for  the  removal  of  tonsils  and 
adenoids  should  not  be  looked  upon  as  a  simple  procedure,  but  should 
have  the  same  thought  as  any  other  major  surgical  operation.  The 
operator  should  find  the  one  technique  which  gives  him  the  best  results 
— that  which  leaves  the  throat  in  as  normal  a  condition  as  possible — and 
should  adhere  to  this  in  all  his  operations. 
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In  the  case  reported,  the  only  one  the  author  had  ever  seen,  the  fact 
that  tonsillectomy  and  adenectoniy  were  both  performed,  it  was  impossible 
to  say  which  operation  w-as  the  cause  of  the  paresis.  On  the  other  hand, 
it  might  be  argued  that  the  paresis  was  accidental  and  entirely 
independent  of  the  operation,  especially  since  cases  of  piaresis  of  the 
soft  palate  had  been  reported  as  being  one  type  of  chorea.  The  fact 
that  the  |iaresis  occurred  ten  days  after  operation  did  not  entirely  exclude 
the  condition  as  standing  in  the  light  of  a  propter  Jioc.  His  own  opinion 
was  that  the  pai'esis  followed  the  adenoid  portion  of  the  operation,  and 
that  infection  was  the  result  of  a  traumatism  on  the  posterior  surface 
of  the  soft  palate,  which  was  manifested  by  the  thick  leathery  condition 
found  ten  days  after  operation. 

In  the  light  of  this  experience  he  was  convinced  that  operators  too 
frequently  use  an  unnecessary  amount  of  force  and  traumatism  in  the 
lemoval  of  adenoids,  especially  in  very  young  subjects,  in  whom  the 
niiso-pharyux  is  very  small.  In  the  case  reported  he  used  small-sized 
Biauilage  forceps  for  the  removal  of  the  adenoids.  Since  that  time  he 
had  aliaudoued  the  forceps  in  this  operation,  becaiise  of  the  danger,  in 
opening  the  force])s  in  the  naso-pharynx  of  small  children,  of  traumatism 
of  the  soft  palate.  T\\e  La  Force  adenectome,  without  the  large  anterior 
bulbous  portion,  followed  by  the  use  of  small  Gottstein  curettes,  was,  to 
him,  the  ideal  operation. 

The  author  gives  the  replies  to  the  inquiry  :  "  Have  you  ever  seen, 
a  total  or  partial  paralysis  of  the  soft  palate  following  the  removal  of  the 
faucial  tonsils,  naso-pharyngeal  adenoids,  or  both  r  "  which  he  directed 
to  fifty  members  of  the  Society.' 

Dr.  Geokge  L.  Richards  gave  briefly  a  review  of  188  eases  in 
children  operated  upon  by  himself  and  his  assistants  during  the  last  two 
years.  It  was  found  that  the  result  was  good  in  144  cases,  or  77  per 
cent.  Bv  good  he  meant  that  the  anterior  piilar  was  there  as  a  folded- 
over  pillnr,  and  not  as  a  narrow  line.  The  result  was  fair  iu  thirty-eight 
cases,  or  20  per  cent.  By /atr  he  meant  that  there  remained  some  scars. 
There  were  six  cases,  or  3  per  cent.,  in  which  the  results  were  poor.  The 
voice  was  very  bad  in  two  cases,  in  which  the  uvula  was  caught  and  in 
which  there  was  a  distinct  scar.  He  thought  these  would  have  a  nasal 
tone,  but  they  sang  the  scale  jaerfectly  well.  He  had  reports  of  some  of 
the  children  covering  two  years.  It  was  a  curious  fact  that  if  the 
anterior  pillar  alone  was  injured  and  the  posterior  pillar  was  not,  the 
child  had  a  good  voice.  Of  the  188  cases,  twenty,  or  9  per  cent.,  had 
scars.  By  scars  he  meant  contractions  in  which  a  little  line  could  be  seen. 
There  was  a. tendency  on  the  part  of  Nature  to  replace  more  or  less 
Ivniphoid  tissue,  and  this  manifested  itself  in  granulations  in  the 
pharynx.  Many  patients  complained  of  this,  which  gave  a  "  scrapy  " 
sensation,  especially  iu  winter.  There  were  forty-five  cases,  or  25  per 
cent.,  in  which  these  granulations  could  be  seen.  The  pillars  were 
injured  in  twenty-three  cases,  or  12  per  cent.,  some  sort  of  a  little  nick  or 
injury  having  been  inflicted.  It  was  very  easy  to  leave  some  remnant  of 
the  tonsil ;  this  had  been  done  in  sixteen  cases,  or  8  per  cent.  There  was 
no  haemorrhage.  The  patients,  operated  upon  in  the  morning,  were  kept 
iu  the  hospital  until  afternoon  and  then  allowed  to  go  home.  Whether 
complete  mouth-breathers  or  not,  sixteen,  or  8  per  cent.,  breathed  through 
the  mouth  whtre  a  part  of  the  adenoids  had  been  left.     In  order  to  bfe 

1  There  is  no  indication  of  any  examination  having  been  made  for  the  Klebs- 
Loeffler  bacillus. — Ed.,  Joubn.  of  Lartnuol.,  Ehinol.,  and  Otol. 


532  The  Journal  of  Laryngology,      [December.  1916. 

absolutely  accurate  as  to  results  with  reference  to  tlie  voice,  one  must 
make  records  of  this  before  the  operation.  Five,  or  2  per  cent.,  of  his 
cases  already  lisped.  Dr.  Eichards  presented  a  plaster  model  of  the 
pharvnx,  upon  which  he  demonstrated  the  relationship  of  tlie  tonsils 
and  the  pillars.  After  a  perfectly  satisfactory  operation  the  anterior  and 
posterior  pillars  should  be  distinct,  and  not  fused  together. 

Dr.  William  B.  Chamberlin  considered  any  method  of  tonsil- 
lectomy good  which  removed  the  tonsil  and  nothing  else.  The  structure 
most  easily  injured  was  the  posterior  pillar  at  the  junction  with  the 
uvula.  The  posterior  pillar,  which  was  extremely  delicate,  could  be  torn, 
just  as  could  a  piece  of  cloth.  A  cjuadrilateral  palate  might  result.  In 
"his  experience,  as  doubtless  in  that  of  others,  disappointing  results  had 
been  obtained  in  cases  in  which  he  thought  the  operative  procedure 
absolutely  perfect.  This  was  due  to  the  contraction  of  the  scar  tissue. 
He  had  never  had  an  unsatisfactory  result  so  far  as  the  voice  was  con- 
cerned, not  even  for  its  finer  uses,  as  by  singers  and  public  speakers. 
Sometimes,  in  the  removal  of  the  adenoids  after  the  tonsil  operation, 
lacei'ation  of  the  posterior  pillar  was  noted.  This  was  the  result  of 
the  gagging  of  the  patient,  plus  the  traction  of  the  curette,  thus  causing 
injury  to  the  pillar.  It  was  important,  after  the  adenoid  operation,  to 
palpate  the  naso-pharynx  to  see  that  every  portion  of  adenoid  tissue  had 
been  removed.  Injury  to  the  posterior  pillar  might  result  from  rough 
handling  in  the  examination  by  the  finger.  If,  with  the  adenoid  curette, 
one  contiuuei  the  sweep  too  far  downward,  it  was  easily  possible  to  strip 
off  the  entire  mucosa  of  the  posterior  pharyngeal  wall,  leaving  cicatricial 
tissue  instead  of  healthy  mucosa. 

Dr.  J.  A.  Stuckt  :  In  his  section  of  the  country  tonsillectomy  was 
being  performed  not  only  by  general  practitioners  but  Ijy  general  surgeons. 
In  his  college  town  there  were  several  thousand  students,  and  many 
teachers  wei-e  constantly  referring  pupils  to  him  for  some  defect  in  speech 
and  vocalisation.  The  Society  should  go  on  record  as  advocating  that 
the  tonsil  operation  is  not  a  minor  operation,  and  that  it  is  under- 
estimated and  under-paid.  It  should  be  considered  as  a  hospital  opera- 
tion. Those  who  teach  students  should  see  that  every  step  of  the 
operation  is  seen  by  them.  The  point  made  by  Dr.  Chamberlin  was  a 
very  important  one.  It  should  be  done  gently,  however.  The  fingers  of 
many  operators  were  too  large  for  this,  and  for  that  reason  he  advocated 
the  use  of  a  postnasal  sponge-holder,  with  which  one  could  go  in  and 
swab  out  the  pharyngeal  vault  as  carefully  as  the  gynaecologist  would 
swab  the  fundus  of  the  uterus. 

Dr.  Wendell  C.  Phillips,  referring  to  Dr.  Wishart's  statement 
concerning  Case  12  of  the  series,  tliat  operation  was  ju-obably  done  too 
late  in  life  to  be  useful  so  far  as  hearing  was  concerned,  said  if  seven 
years  were  added  to  the  patient's  age  it  would  then  be  'time  for  oto- 
sclerosis to  appear  ;  besides,  the  mother  had  deafness.  Earlier  operation 
would  have  had  the  same  result.  So  much  had  been  said  from  time  to 
time  about  the  danger  of  removing  the  tonsils  from  singers  that  he  had 
become  very  careful  in  this  regard.  He  had  not  had  an  extensive  experi- 
ence in  operating  on  singers,  but  in  every  case  in  which  he  had  removed 
the  tonsils  not  only  had  the  voice  not  been  injured  but  it  had  been 
improved  by  the  procedure.  Within  the  last  few  months  he  had  advised 
the  removal  of  the  tonsils  from  a  man,  a  singer,  a  patient  of  Dr.  Babbitt's, 
■who  had  typical  cheesy  masses  in  the  crypts  of  the  tonsils.  After  being 
told  that  if  he  were  to  read  the  literature  of  the  subject  he  would  be  dis- 
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couraged  as  to  the  possible  effect  of  the  operation  upon  his  voice,  the  patient 
said  the  effect  of  the  tonsillitis  on  his  voice  was  so  bad  that  he  miglit  as 
well  have  the  operation,  as  he  would  not  sing  much  otherwise.  Dr.  Bal)bitt 
removed  the  tonsils,  and  the  man's  \x>ice  was  verv  much  improved. 

Dr.  John  F.  Barnhill  said  it  should  be  regarded  as  a  settled  fact 
that  tonsils  should  be  removed  completely.  He  had  been  particularly 
impressed  by  Dr.  Wishart's  statement  to  the  effect  that  imperfect  opera- 
ti(ms  were  done  abroad,  that  he  had  seen  many  of  these  eases  done  in 
America,  and  had  had  to  do  the  work  over.  The  speaker  had  never 
regretted  taking  out  tonsils  conipletelv  whenever  it  was  necessary  to  take 
them  out  at  all,  and  he  had  always  regretted  imperfect  work.  He  thought 
some  of  the  symptoms  mentioned  following  tonsillectomy  were  not  due 
to  the  tonsils  at  all.  but  to  some  of  the  structures  not  removed.  For 
instance,  if  any  diseased  portion  of  Wakleyer"s  ring  were  not  removed  it 
would  continue  to  become  inflamed.  The  adenoid  ring  in  its  effects 
might  \n'  confused  with  the  old  trouble.  The  lingual  tonsil  became 
inflamed  over  and  over  again.  There  was  an  attempt  on  the  part  of 
Nature  to  restore  some  of  the  tissue  which  had  been  removed,  and  there 
might  be  soreness  of  the  lingual  tonsil  which  did  not  exist  or  was  not 
noticed  before.  He  had  seen  paralysis  of  the  soft  palate  follow-ing  these- 
operations,  as  suggested  by  Dr.  Roy.  and  had  considered  it  due.  in  some 
cases,  to  infiltration,  and  in  some  to  traumatism  caused  by  the  finger  in 
the  vault  of  the  pharynx,  together  with  marked  contraction  of  the  soft 
palate.  He  had  seen  sloughing  of  the  uvula  in  some  of  these  cases.  He 
cited  one  case  in  which  the  uvula,  which  had  apparently  not  been  injured, 
sloughed  away  ten  days  later.     No  harm  resulted  from  it. 

Dr.  Sidney  Yankauer  agreed  with  the  other  spieakers  with  refer- 
ence to  the  importance  of  avoiding  roughness  in  handling  the  tissues  in 
tonsil  and  adenoid  operations.  Undoubtedly  many  of  the  bad  results 
reported  from  time  to  time  were  due  to  this  error  of  technicjue.  It  was 
not  difficult  to  imagiue  the  amount  of  injury  that  might  be  done  by  an 
inexperienced  operator  with  a  rout;h  gauze  sponge  rulibed  aliout  in  the 
pharynx.  For  a  number  of  vears  he  had  used  a  suction  apparatus  for  the 
removal  of  blood  and  mucus  from  the  throat,  thus  eliminating  all 
traumatism.  He  had  discarded  gauze  sponges  entirely  ;  whenever  it  was 
necessary  to  use  any  sponges,  he  emploved  soft  sea-sponges.  In  this 
way  he  bad  been  able  to  avoid  all  traumatism,  and  the  patient  could  take 
a  full  meal  in  from  twenty-four  to  forty-eight  hours. 

Dr.  James  F.  McCaw  cited  a  case  called  to  mind  by  Dr.  Roy's 
paper.  The  patient,  a  little  girl,  aged  five,  had  paralysis  of  the  soft 
palate  immediately  following  the  adenoid  and  tonsil  operation.  He  had 
attributed  it  to  his  over-zealousness  in  attempting  to  rid  the  child  of 
every  vestige  of  adenoid  tissue,  by  using  an  over-large  adenotome.  The 
paralysis  lasted  seven  C'r  eight  months. 

Dr.  G.  Hudson  Makuen  wished  to  say  a  word  in  his  own  defence, 
inasmuch  as  reference  had  been  made  to  something  he  liad  written 
bearing  on  this  subject.  One  thing  upon  which  he  had  ceased  to 
speculate  concerning  the  tonsil  operation  was  the  idea  that  the  mere 
removal  of  the  faueial  tonsil  injures  the  voice.  When  the  removal  of  the 
faucial  tonsil  was  absolutely  indicated,  and  when  it  was  properly  i-emoved. 
no  injury  could  result.  When  its  removal  was  indicated,  the  tonsil  itself 
was  a  menace  to  the  voice.  The  thing  that  injured  the  voice  was  the 
faulty  removal  of  the  faucial  tonsil  or  the  adenoids.  An  operation  which 
tended  to  paralyse  or  to  mutilate  the  soft  palate  must  of  necessity  injure 
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the  voice.  An  important  thing  in  this  connection  was  what  might  be 
called  the  musical  instinct.  If  a  singer  had  a  musical  ear  and  a  musical 
brain  he  would  sing  fairl_y  well  even  with  a  damaged  pharynx.  Just  as  a 
good  violinist  coxild  make  good  music  on  a  poor  instrument,  so  a  good 
singer  could  have  a  good  voice  with  an  indifferent  vocal  instrument. 

Dr.  G-EOKGE  F.  Kbiper  had  had  two  cases  of  paralysis  of  the  soft 
palate  following  the  tonsil  and  adenoid  operation,  due,  he  thought,  to  the 
use  of  the  palate  retractor.  If,  in  inserting  the  finger,  one  would  hug  the 
posterior  pharyngeal  wall,  one  would  not  be  apt  to  injure  the  soft  palate, 
•even  if  the  patient  gagged.  He  had  aljandoned  the  use  of  the  i-etraetor. 
Dr.  Clifton  M.  Miller  emphasised  the  importance  of  warning 
patients  who  sing  not  to  begin  to  use  the  voice  in  the  higher  registers 
too  soon  after  the  tonsil  and  adenoid  operation.  He  cited  the  case  of  a 
young  lady  whose  tonsils  he  removed,  warning  her  not  to  use  the  voice 
in  the  higher  registers  for  six  weeks,  but  to  confine  her  use  to  the 
middle  or  normal  registers.  At  the  end  of  three  weeks  she  felt  so  well 
that  she  began  to  sing  in  the  high  registers,  and  her  voice  broke.  The 
mental  effect  was  so  profound  that  instead  of  being  able  to  use  the 
upper  registers  in  six  weeks  it  was  six  months  before  she  could  do  so. 
The  psychic  effect  on  these  patients,  with  their  liighly  organised  nervous 
systems,  was  apt  to  be  very  profound,  and  fur  this  reason  they  should  be 
emphatically  warned. 

Dr.  Greenfield  Sluder  emphasised  the  point  made  by  Dr.  Richards 
in  reference  to  Nature's  attempts  to    reproduce   lymphoid  tissue  after 
tonsillectomy.      He  called  attention  to  the  fact  that  the  lingual  tonsil 
gives  rise  to  a  lymphoid  growth,  which  extends  into  the  tonsillar  fossa, 
•and  at  times   reproduces   what   is  anatomically  perfectly  corresponding 
to  the  original  tonsil  and  clinically  takes  on  all  of  its  pernicious  activities. 
He  mentioned  also  that  in  many  cases  pharyngitis  lateralis  was  developed, 
also  being  at  times  clinically  pernicious.     Wliether  these  reproductions 
of  lymphoid  masses  be  a  part  of  Nature's  effort  in  healing,  or  whether 
they  be  a  manifestation  of  continued  diseased  activities,  is  a  question 
that  he  had  not  been  able  to  solve.     In 'the  Archil'  fiir  Lari/nrjoloijie  for 
1913,  Dr.  Oswald  Levinstein  described  what  he  termed  anew  pathological 
tonsil  which  developed  in  the  lateral  aspect  of  the  tongue  just  anterior 
to  the  palatoglos.sal  fold.     The  speaker  had  confirmed  Dr.  Levinstein's 
observations,    finding   this    hypertrophy   of    lymphoid   follicles    massed 
together  in  such   a   wav  as   to   resemble   a  tonsil   in  cases  of  "'  painful 
tongue,"  the  condition  described  by  Sir  Henry  Butlin  in  his  monograph, 
"  Diseases  of  the  Tongue,"  in  which  the  lymphoid  follicles  at  the  junction 
of  the  palatoglossal  fold  with  the  tongue  proper  were  the  only  <lemon- 
strative    lesions.      Levinstein  attributes    this    tonsillar   development    to 
irritation  in  the  lymphoid  tissue.     This  surely  seems  to  be  a  develop- 
ment in  a  pathological  line.     He  had  also  been  interested  in  the  question 
of  the  production  of  scars  in  the  throat,  and  had  frequently  noted  the 
quadrilateral  jialate  mentioned  by  Dr.  Chumberlin.      This  might   occur 
regardless  of  the  method  employed  for  the  tonsillectomy,  and  comes  to 
pass  because  of  the  fact  that  the  operator  cannot  control  the  fixing  or 
focussing  of  the  scar  which  must  needs  develop.     He  thouglit  it  advan- 
tageous to  focus  the  scar  anterior  and   below   by  drawing  the  palate 
downward  and  forward,  which  jmlls  it,  away  from  the  Eustachian  tube 
above.     He  thought  this  to  be  a  definite  help  in  cases  where  the  tonsil 
is   removed  because   of   the    Eustachian   tube   irritation.     He   did   not 
believe,  from  an  extensive  observation,  that  this  interfered  in  any  way 
-with  speech  or  the  artistic  use  of  the  voice.     He,  mentioned  that  he  had 
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-dwelt  upon  tliis  poiut  (drawing  the  palate  downward  and  forward)  in 
his  paper  to  the  American  Medical  Association  in  1910,  in  which  he 
■described  a  "  Method  of  Tonsillectomy  by  means  of  the  Alveolar 
Emineuce  of  the  Mandil)le  and  the  Guillotine."  Answering  a  question 
by  Dr.  Richards  regarding  his  earlier  cases,  Dr.  Sluder  explained  that 
he  had  formeidy  considered  the  plica  tonsillaris  as  a  part  of  the  pillar. 
It  was  with  this  idea  in  mind  that  he  made  the  statement  that  he  always 
removed  a  portion  of  the  anterior  pillar  which  tended  to  fix  or  focus 
the  scar  downward  and  forward,  and  that  usually  a  few  muscle-fibres 
were  attached  to  it.  The  careful  examination  of  hundreds  of  tonsils 
reveals  that  very  seldom  is  much  muscle-fibre  attached,  and  that  with 
<i  little  attention  to  this  point  the  entire  palatoglossus  may  be  pushed 
aside,  and  the  plica,  with  the  membrane  covering  it,  removed,  in  no  sense  and 
in  no  degree  injuring  the  pillar  proper.  His  ideas  concerning  the  pillar 
■and  the  plica  are  gained  fi-om  the  work  of  Dr.  George  Fetterolf  on  the 
""  Anatomy  of  the  Tonsil  and  its  Capsule,"  published  in  the  American 
JouriHiJ  of  Medical  Sciences  in  1912.  Fetterolf's  conception  is  that  the 
plica  tonsillaris  is  a  fold  of  the  capsule  of  the  tonsil  pushed  inward  over 
the  tonsillar  mass,  carryiug  a  layer  of  mucous  membrane  with  it,  and 
that  the  pillar  proper  is  constituted  by  the  palatoglossus  muscle.  In 
■other  words,  the  statement  made  in  the  speaker's  paper  of  1910  was  a 
-confusion  in  the  nomenclature. 

Dr.  WisHART,  in  closing  the  discussion,  said  he  had  not  met  with  any 
continued  paralysis  of  the  soft  palate  after  operation,  and  he  had  used 
the  finger  very  largely — never,  however,  while  the  patient  was  retching. 
He  always  saw  to  it  that  the  patient  was  in  the  proper  condition  of 
anaesthesia  before  he  attempted  to  remove  adenoids.  He  would  ratlier 
give  a  little  more  anaesthetic  than  run  the  risk  of  over-stretching  the 
soft  palate.  Many  of  the  bad  after-effects  were  caused  bv  too  much 
sponging.  The  assistant  should  stand  in  the  right  position  with  reference 
to  the  patient,  so  that  he  cotdd  see  the  parts,  and  the  sponge  should 
never  be  turned  round.  He  had  merely  cited  Dr.  Makuen's  article,  and 
had  piesented  these  cases  as  notes  upon  it,  not  as  a  criticism. 

Dr.  KoY,  in  closing  the  discussion,  said  it  had  seemed  to  him  im- 
portant to  bring  the  subject  before  the  Society,  inasmuch  as  he  had  never 
heard  of  anyone,  in  the  literature  or  otherwise,  who  had  encountered  a 
case  of  this  kind,  and  that,  in  writing  to  members  of  the  profession,  he 
had  found  it  much  more  common  than  he  had  imagined.  He  did  not 
want  to  go  into  the  matter  of  technique,  or  to  advocate  this  or  that 
method ;  he  did  say,  hciwever,  that  one  should  not  change  from  a  well- 
recognised  techniqiie,  which  one  had  used  and  knew  how  to  use  success- 
fully, to  a  new  method.  In  the  majority  of  cases  the  operation  was  per- 
formed too  hurriedly,  often  without  stopping  or  waiting  for  the  oozing, 
which  frequently  occurred,  to  cease,  and  without  seeing  just  where  the 
instrument  was  going.  The  correction  of  these  errors  in  tecliuicjue  would 
lessen  the  number  of  traumatic  and  unsatisfactory  after-results.  He 
had  never  employed  a  suction  apjjaratus,  which,  it  seemed  to  him,  sucked 
the  blood  out  of  the  arterioles  and  veins,  and  tended  to  keep  up  the 
bleeding  He  operated  slowly  in  doing  tonsillectomy,  and  had  very  few 
drops  of  blood.  A  sponge  put  into  the  cavity  and  allowed  to  remain  for 
a  while  would  prevent  bleeding.  If,  as  Dr.  Stucky  had  suggested,  the 
■operation  were  considered  a  major  operation,  always  to  be  performed  in  a 
hos|iital,  and  if  the  operator  were  alw.n's  careful  to  see  the  entire  field 
to  know  just  where  his  instrument  is  going,  better  results  would  be 
obtained  than  had  been  pi-eviously  accomplished. 
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NOSE. 

Glogau.  Otto. — Dacryo-eysto-rhinostomy.  "  Larvngoscope,"  1915,  p.  28. 
Glogau  describes  a  moJificatiou  of  the  operatiou  invented  by  West 
and  Halle,  The  lateral  wall  of  the  nose  is  cocainised.  Through  the 
previously  slit  canaliculus  the  sac  is  first  washed  out  with  autisejitic  and 
then  cocainised.  A  laerymal  probe  is  then  introduced.  At  the  anterior 
attachment  of  the  middle  turljiuate  a  portion  of  the  superior  maxillary 
bone,  together  with  its  lining  of  mucous  membrane,  is  removed  until  a 
hole  of  about  3  mm.  diameter  is  formed,  and  until  the  chisel  strikes  the 
laerymal  probe  that  is  pushed  by  the  assistant  towards  the  nasal  cavity. 
A  piece  of  the  inner  wall  of  the  sac  is  then  excised,  according  to  West 
and  Halle.  A  thin  probe  with  an  eyelet  at  its  proximal  end  is  now 
introduced,  until  it  can  be  seen  emerging  from  the  opening  of  the  sac 
into  the  nasal  cavity.  Through  the  eyelet  No.  2  white  silk  has  been 
threaded.  The  blunt  end  of  the  probe  is  then  caught  by  means  of  nasal 
forceps  and  the  entire  probe  pulled  into  the  nose.  The  end  of  the  silk 
thread  thus  emerging  from  the  nose  is  then  tied  to  the  other  end  pro- 
truding from  the  canaliculus.  No  external  dressing  is  needed,  though 
the  silk  drain  remains  in  place  for  several  weeks.  The  patient  is  not 
annoyed  at  all  by  the  thread.  By  means  of  a  piece  of  cott<m  wool 
a  10  per  cent,  solution  of  protargol  is  applied  to  the  thread,  and  the  latter- 
moved  up  and  down  so  that  the  medicament  is  brouglit  into  intimate 
contact  with  tlie  new  naso-lacrvmal  duct.  J.  S.  Fraser. 


EAR. 

Kerrison,  Philip  D.— The  Psychology  of  Deafness.  "  Laryngoscope,'" 
1915,  p.  257. 

Kerrison  maintains  that  there  is  a  psychological,  as  well  as  a  patho- 
logical, factor  in  most  cases  of  advanced  deafness.  Two  individuals  in 
whom  careful  hearing  tests  show  the  same  degree  of  deafness  may  differ 
greatly  in  their  power  of  interpreting  conversation.  Such  diftereuces 
may  be  due  to  the  fact  that  one  deaf  person  is  better  able  to  interpret 
such  speech  sounds  as  come  to  him,  because  he  has  a  quicker  and  more 
synthetic  type  of  mind  enabling  him  to  grasp  quickly  the  meaning  of  a 
sentence  imperfectly  heard.  We  must  not,  however,  forget  that  the 
faculty  of  lip-reading  is  possessed  by  all  partially  deaf  people  in  some 
degree. 

Kerrison  holds  that  the  ordinary  speech  test  is  far  from  scientifically 
accurate  in  ascertaining  a  patient's  hearing  power,  for  the  following 
reasons :  (1)  If  numbers  are  used,  the  patient  quickly  becomes  accus- 
tomed to  the  sounds  and  is  soon  able  to  repeat  them  correctly.  (2)  If 
words  are  used,  the  patient  soon  learns  the  aurist's  test-word  vocabulary. 
(3)  When  words  of  more  than  one  syllable  are  used,  certain  consonants 
mav  be  nearly  in  ludible  to  the  patient,  yet  the  combination  and  sequence 
of  the  vowel  sounds  and  such  consonants  as  be  does  hear  may  give  him 
the  clue.  (4)  All  partially  deaf  people  heiir  certain  consonants  more- 
tlistinctly  than  others.     Kerrison  finds  the  names  of  cities  convenient. 
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test  words.  After  calliug'  out  several  numbers,  which  the  patient  has 
repeated  correctly,  he  suddenly  interjects  the  word  Chicago,  to  which 
the  patient  replies  "  sixty-four  "  or  "  seventy-four '" — numbers  which  have 
a  remote  resemblance  in  sound  to  "  Chicago." 

Kerrison  now  uses  monosyllables,  which,  of  course,  do  not  contain 
any  sequence  of  vowel  sounds  to  suggest  the  word.  The  patient  is  not 
required  to  close  either  ear,  but  is  seated  within  four  or  five  feet  of  the 
examiner,  and  looks  away  from  him  to  eliminate  lip-reading.  The 
]jatient  is  instructed  to  repeal  promptly  the  words  or  sounds  as  they  are 
heard.  Kerrisou's  test-tables  consist  of  seventeen  columns,  each  column 
consisting  of  seven  words  begiuniug  with  the  same  consonant.  Thus, 
the  first  column  is  as  follows:  bad,  band,  bed,  bend,  bard,  bold,  bond. 
Beginning  with  the  first  word  of  this  column,  the  examiner  calls  the 
words  in  an  average  tone  of  voice  from  left  to  right — first  the  woi-ds  at 
the  top  of  each  column,  e.  g.  bad,  cad,  dab,  fad,  gap,  hard,  jay,  lad,  mad. 
nap,  pad,  rat,  sat,  tap,  vat,  wall,  zeal ;  then  the  second  line,  aud  so  on. 
Only  the  patient's  errors  are  noted  on  his  test  card.  When  the  whole 
table  has  been  gone  over  one  notes  the  character  of  the  errors,  and  can 
thus  determine  the  comparative  loss  of  hearing  for  the  various  cou- 
s<mants.  Kerrison  then  makes  out  a  list  of  practice  words  containing 
the  consonants  which  are  badly  heard,  and  the  patient  is  instructed  to 
get  a  friend  to  call  the  words  over  to  him  several  times  daily.  After 
several  days  of  practice  there  is,  as  a  rule,  considerable  improvement. 
The  order  in  which  the  words  are  spoken  is  constantly  varied.  A 
patient  who  may  be  quite  uncertain  in  his  rpcognitiou  of  two  words 
spoken  singly  and  separately,  may  readily  distinguish  between  them 
when  spoken  together,  e.  g.  bent  and  tent.  This  justifies  one  in  saying 
that  if  the  patient  can  distinguish  tbe  words  when  spoken  in  quick 
succession,  he  should  with  practice  be  able  to  recognise  the  "b"  and 
"t"  sounds  singly. 

With  regard  to  the  psychic  factor  in  deafness,  Kerrison  points  out 
that  certain  deaf  individuals  gradually  and  sulconseiousiy  surrender 
their  place  in  the  social  and  working  world  around  them.  Such  people, 
realising  that  they  are  at  a  disadvantage,  shun  society  and  make  no 
productive  effort.  They  explain  all  the  shortcomings  of  their  lives  as 
the  result  of  their  deafness.  Thus  a  vicious  circle  is  set  tip.  To  combat 
these  tendencies  it  is  essential  that  the  patient  be  stimulated  to  stistaiued 
effort  in  his  own  behalf.  Patients  with  quick  minds  catch  a  word  here 
and  there  and  from  these  deduce  the  words  which  have  escaped  them. 
They  may  even  lose  whole  sentences  and  yet  be  able  to  pick  up  the  line  of 
thought  from  what  follows.  This  may  be  compared  lo  the  stage  at  which 
every  linguist  arrives  in  the  sttidy  of  a  foreign  language  when  he  is  able  to 
follow  the  drift  of  a  conversation,  though  words,  and  even  sentences,  escaj^e 
him.  A  deaf  patient  should  seek  frequent  opportnuities  for  conversa- 
tion with  as  many  different  people  as  possible,  though  with  only  one  at 
a  time.  He  must  practice  the  habit  of  undivided  attention  and  must 
not  worry  if  he  cannot  hear  every  word  wLieh  is  spoken.  He  must  try 
to  deduce  from  what  he  does  hear  the  general  trend  of  the  conversation, 
and  resist  the  inclination  to  unnecessary  interruption.  Lastly,  he-should 
ctdtivate  the  habit  of  lip-reading,  which,  according  to  Pearce,  is  a  uni- 
versal faculty,  i.  e.  a  faculty  possessed  by  those  of  normal  hearing  as 
well  as  by  the  deaf.  Kerrison  himself  is  conscious  of  some  impsiirment 
of  hearing,  but  still  finds  no  difficulty  in  general  conversation,  and  can 
enjoy  a  play  from  most  seats  in  the  parquet.     He  at  once  took  up  the 
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study  of  lip-reading,  and  now,  by  watching  the  lips  of  patients,  he  has 
no  difficulty  in  determining  whether  they  answer  correctly  or  incorrectly 
when  he  calls  out  his  lists  of  words.  /.  S.  Fraser. 


MISCELLANEOUS. 


Otto  J.  Stein. — Hypophyseal  Growth  Operated  on  through  the  Nose  and 
Sphenoid.     "Laryngoscope,"  ll'lo,  p.  159. 

Stein's  patient  was  a  female  aged  thirty-five.  Menstruation  began 
at  thirteen  and  ceased  at  twenty-three.  Three  years  ago  the  vision  of 
the  left  eye  became  reduced,  aiicl  for  the  last  yt-ar  this  has  been  much 
■worse.  Examination  of  the  nervous  system  showed  no  focal  symptoms 
of  paralysis,  but  the  consensual  Wernicke  pupil  reaction  was  present. 
The  right  eye  showed  choked  disc,  but  the  vision  equalled  f  g.  The  left 
disc  was  pale  and  fiat,  the  nerve  head  atrophic,  and  vision  reduced  to 
light  perception.  The  patient  complained  of  violent  bi-temporal  head- 
aches and  dizziness.  The  patient  was  a  very  large  woman  and  weigbed 
230  lbs.,  but  she  was  not  of  the  acromegalic  type,  and  the  obesity  was 
of  the  infantile  type  seen  in  hypopituitarism.  She  was  sexually  im- 
potent. Kuee-jerks  reduced,  four  or  five  attacks  of  vertigo  daily. 
X  ray  showed  conspicuous  involvement  of  the  sella.  Operation  ;  Hypo- 
dermic of  scopolamin.  grs.  ^i^,  and  morphia  -}  were  given  and  repeated 
in  one  hour.  One  e.c.  of  pituitriu  was  also  injected.  The  nasal  septum 
;iud  right  middle  turbiual  were  then  carefully  ausesthetised  with  a  cotton 
applicator,  moistened  in  adrenalin  solution  and  coated  with  cocaine.  A 
rapid  submucous  resection  of  the  septum  was  now  performed  back  to 
the  rostrum  of  the  sphenoid.  The  right  middle  turbinal  was  then 
entirely  removed.  These  two  procedures  gave  amply  sufficient  room. 
Now,  by  means  of  Killiau's  extra  long  bi-valve  nasal  speculum,  the 
septal  flaps  were  held  thoroughly  apart  to  allow  of  painstaking  elevation 
of  the  thm  pei'iosteum  covering  the  rostrum  and  anterior  wall  of  the 
sphenoid.  The  membranes  were  then  retracted  with  an  extra  long  and 
w'lde  retractor,  while,  with  a  sharp  spoon  or  sphenoid  punch  forceps, 
the  wall  of  the  sphenoidal  sinus  was  rapidly  removed  along  with  the 
septum  between  the  two  sinuses.  On  entering  the  sphenoid  cavity  a 
slight  amount  of  bloody  serous  fluid  was  met  with,  and  the  probe  made 
out  that  the  floor  of  tlie  sella  was  defei.'tive  in  places  as  a  soft  mass  was 
•occasionally  felt.  Touching  the  dura  m.iter  caused  the  patient  great 
pain.  Stein  states  that  the  probe  by  accident  entered  the  brain  on  the 
left  side,  causing  immediate  colLipse  of  the  patient,  with  slow  pulse  and 
respiration  and  dilated  pupils.  The  operation  was  hastily  completed,  an 
iodoform  gauze  drain  being  placed  between  the  septal  flaps.  The  patient 
soon  recovered,  and  the  slight  paresis  of  the  right  side  disappeared 
within  a  few  days.  There  was  no  disturb.ance  of  speech.  Seven  days 
later  considerable  improvement  in  vision  was  noted,  and  the  headache 
had  entirely  disap|)eared.  The  patient  can  now  read  and  sew  and  has 
got  rid  of  her  vertigo.  The  visual  flelds  have  increased  in  size,  though 
the  discs  are  still  choked.  With  the  left  eye  the  patient  can  count  fingers 
iit  eight  feet. 

Stein  states  that  the  early  operations  on  the  hypophysis  by  the  nasal 
route  entailed  clearing  out  most  of  the  nasal  structures,  and  hence  left 
objectionable  after-effects.     Stein  does  not  follow  Cushing's  method  of 


December,  1916]  Rhinology,  and  Otology.  539 

making  tlie  origiiial  incision  tbroiigli  the  mucous  membrane  at  the 
junction  of  the  gum  and  upper  lip,  but  adopts  the  procedure  first 
reported  by  Oscar  Hirsch,  which  has  just  been  described.  Gushing  holds 
that  the  mere  feat  of  removing  a  tumour  is  not  the  only  thing  to  be 
l>orne  in  mind,  for  this  is  a  sorry  accomplishment  if  the  patient  is  left 
blind,  palsied,  aphasic,  epileptic,  or  continues  to  be  intellectually  or 
physically  crippled  in  any  way.  Hirsch's  method  has  sevei'al  advantages  : 
■(1)  Local  anaesthesia  ;  (2)  little  destruction  of  tissue  ;  (3)  most  aseptic; 
(4)  little  danger  of  infection ;  (5)  no  bad  after-effects  in  nose  or  throat. 
In  addition  to  the  ordinary  instruments  for  submucous  resection.  Stein 
uses  the  Killian  extra  long  bi-valve  speculum,  an  extra  long  and  wide 
hand  retractor  that  will  pull  aside  one  entire  flap  from  the  incision  to 
the  base  of  the  sphenoid;  long-handled  maistoid  chisels;  mastoid  sharp 
spoons  with  long  handles ;  a  small  strong  hook  on  a  long  handle,  for 
removal  of  the  floor  of  the  sella.  The  following  points  are  of  impor- 
tance :  (1)  maintenance  of  an  unbroken  muco-periosteal  flap  in  order  to 
thoroughly  protect  vour  line  of  retreat  and  avoid  after-infection. 
(2)  Elevation  of  the  periosteum  frcjm  the  face  of  the  sphenoid.  In 
some  cases  the  tumour  may  be  encountereil  immediately  on  entering 
the  sphenoid,  as  the  tegmen  of  the  sinus  may  have  been  absorbed.  If 
not,  a  long  narrow-handled  chisel  should  be  used  to  chip  away  the 
tegmen.  Further  progress  may  be  made  by  the  use  of  the  sphenoid 
punch,  the  smooth  mushroom  head  of  wliich  pushes  away  the  dura  and 
so  avoids  damage  to  the  gland  or  tumour.  A  careful  study  of  a  good 
X-ray  picture  is  an  absolute  necessir.y.  One  must  not  go  too  high  fca- 
fear  of  entering  the  anterior  fossa  and  injuring  the  chiasma,  or  too  low, 
for  then  oue  may  get  into  the  middle  fossa  or  the  thick  bone  of  thebasi- 
-shenoid.  On  the  other  hand,  if  oue  goes  too  far  to  the  side,  there  is 
the  danger  of  injuring  the  cavermius  sinus,  the  carotid  artery,  and  the 
optic  nerve.  /.  <S'.  Fraser. 


REVIEW. 


Pyes  Surgical  Handicraft:  A  Manual  of  Surgical  Manipulations,  Minor 
Surgery,  and  other  Matters  connsctcd  u-ith  the  icorlc  of  House- 
Surgeons  and  Surgical  Dressers.  Edited  and  largely  rewritten  bv 
W.  H.  Clayton-Greene,  B.A.,  MB.,  B.C.(Camb.),  F.R.C.S. 
(Eng.).  Seventh  edition,  fully  revised  with  some  additional 
matter  and  illustrations.  Pp.  614.  Price  lo.s.  net,  1916.  Bristol: 
John  Wright  and  Sons,  Ltd. ;  London  :  Simpkin,  Marshall,  Hamil- 
ton, Kent  and  Co,,  Ltd. ;  Toronto  :  The  Macmillan  Company  of 
Canada,  Ltd. 

Pye's  Surgical  Handicraft,  when  it  first  appeared,  was  at  once  popular, 
on  account  of  its  intrinsic  value,  and  also  of  a  further  peculiar  attractive- 
ness derived  from  its  genial  author,  Walter  Pye.  It  has  been  edited  and 
largely  re-written  by  Mr.  Clayton-Greene  with  the  happiest  result.  A 
further  edition,  the  seventh,  has  been  called  for  within  a  comparatively 
short  number  of  vears.  Considerable  pains  have  been  expended  by  the 
editor  and  his  collaborators  to  bring  ihis  latest  edition  well  up  to  date. 
Mr.  Carson  has  had  charge  of  the  sections  on  the  surgery  of  the  throat, 
nose,  and  ear,  and  he  has  crammed  into  the  space  at  his  disposal  an 
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♦'xtraordinary  amount  of  practical  iuformatiou  A  strantre  omission  is 
that  of  meningitis  from  among  the  complications  of  middle-ear  suppura- 
tion, while  lateral  sinus  thrombosis,  temporo-sphenoidal  and  cerebellar 
aliscess  are  somewhat  fully  described.  The  chapter  on  bullet  and  shell 
wounds  has  been  revised  in  view  of  the  advancement  and  development  of 
the  experience  gained  in  the  earlier  part  of  the  present  war.  Dr.  Fleming 
reports  the  more  recent  advances  in  the  diagnosis  and  treatment  of 
syphilis,  and  Dr.  G.  Harrison-  Ortou  brings  his  up-to-date  experience  to 
bear  on  the  uses  of  the  X-rays  in  diagnosis  and  treatment.  Mr.  Leslie 
Paton.  in  liis  contribution  on  the  minor  surgery  of  the  .eye,  gives  a  good 
description  of  West's  intra-nasal  operation  for  suppuration  of  the  lach- 
rymal sac.  The  work  is  invaluable  to  house-surgeons  and  young  prac- 
titioners, and  it  will  be  read  with  profit  by  nianv  of  the  highlv  experienced. 

Dundas  Grant. 


NOTES   AND   QUERIES. 

Mr.  W.  Doufflas  Harmer,  wlio  lias  been  workiug-  in  "Russia  for  a  year  witli  tli' 
Anglo-Eussian  Hospital,  has  returned  to  Loudon  and  lias  resumed  practice. 


The  Military  Cross. 

Among  the  recipients  of  this  coveted  decoration  we  are  interested  to  observe 
the  name  of  Temp.  Capt.  Nicol  McNicoll  Rankin,  K.A.M.C,  who  has  been  awarded 
tlie  honour  "  for  conspicuous  gallantry  and  devotion  to  duty  in  remaining  at  his 
post  and  attending  to  the  wounded  after  the  regimental  aid-post  had  received 
three  direct  hits  and  he  himself  had  been  wounded  in  the  face.  For  foiu-  hours 
he  continued  at  duty,  the  area  around  his  aid-jiost  being  heavily  shelled  all  the 
time." 

Previous  to  joining  the  Army,  Capt.  Eankin  was  one  of  the  Eegistrars  at  the 
Central  London  Tliroat  and  Ear  Hospital. 
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The  Catarrhal  and  Suppurative  Liiseases  of  the  Accessory  Sinuses  of  the 
Nose.  By  BdKs  Hall  Skilleni.  31 D.  Philadelphia  and  London  ; 
J.  B.  Lippincott  Company.     Second  Edition.     Price  21.s.  net. 

Diseases  of  the  Throat,  Nose,  and  Ear,  for  Practitioners  and  Students. 
By  W.  G.  Pogtii.  M.B..  B.Sc.  F.B.C.S.Ed.  Second  Edition.  Fully 
Revised  for  the  Author  during  his  absence  from  England  in  the 
service  of  bis  Country  by  P.  McBiide,  M.D.Ed.,  F.B.C.S.Ed.. 
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INDEX    TO    VOLUME   XXXL    19]  li. 


SUBJECTS. 


Abductor  pavalvsis.  see  Cord,  vocal. 
Achalasia,  see  (E.sophagus. 
Actinomycosis  of  ear  (Metterstad) 

■ of  pharynx  (Metterstad) 

Adenoids,  etiolo^v  of  (H.  C.  Cameron) 
in  the  eye"  (T.  E.  Oertel) 


.       23 
.       23 

.  493 
.  454 
40.  17t> 


Adrenalin,  the  dangerous  reputation  of  (J.  D.  Mortimer) 
American  Larynsjoloyical  Association,  proceedings  of  the. 

57.  261.  3.51,  445.  4S6,  521 

. Rhiuological.  and  Otological  Society,  proceedings  of  the. 

19,  526 
Anaphylaxis,  relation  of,  to  hay  fever  (H.  Hays)  .  .  .     IHO 

Antro-nasal  polypus,  see  also  choanal  polypus  (Sir  W.  Milligan)  .     299 

Antrum,  maxillary,  gunshot  wound  of  (W.  Jobson  Home)         .  .     339 

operation  on.  radical  osteomyelitis  following      .  441,  442 

■ suppuration  of  :  thieving        ....     438 

. surgery  of  (R.H.  Skilleni)     .  .  .  .4 

Appendicitis  from  tonsillitis  (H.  B.  Anderson)  .  .  .66 

Aphonia  (Coubro  Potter)  ....  304,  394 

from  shock  (Sir  W.  Milligan,  L.  H.  Pegler.  Dundas  Grant.  G.  de 

H.  Dawson)  .....     299,  491,  493 

Asthma  and  the  nose  (P.  McBride)  ....     341 

Bezold's  mastoiditis  (H.  L.  Whale)  ....    520 

Bismuth  in  oesophageal  therapeutics  (Wm.  Hill)  .  .  .32 

Brain,  see  Cerebrum.  Cei'eljellum. 

Bronchial  fistula  (C.  H.  Whiteford)  .  .  .  .102 

Broeckaert,  Dr.  Jules,  obituary  notice  (Sir  F.  Semon)  .  .     459 

Bronchus,  foreign  body  in.  referred  to  (Esophagus  (Uchermann)  .       26 

removal  of  (Thomas  Guthrie)  .  .  .     298 

Brown,  Moreau  Roberts,  oVjituary  notice      ....     223 
Buccal  cavity,  dryness  of,  witli  pharyngeal  idceration  (Cecil  Graham)       .     215 

■ leukoplakia  of  (R.  Levey)      ....     351 

lupus  of  (W.  Kent  Hughes)  .  .  .216 

tuberculosis  of  (J.  E.  Carmady)  .  .  .     162 

Cardiospasm,  see  (Esophagus.  Achalasia  of  cardia. 

Cerebellum,  tumours  of,  localisation  of  (E.  G.  Grey)  .                .  .     4("»0 

(Randall  and  Jone.sl                   .                 .  .     40l 

Cerebrum,  abscess  of,  otogenic  (M.  Cliatellier)             .                .  .99 

contra-lateral  (G.  B.  Jobson)                 .                 .  .398 

Child,  reaction  of  the.  to  faulty  environment  (H.  C.  Cameron)  .     493 

Choana,  bony  occlusion  of  (W.  J.  Thomasson)              .                 .  .98 

Choanal  polypus  (Irwin  Moore,  Sir  W.  Milligan,  W.  S.  Syme)  53,  299.  515 

Chorda  tympani  nerve  in  otology  (C.  L.  Perkins)         .                 .  .     457 

City  of  Din,  the.  Dan  McKenzie,  review  (Dundas  Grant)            .  .     495 

Cord,  vocal,  paralysis  of,  syphilitic  (J.  Donelan)           .                 .  .     388 

traumatic  (P.  Goldsmith,  Dan  McKenzie.  F.  A. 

Hose)           .                .                .                .                .                .  44,  56,  146 


542  Index. 


PAGE- 


Cord,  vocal,  pai-aljsis  of.  and  soft  palate,  unilateral  (C.  A.  Parker)  .     147 

Cords,  vocal,  aliductor  p:iral_ysis  of  tabetic,  centrally  caused,  with  report 

of  post-mortem  (E.  D.  Davi.s)  ....     361 

leukoplakia  of  (H.  Tilley)      .  .  .  .211 

Cranial  nerves,  relation  to  splienoidal  sinus  (Greenfield  Sluder)  .     3.53 

Curette,  nasal  flexible  (.T.  B.  Morgan)  ....     120 

Dacryocystitis  in  sypbilis  (C.  Potter)  ....     SOS 

DacryocystorMnostoniy  (J.  B.  Hoi'gan.  F.  M.  Hanger,  Otto  Glogau) 

225,  491,  53ft 
Deafness  and  diseases  of  the  nose  (P.  McBi-ide,  Macleod  Tearsley)        339,  407, 

464,  496 

■ from  Ijullet  wound,  labvrinths  and  tvmpana  from  a  case  of  (S. 

Scott)  .  .  "     .  .  ■  .  .  _  .250 

for  musical  tones  and  its  bearing  upon  theories  of  audition  (Dan 

McKenzie)  .......     294 

after  salvarsan  iClosier)      .  .  .  .  .30 

from  warfare  iujuries  (Got.  J.  F.  O'Malley,  Duuda«  Grant)  374,  491. 493 
psychology  of  (P.  D.  Kerrison)         ....     536 


Diphtheria  carriers,  vaccines  for  (A.  J.  Weil)  .  .  .22 

ulceration  from  (Closier)     .  .  .  .  .27 

Diseases  of  the  nose  and  throat,  by  Jonathan  Wright,  revised  (Dundas 

Grant)         .  .  .  .  .  .221 

by  Sir  StClair  Thomson,  second  edition,  revised 

(P.  Watson- Williams)  .  .  .  .  .311 

of  the  throat,   nose  and  ear,  by  William   H.   Kelson  (review) 


(Macleod  Tearsley) 


000 


Ear,  actinomycosis  of  (Wetterstad)  .  .  .  .23 

forsign  bodies  in  (A.  J.  Brady)  ....     492 

see  also  Meatus,  auditory,  external. 


internal,  see  Labyrinth. 

meatus  of.  external,  see  Meatus,  auditory,  external. 

middle,  adhesive  processes  in,  treated  by  insertion  of  gold-plati- 


num (S.  H.  Large)     ......     101 

cancer  of  (Sir  W.  Milligan)  .  _  .  .         _        ,     254. 

sero-mucous  catairh  of.  unilateral,  significance  of  (Sir  W. 

Milligan)     .  .  .  .  .  .  .2.55 

infection  of.  with  Vincent's  oi-ganisms  (J.  Adam)  31.  36 

suijpuration  of  (J.  A.  Mulholland)        .  .  .     359 

— acute,  with  ulcerative  endocarditis  (E.  D.  Davis)     484 

. cancer  following  (Sir  W.  Milligan)  .  .     254 

: chronic,  treatment  of  (P.  McBride)         .  .     336 

intracranial  complications  of  (H.  C.  Whale)  .       33 

diagnosis  of  (Uchermann,  G.  B.  Jobson)  25,398 

pulmonary  complication  of  (E.  D.  Davis)  .     484 

sequestration    of    annulus    tympanicus    (H.    L. 


Whale)        .  .  .  .  •  ■  .88 

vaccine  treatment  of  (E.  M.  Coates)       .  .     39S 


tuberculosis  of  (H.  H.  Briggs,  G.  H.   Cocks,  and  J.  G. 

Dwyer)        .  .  .  .  •  •  19,288 

Edinl  lurgh  Royal  Infirmary.  Reports  for  the  year  1915,  from  the  Ear  and 

Throat  Department  of  (A.  Logan  Turner)  .  .      242,  313,  465 

statistical  tables  (Harold  Chaffer)  .  .     242 

Endocarditis,   idcerative'   complicating  acute   otitis    media  (E.    D.    D. 

Davies)        .  .  .  .  ■  •  -^  ■i^i 

Endoscopy,  general  review  of  (Wm.  Hill)      .  .  .  103.  164 

Epi-hval  bone  in  man  (T.  Guthrie)  ....     303 

Epiglottis,  epithelioma  of  (W.  Hill)  .  .  .  .159 

Ethmoid  bone,  osteoporosis  of,  senile,  in  relation  to  removal  of  polypi     .     444- 


Index.  543 


Ethmoid  bone,  osteoma  of  (H.  Lambert  Lack)             .                .  .     155 

region,  carcinoma  of  (J.  B.  Hort^an)                  ..                 .  .16 

sarcoma  of  (W.  M.  Mollison)                  .                 .  .     154 

Ethmoidal  cells,  intranasal  exentei-ation  of  iH.  P.  Mosher)  .  .  521 
operation  on,  external,  eausiug  blindness  (H.  Smith)  .       99 

suppuration  of,  causing  blindness  (H.  W.  Loeb)  .       61 

Face,  scarring  of,  syphilitic  (J.  Edmond )      .  .  .  .     207 

warfare  injuries  of  (P.  Goldsmith.  W.  Stuart-Low)       .  43,  55 

Facial  paralysis,  otogenic  (Dan  McKenzie)  ....  257 
Fractured  skull  with  healed  attic  supinu-ation  (E.  D.  Davis)       .  .       90 

Frontal  sinus,  see  Sinus,  frontal. 

Gallegos.  Dr..  obituary  notice         .  .  .  .  .69 

Gibli.  Joseph  Scril.iner.  obituary  notice  ....  224 
Glatzel  mirror,  improved  (G.  H.  Cocks)  ....  309 
Goitre,  endeuiic,   and  tonsillar  endamcebiasis   (Evans.    Middleton.    and 

Smith)         .  .  .  .  .  .  .360 

Hay  fever,  autoserum  in  (H.  Hays)  ....     160 

pollen  therapy  in  (J.  L.  Goodale,  R.  A.  Cooke.  B.  P.  Sor- 

mani)  .  .  .  .  .  .     160,  218,  310 

Headache  due  to  non-snppurative  inti-a-nasal  disease  (G.  C.  Stout)  .     354 

Helmholtz  theory  of  audition  .....     294 

Herpes  zoster  oticus  (A.  Ryland)   ...  .  .  .     518 

Horsley.  Sir  Victor,   C.B.,  F.R.C.S.,   F.R.S.,    obituary  notice    (Sir  F. 

Semon)        .......     401 

Hypopha^nx.  see  Laryngo-pharynx. 
Hypophysis,  see  Pituitary  body. 

Index,    an,   of   prognosis   and    end-resuUs   of   treatment,  edited  by  A. 

Rendle  Short  (review.  Dundas  Grant)    .                 .                 .  .70 

Intubation  for  traumatic  hi rj'ugeal  .stenosis  (E.  D.  Davis)         .  .     383 

stenosis  of  larynx  after  (A.  Logan  Turner)     .                  .  .     313 

Kaolin  for  throat  and  nose  (Hektoen  and  Rappaport)  .  .       32 

Keratosis  of  external  auditory  meatus  (W.  Stual•t-Lo^^■)  .  .       89 

Laliyrinth,  air-cells  surrounding  (L.  Girard)  .  .  .99 

disease  of  focal  infection  in  (G.  F.  Shambaugh)  .  .     359 

neci-osis  of  (H.  Camille)       .....     100 

warfare  injuries  of  (Got)     .....     37J, 

Laliyrinthitis  (Uchermann)  .  .  .  .24 

Lacryuial   sac,   operation  on  (H.  Tilley,   J.  B.  Horgan,  F,  M.  Hanger) 

152,  225,  4-91 
Langmaid,  Samuel  Wood,  obituary  notice  ....  224 
Laryngeal  crises  with  abductor  paralysis  (E.  D.  Davis)  .  361,  381 

■ nerve,  recurrent,  see  also  Cords,  vocal. 

■  tabetic   paralysis   of,   with  post-niortem    (E.    D. 

Davis)  .  .  .  .  .  .  .     .361 

Laryngectomy  for  cancer  (Dan  McKenzie)  ....     211 

• indications  for  (Sir  StClair  Thomson)    .  .     390 

Laryngo-fissure  (Sir  StClair  Thomson)  .  .  .  46,  390 

instruments  for  (Irwin  Moore)  .  .  .     145 

Laryngo-pharynx,  cancer  of  (W.  Hill)  .  .  .  .159 

operation  for  (W.  Molb'son)       .  129,  213 


lymphoma  of,  treated  by  vaccines  (W.  E.  Casselberry)    .       57 

Laryngologist,    some  reminiscences,  reflections,   and   confessions   of   a 

(J.  N.  Mackenzie)     ......     411 

Larynx,  see  also  Aphonia.     Cords,  vocal,  and  Voice. 


544  Index. 


PAGE 


Larynx  at  l>ii-tli,  an.l  avtiticiiil  rospii-atimi  (E.  A.  Barton)           ^  •       31 

. '—  oancer  of  (Sir  StClair  Tliumson,   Irwin   Moore     W.  Hill,  Dan 

McKenzie)      .  •  ■  •     4<S.  tj2.  U8.  159,  211,  390,  393 

laryng-o-fissure  (Sir  StClair  Thomson)     .  46,  390 

.  recurrpnoc  after  (H.  Tilley)          .  47,  153 

window  resection  for  (A.  Laniljert  Laok)              .  1-1,  '^08 

foreign  bodies  in  (Sir  W.  IMilliu-aii)    .                  .                 •  'oil 

cedema  of.  passive,  witli  pUunl:iism  (Jobson  Home)         .  ■     -i* 

papilloma  of  (J.  Hnbbard)                   .     _       ,^  ■    ^^  -r^    '  ■  ,  "     V-« 

removed  under  suspension  (Dan  McKenzie)  .     iot> 

treated  by  radium  (P.  E.  Hopkins)          .  .       59 

paralysis  of.  see  Cord,  vocal,  paralysis  of. 

.  stenosis  of  from  bayonet  wound,  intubation  (E,  D.  Davis)  .     ^S,J 

iu  children,  followini^'  intul.iation  and  tracheotomy 

(A.  Logan  Turner)    .                 ■                ■                •                •  '     kic 

^ syphilitic  (W.  Hill)     .                .                .  •     216 

. disease  of  (Irwin  Moore)                           •                 •  .     c!9.i 


aisease  ui  y±in  ill  ^^-Lyj^'^^i  •  • 

tuberculosis  of.  primary  in  old  age  (J.  B.  Horgan)  .           _      ■  j-i 

ventricle  of.  prolapse  of  (G.  B.  New)                  •  ■  ■  -^A^ 

web  of.  traumatic  (W.  Stuart-Low.  Sir  W.  MiUigan)  .  So,  301 

window  resection  of.  for  cancer  (H.  L.  Lack)  .  ■  '  qki 

Leukoplakia  Iniccalis  and  lingualis  (R.  Levy)                .  •  '  tl^ 

Lip.  chancre  of  (Irwin  Moore)         .                 •                 •  ■  .  lo- 


Mastoid.  buUet-wound  of  (P.  Goldsmith)       .  •  ■  •       ^^ 

. operation,    radical,    cartilaginous     overgrowth    after    (W.    M^.^  ^^^ 

MoUison)    .  ,,,„u.  of  (MacCuen  Smith)     :  '.         »      '■  '  161 


-  skin-grafting  in  (H.  J.  Marriage,  J.  S.  Fraser,  T. 


Mark  Hovell.  and  discussion)                  .                •  73,80,91,120,224 

Mastoiditis.  BezoWs  (H.  L.  Whale)               .                •  •  ■  ^-" 

Maxilla,  superior.  Cancer  of,  no  recurrence   W   Mollison)  ,  •  164 

Measles,  the  notification  of  (Macleod  Yearsley)            .  l-  .       "  " 

Meatus    auditory  external,  foreign   bodies  m.  referred  sensation  from 

(T.  A.  MacGibbon)    .                •          „     •      t       s  '  '                       SQ 

keratosis  of  (W.  Stuart-Low)  .  .  .       S» 


occlusion  of  (L.  A.  Laurence) 


90 


Medical  Annual,  the,  1915.  (review)  (Dundas  <^™"t\„,,.  ,    ^qiV  ,,pview)'  '" 
. synoptical  index  for  ten  years,  l»0o  lo  191-i  (leview,), 

(Dundas  Grant)         .            .    \    ,-r^      -,'    r<       ,.\'                '                '  Iqfi 

, ; 1916  )review).  (Dundas  Grant)                  •               ^  49b 

Meningitis,  acute  purulent  (H.  L.  Whale.  Sir  W.  Milligan)        .              o3,  -o3 

. . following  nasal  operations       .                 .                 '  it'o 

. sinus  disease    .                •                ■  44ci 

submucous  resection  of  the  nasal  septum  442 

.  253 


396 
139 


epidemic  (Sir  W.  Milligan). 

Mouth,  see  Buccal  cavity. 

Naris  posterior,  see  Clioana.  ,    .     ,  ,       i 

Naso-a'J.tral  polypus,  see  Choanal  polypus  --\  ^ntro-nasal  polypus 
Naso-pharyngoscope,  examination  ot  nose  with  (C.  A.  Gundelach) 
Naso-pharynx.  angeio-fibroma  of  (Irwm  Moore)  •  "  '     .^^k 

t -  -J-—  caScer  of.  dispelled  by  radium  ( A.  B.  Kelly)       .  •     p45 

endotheliomia  of.  apparently  cured  l.y  radium  (J.  Adam)     34b 

epithehumof  (W.S.Bryant)       _       ■     ^  •„  „        *'" 

. fibroma   of  (Uchermann.  Irwin  Moore.  F.  ^-^f^^^^   ^.^^  ^^^ 

^^^^±_  ■ effect    of     radio-activity    upon^'(D.  '  B.  ' 

l^elavan)     .  •  ,„,•„,•  „,.._.,„„,.  „f',  a    .T.  Bnidv)         .     205 


operative  treatment  of  (A.  J.  Brady) 


Index.  545 


PAGE 


2faso-pharynx,  myxoma  of.  true  (V.  Dabney)  .  .  .     450 

sai'coma  of  (Norman  Patterson,  Harmon  Smith)  208,  308 

Negroes,  oto-laryngological  diseases  among  (Dunbar  Roy)         .  .     449 

Norway,  Oto-laryngological  Association  of.  Proceedings  of  the  .       23 

Nose,  accessory  sinuses  of,  see  Sinuses,  nasal  accessory. 

bullet-wounds  of  (W.  Frank  Wilson,  A.  Wylie,  L.  H.  Pegler, 

Conbro  Potter)  .  .  .  .18,  56.  57,  214,  306 

.49 

.  399 
.  158 
.  49 
.  56 
.    397 


cancer  of  (H.  Tod) 

—  diseases  of.  and  dental  disease  (D.  B.  Freundlich) 

—  eiteraal.  enlargement  of  (Wm.  Hill) 

—  fistula  of,  congenital  (H.  Tod) 
traumatic  closure  of  (A.  Wylie) 

—  granulosis  rubra  of  (A.  W.  Williams) 

—  non-suppurative  disease  of,  causing  headache  (G.  C.  Stout)         .     354 

—  operations  on,  the  complications  following  upon  (discussion)    437,  442 

—  ocular  complications  following  .  .     444 

—  papilloma  of.  malignant  (?)  (H.  Tod)  .  .  .49 

—  polypi  of.  removal  of,  death  after     ....     444 

—  septum  of,  submucous  resection  of,  in  childi'en,  results  of  (C.  H. 
Hayton)      .  .  .  .  .  .  .132 

meningitis  following    .  .  .     442 

unpleasant  effects  from  .  .     445 


stenosis  of.  plastic  operation  for  (W.  Stuart  Low)  .  .     214 

warfare  injuries  of    (W.   F.   Wilson,  A.   Wylie,  L.   H.   Pegler, 

Coubro  Potter)  .  .  .  .18,  56, 57,  214,  306 

(Esophagus,  achalasia  of  the  cardia  (Dan  McKenzie.  B.  B.  V.  Lyon)    157,  456 
cured  (\V.  Molhson)     .  .  .388 


angeio-ueurotic  cedema  of  (H.  AiTOwsmith) 
cancer  of,  achalasia  from  (W.  MoUison) 

bismuth  in  (Wm.  Hill) 

Hill's  tubes  in  (Irwin  Moore) 


359 

389 

32 

54 


cardiospasm  of,  see  Achalasia  of. 

foreign  bodies  in  (Irwin  Moore.  D.  R.  Paterson,  S.  A.  Friedberg) 

•    148,  149,  397 

followed  by  cervical  abscess  (Nonnan  Patterson)     207 

perforating  aorta  (E.  G.  L.  Goffe)  .  .       66 

spasm  of,  long  continued  (Dan  McKenzie)       .  .  .     157 

stenosis  of.  inflammatory  (R.  McKinney)         .  .  .     220 

Operations,  unpleasant  after-effects  (Harmon  Smith,  editorial,  discussion) 

99,  409,  437 
Orbito-ocular  complications  of  nasal  sinus  disease  (H.  W.  Loeb)  .       61 

Osteogenesis  imperfecta  (H.  C.  Cameron)     ....     494 
Osteomyelitis,  septic,  following  nasal  sinus  operations  .  441,  442 

Otitis,  see  Ear. 
Oto-laryngology  in  John  Himter's  time  (W.  H.  Kelson)  .  .         1 

I'he  pas"t  and  present  of  (P.  McBride)  .  .  .     329 

Otogenic  intracranial  complication  simulated  by  general  tuberculosis 

(Uchermann)  .  .  .  .  .  .25 

Otomycosis  :  aspergillus  fumigatus  (H.  L.  Whale)      .  .  .88 

Otosclerosis,  pathology  of  (A.   A.  Gray.  J.   S.  Eraser,  and    R.  Muir) 

92,  250,  465,  481 

tone-deafness  in  ((D.  McKenzie)       ....     295 

X-ray  diagnosis  in  (J.  C.  Beck)         ....     458 


Ozsena  (Henry  Horn)       ......     269 

and  tuberculosis  (Dan  McKenzie,  John  Mackeith,  Wyatt  Win- 
grave)  ......     177,  232.  276 

racial  distribution  of  ((J.  M.  Roy)    ....     455 

Palate,  epithelioma  of,  rapidly  growing  (W.  Stuart  Low)  .  303,  391 

neoplasm  of  (Geo.  Badgerow)  .  .  .  .46 

37 


546  Index. 


Palate,  soft,  epithelioma  of  (P.  Cornet) 

paralysis  of,  and  of  larynx  (C.  A.  Parker) 

following  removal  of  tonsils  and  adenoids  (Boy  Dunbar 

Pansinusitis,  consideration   of,  exclusive    of    external    operation    (dis 
cussion)     ...  .  . 

etiology  of  (J.  Gordon  Wilson) 

non-operative  treatment  of  (Lewis  A.  Coffin)  . 

with  insanity 

with  systemic  infection  (G.  E.  Shambaugh)    . 

with  thieving 


14.7 
217 

488 
488 
489 
437 
523 
439 
398 
60 


Paracusis  Willisii,  theories  concerning  (G.  M.  McBean) 

Parotid  gland,  septic  infection  of  (G.  E.  Hopkins) 

Per-oral   Endoscopy   and   Laryngeal    Surgery,    by    Chevalier    Jackson 

(review.  Wm.  Hill)  ....  103, 164 

Pharynx,  see  also  Laryngo-pharynx  and  Naso-pharynx. 

actinomycosis  of  (Wetterstad)  .  .  .  .23 

appearances  of  the  normal,  influence  of  position  upon   (Douglas 


Guthrie) 

endothelioma  of  (J.  W.  Bond) 

examination  of  (Douglas  Guthrie)     . 

neoplasms  of.  operative  surgery  of  (Durand  and  Gault) 

ulceration  of  (Geo.  Badgerow) 

syi^hilitic  (Cecil  Graham) 


479 
45 
479 
266 
159 
215 
Pituitary  V>ody.  neoplasm  of,  endonasal  operation  (T.  H.  Halstead,  and 

discussion.  Otto  J.  Stein)         ....  261,  538 

extract  as  coagulant  in  injury  of  th.e  nose  and  throat  (Kahn  and 
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repeated  operation  (Irwin  Moore)  .       51 

witli  pliaryngeal  lymphoma  (W.  E.  Cassel- 
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